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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge... 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


Often  recurrent. .. often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1-2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 


Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes .3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  chloromy'cetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 


Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  F.  J.,  Jr. : Mil.  Med.  125  :836.  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  Clin. 
34:187,  1969.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (6)  Jolliff,  C.  R. 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  P.  J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10 
694.  1960.  (6)  Lind.  H.  E. : Am.  J.  Fractal.  11  :S92.  1960.  6eS6,  ptRK[ 
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does  this  diet  work 
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vV*when  the  others  fail? 


Because  the  SEGO  DIET  PLAN  from  Pet  Milk 
Company  has  unique  advantages  ordinary  diets  lack: 

BUILT-IN  ENCOURAGEMENT 
FREQUENT  REWARDS 
GRATIFYING  RESULTS 

The  plan  begins  with  new  SEGO  Liquid  Diet  Food 
— the  improved  liquid  with: 

SUPERIOR  FLAVOR 
10%  MORE  PROTEIN 
25%  MORE  VOLUME  FOR 
INCREASED  SATIETY 

At  each  step  of  the  4 -phase  graduated  diet  program 
more  foods  are  added,  ending  with  a well-balanced 
normal  diet. 

Ask  your  Pet  Milk  representative  for  copies  of  the  SEGO  Diet 
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a quiet  little  revolution 


INFLAMMATORY  NEURITIS  used  to  take  three  to  six 
weeks  for  recovery.  However,  life  was  seldom  threat- 
ened, recovery  was  all  but  certain  and  no  headlines 
were  made  when  published  studies  indicated  that 
Protamide  could  usually  reduce  these  weeks  to  as 
many  days. 

Nevertheless  a quiet  revolution  has  taken  place  in 
this  small  province  of  medicine.  Protamide  is  not  indi- 
cated in  mechanical  nerve  trauma.  But  when  the  nerve 
root  is  inflamed  as,  typically,  after  a virus  infection  or 
in  herpes  zoster,  Protamide  may  be  considered  as  the 
treatment  of  choice.1-4 


START  PROTAMIDE  EARLY — When  treatment  is  begun 
within  a week  after  onset  of  symptoms,  two  or  three 
injections  of  Protamide  bring  not  only  relief  from  pain 
but  prompt  recovery  in  almost  all  patients.  In  cases  not 
seen  early,  therapy  must  of  necessity  be  longer. 

protamide® — an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme — is  not  foreign  pro- 
tein therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular 
injection. 

FOR  DETAILED  INFORMATION  WRITE  MEDICAL  DEPARTMENT  OF 


DETROIT  11,  MICHIGAN 


1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Sforzolini,  G.  S.:  Arch.  Ophthal.  52:381 
(Sept.)  1959.  3.  Smith  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955. 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.  i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
me  PROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200 
I containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

*63.  WALLACE  LABORATORIES 
c» -•«* 2 W/«  C ra n bury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 


Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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R€sponDerxj£ 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Nose  drops  not  enough 

Wenatchee,  Washington 
EDITOR,  NORTHWEST  MEDICINE: 

I read  the  article  Evaluation  of  Nose  Drops  for 
Otitis  Media  in  Children  in  the  October,  1961,  issue 
of  northwest  medicine,  with  considerable  interest. 

Even  though  the  purpose  of  the  paper  was  to 
evaluate  the  use  of  nose  drops  in  treatment  of  acute 
otitis  media,  it  seems  appropriate  to  mention  the  one 
measure  in  the  treatment  of  this  condition  which  was 
not  mentioned— myringotomy.  In  the  presence  of  the 
stated  prerequisite  to  diagnosis— “dull,  pink  or  red, 
bulging  tympanic  membrane”— the  treatment  of 
choice  is  myringotomy.  Incision  and  drainage  of  a 
fluctuant  abscess  is  still  a prime  surgical  principle. 
Why  does  not  the  author  apply  this  principle  here? 

A second  point  of  importance  is  that  nose  drops 
used  in  the  supine  position  pass  rapidly  across  the 
floor  of  the  nose  and  affect  the  erectile  structures  of 
the  nose  very  little.  Nasal  medication  will  be  more 
effective  if  the  patient’s  head  is  held  in  a dependent 
position  with  the  side  being  treated  turned  down- 
ward (Parkinson’s  position).  This  position  must  be 
maintained  at  least  two  minutes  and  preferably 
longer. 

It  is  stated  that  patients  in  each  group  received 
a phenylephrine-chlorpheniramine  preparation  by 
mouth.  Since  the  stated  purpose  of  the  study  is  to 
evaluate  phenylephrine  given  topically,  it  seems 
paradoxical  to  give  it  by  mouth  to  both  groups.  If  the 
drug  is  effective  by  mouth,  might  not  topical  effects 
be  nullified  or  at  least  modified?  It  would  have  seem- 
ed more  appropriate  to  include  one  group  which  re- 
ceived only  nose  drops  and  no  oral  phenylephrine. 

Further,  the  criteria  for  complete  resolution 
were  not  stated.  The  tympanic  membranes  in  such 
cases  can  return  to  normal  position  and  normal  color 
and  still  be  far  from  normal.  Many  such  middle  ears 
still  contain  thick,  viscid,  tenacious  sterile  mucopus 
which  will  remain  unchanged  for  many  weeks  or 
months.  Myringotomy  is  indicated  in  this  group  to 
prevent  permanent  hearing  loss.  If  left  untreated,  this 


condition  makes  recurrent  otitis  media  more  likely. 
Otologists  see  many  of  these  patients  after  they  have 
returned  to  “normal”  or  have  passed  into  adolescence 
complaining  of  hearing  loss. 

For  the  above  reasons,  the  pneumatic  otoscope 
(Siegle’s  otoscope)  is  the  most  important  tool  with 
which  to  establish  whether  the  mesotympanum  has 
returned  to  normal.  And  what  is  known  of  the  hear- 
ing in  these  patients  at  the  end  of  ten  days?  Were 
audiograms  or  simple  tuning  fork  tests  done?  In 
those  who  could  be  tested  and  whose  drumheads  ap- 
peared “normal”  it  is  quite  likely  that  many  con- 
tinued to  carry  a fifteen  to  thirty  decibel  conductive 
loss  for  many  weeks. 

I concur  with  the  author  in  his  treatment  except 
for  his  neglect  of  myringotomy.  The  adequate  dosage 
of  antibiotic  or  chemotherapeutic  agent,  as  well  as 
the  length  of  the  course  of  treatment,  is  to  be  com- 
mended. I do  not  concur,  however,  with  his  con- 
clusions. I would  suggest  a new  study,  using  at  least 
three  groups  of  patients.  In  addition,  I would  sug- 
gest that  myringotomy  be  done  when  indicated  by 
the  maturity  of  the  middle  ear  abscess.  Follow-up 
examinations  should  include  both  careful  pneumatic 
otoscopy  and  audiometry,  when  feasible.  Also  ten 
days’  follow-up  is  not  adequate,  since  this  condition 
rarely  subsides  that  soon  unless  treated  early  in  the 
hyperemic  stage,  before  any  “bulging  occurs. 

It  seems  apparent  that  superficial  investigation 
of  this  or  any  subject  will  not  permit  valid  conclu- 
sions and  has  a questionable  place  in  an  already 
overwhelming  avalanche  of  medical  literature. 

Sincerely, 

WM.  G.  BALDWIN,  M.D. 

This  bureau  business 

Seattle,  Washington 
EDITOR,  NORTHWEST  MEDICINE: 

Now  that  we  have  it,  what  should  be  done  about 
—or  with  it?  Whereas  in  1933,  because  of  the  seem- 
ing trend  toward  a welfare  state  and  the  imminent, 
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and  much  to  be  dreaded,  socialization  of  the  prac- 
tice of  medicine  itself,  it  became  incumbent  upon 
the  members  of  the  King  County  Medical  Society 
to  form  a bureau  of  its  membership  in  order  to  com- 
bat the  aforementioned  evils  threatening  its  very 
integrity. 

In  its  spawning,  the  bureau  so  formed  provided 
care  of  the  sick  and  injured  both  medically  and 
surgically  together  with  hospitalization  as  needed. 
Free  choice  of  doctor  was  included.  It  was  designed 
primarily  to  take  care  especially  of  the  low-income 
bracketed  poor  people.  Contracts  were  drawn  and 
the  people  who  signed  were  assured  of  the  services 
of  those  who  belonged  to  the  bureau.  It  looked  good. 
It  offered  free  choice  of  the  subscriber’s  doctor,  and 
furthermore  every  doctor  was  at  the  beck  and  call  of 
the  bureau.  It  seemed  like  a right  and  honorable  deal. 

Now  the  bureau  begins  to  function  as  a bureau. 
Now  we  find  ourselves  in  the  insurance  business 
and  competing  with  other  underwriters  for  contracts. 
Insurance  business  is  not  medical  business,  so  we 
begin  to  transgress  a little  per  necessitas,  by  hiring 
paid  solicitors  to  get  contracts  for  the  bureau.  Solicit- 
ing is  not  good,  but  the  solicitors  are.  This  hired 
lay  help  is  very  necessary  in  a business  way,  for 
the  bureau  must  be  fed  and  this  is  its  lifeline  . . . 
yes?  And  so  the  bureau  grows  and  grows,  and  so  it 
waxes  fat.  Does  the  fat  bureau  pause  to  dole  out 
dividends  where  they  belong?— to  the  poor-low-in- 
come-bracketed  on  the  one  hand  or  the  vitally  con- 
tributing-participating  doctors  on  the  other  hand? 
Ah!  No!  Bureaus  do  not  wax  fat  so!  That  is  glossed 
over  as  a kind  of  with-holding  tax,  so  to  speak.  So  we 
find  up  to  this  time  the  bureau  has  committed  two 
sins:  first,  paid-hired-lay-solicitors,  and  secondly, 
entering  into  contractual  practice.  Whether  or  not  it 
be  a group,  the  purport  is  the  same,  is  it  not?  But  the 
most  horrendous  sin  of  all  comes  now— ADVERTIS- 
ING in  big  capital  letters,  by  radio,  billboard  and 
television,  soliciting  business,  flaunting  200,000  sub- 
scribers shamelessly  before  the  public,  saying,  “Come 
join  us!  while  the  joining  is  good!"  All  of  this  is  at  the 
expense  of,  and  with  the  implied  sanction  of,  every 
member  of  the  medical  profession.  Such  effrontery! 
It  is  beyond  all  the  principles,  past  or  present,  of  the 
AMA  and  most  certainly  those  in  my  book.  I can 
quote  from  the  book  on  medical  ethics  of  1914,  and 
also  the  1957  revision  of  those  ethics,  to  substantiate 
the  three  indictments  against  this  bureau  business. 

This  bureau  business  seemed  an  innocent  deal 
in  its  inception,  but  it  did  not  take  long  for  certain 
evils  to  creep  in  and  eventually  vitiate  the  whole 
deal.  Anything  illy  conceived  comes  eventually  to  a 
sad  state.  Thus  its  end  is  so  written  in  the  cards  to 
begin  with. 

Bcmove  the  bureau  and  the  doctor  is  free  to 
practice  medicine  as  he  was  originally  ordained  to 
do.  Remove  any  third  part  connivance  or  interfer- 


ence. Restore  the  unadulterated,  pure  and  simple, 
doctor-patient  ideal  relationship. 

Move  on  from  there.  How  can  we  combat  so- 
cialized medicine  otherwise?— certainly  not  by  bu- 
reaucratic methods  which  are  a part  and  parcel  of 
the  same.  You  cannot  correct  one  evil  with  another. 
It’s  a true  dictum:  A THING  MORALLY  WRONG 
TO  BEGIN  WITH  CANNOT  BE  POLITICALLY 
RIGHT  IN  THE  END. 

WILLIAM  C.  SPEIDEL,M.D. 

Support  o sport 

Seattle,  Washington 
EDITOR,  NORTHWEST  MEDICINE: 

This  letter  concerns  the  skiing  doctor,  or  doctor 
husband-father  of  a skiing  family. 

Skiing  has  become  the  fastest  growing  sport  in 
America.  There  are  5 million  skiers  in  this  country, 
and  physicians’  families  are  strongly  represented 
among  them. 

It  is  more  than  probable  that  each  skiing  doctor 
or  member  of  his  family  has  had  some  personal  op- 
portunity to  make  use  of  the  help  of  the  Ski  Patrol 
in  the  last  few  years,  or  even  this  season  already. 

It  is  also  very  likely  that  many  doctors  have 
seen  in  their  practice  an  increasing  number  of  pa- 
tients who  have  had  an  accident  on  the  ski  slopes. 
Most  likely  his  patient  had  been  prepared  in  a well 
trained  manner  by  members  of  the  National  Ski 
Patrol  System  (NSPS)  and  has,  therefore,  reached 
his  office  in  a good  condition  for  his  final  profes- 
sional care. 

By  either  reason,  doctors  have  benefited  from 
the  service  of  the  NSPS.  They  have  appreciated  the 
training  necessary  to  make  the  Patrols  function  effi- 
ciently. They  have  seen  the  facilities  available  to 
the  Ski  Patrols  to  provide  such  good  service.  The 
National  Ski  Patrol  consists  entirely  of  volunteers 
who  depend  on  private  support  only  to  buy  the 
equipment  and  provide  training  for  their  members. 
Several  doctors  function  as  medical  advisors  and 
give  of  their  time  freely  as  members  of  the  patrols 
on  the  ski  slopes,  in  the  first  aid  rooms  or  even  as 
lecturers  at  the  Ski  Patrol  medical  lectures  in  town. 
These  doctors  undoubtedly  have  a still  deeper  under- 
standing of  the  need  for  funds  for  the  Ski  Patrol. 

Right  now,  the  National  Ski  Patrol  System  has 
started  its  yearly  fund  drive  to  provide  these  means 
of  securing  better  equipment  and  training  for  better 
service.  Of  this  fund  drive  70%  will  go  to  the  Na- 
tional Ski  Patrol  Office  in  Denver,  30%  will  go  to  the 
Division.  The  70%  will  provide  funds  for  nine  na- 
tional advisory  committees  dealing  with  the  follow- 
ing problems:  1.  legal,  2.  ski  safety,  3.  release  bind- 
ings, 4.  avalanche,  5.  medical,  6.  patrol  equipment, 
7.  insurance,  8.  public  relations  and  publicity,  9. 
junior  ski  patrol.  It  also  will  provide  funds  for  gen- 
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eral  office  operating  expenses,  salaries  of  secretary 
and  executive  director  (the  only  paid  employees). 
30%  will  go  for  local  patrol  supplies  and  equipment, 
divisional  committee  expenses,  local  winter  safety 
programs. 

Your  journal’s  distribution  coincides  with  the 
Pacific  Northwest’s  Division  of  the  NSPS,  covering 
Washington,  Oregon  and  Idaho. 

Tax-exempt  contributions  may  be  mailed  by 
check  to  the  following  address: 

NSPS  Fund  Drive 
828  17th  Street 
Denver  2,  Colorado 

Please  mark  it  as  solicited  from  the  Pacific 
Northwest  Division  of  the  National  Ski  Patrol  Sys- 
tem. 

OTTO  T.  TROTT,  M.D. 

Medical  Advisor 
Pacific  Northwest  Division , NSPS 

Modesty  has  prevented  Dr.  Trott  from  listing  his 
own  contributions.  He  has  spent  hundreds  of  hours 
instructing  and  enthusing  others,  has  participated  in 
many  meetings  devoted  to  improvement  in  safety, 
and  is  an  indispensable  member  of  mountain  rescue 
teams  when  difficulties  demand  exceptional  courage, 
skill  and  experience.  He  has  a long  record  of  day 
or  night  response,  within  minutes,  when  asked  to 
join  a rescue  party,  dropping  his  own  work  to  devote 
long,  arduous  hours  or  days  to  a task  rewarded  only 
by  thanks.  He  has  transported  many  accident  victims 
using  his  own  station  wagon,  which  is  equipped  to 
handle  stretchers,  invariably  refusing  to  accept  re- 
sponsibility longer  than  necessary  to  transfer  the  pa- 
tient to  care  of  his  own  physician. 

At  present,  he  is  engaged  in  translating  an  excel- 
lent Austrian  text  on  mountain  rescue  work  hitherto 
unavailable  in  English.  He  has  devoted  himself  to 
these  activities,  on  behalf  of  others,  in  the  medical 
tradition— without  thought  of  personal  gain.  The  pro- 
ject he  describes  is  worthy  of  support.  Ed. 

Selective  Service 

Washington,  D.  C. 

EDITOR,  NORTHWEST  MEDICINE: 

Recent  calls  for  physicians  by  the  selective 
service  system  have  been  completed.  These  calls 
were  made  on  the  basis  of  age.  Since  the  first  call 
has  been  made  against  those  who  have  completed 
their  internship  and  still  have  not  reached  their 
28th  birthday,  the  vast  majority  called  are  serving 
their  first  year  of  residency.  It  is  granted  that  it  is 
unfortunate  that  they  should  be  disturbed  at  this 
point  in  their  careers;  however,  some  had  opportuni- 
ties to  apply  for  commissions.  Some  applied  for  com- 
missions and  were  not  able  to  obtain  them  because 
no  vacancies  were  available.  Many  individuals  did 
not  do  either,  but  simply  elected  to  take  the  chance 
of  not  being  called  while  in  training. 


EXAMINATION  TABLE  ROLLS 
PROFESSIONAL  TOWELS 


Carried  by  leading  Surgical 
Supply  houses  throughout  the  U.  S.A. 

Don't  accept  substitutes 
Ask  your  dealer  for  TIDI 

TIDI  Means  Quality 

M'fd.  by  TIDI  PRODUCTS  CO. 


The  National  Advisory  Committee  advised  that 
hospitals  should  concern  themselves  with  the  po- 
tential military  liability  of  those  being  given  appoint- 
ments for  training.  If  very  many  of  those  who  re- 
ceived orders  for  induction  are  not  called  because 
they  are  considered  essential,  the  System  will  have  to 
call  on  the  group  not  yet  29  (this  would  involve 
primarily  those  in  the  second  year  of  their  residency ) . 
If  this  does  not  suffice,  it  will  be  necessary  to  call 
those  not  yet  thirty. 

The  Committee  understands  fully  that  with- 
drawal of  any  resident  can  be  a serious  matter  to  a 
hospital.  Every  hospital  should  adjust,  as  well  as 
possible,  to  loss  of  some  of  its  residents  and  should 
realize  that  it  is  preferable  to  lose  a first-year  resi- 
dent at  the  present  time,  than  a third  year  resident 
two  years  from  now.  This  call-up  is  not  evenly  dis- 
tributed and  cannot  be,  since  it  is  on  an  age  basis. 

If  an  undue  number  of  residents  are  ordered 
from  any  one  hospital,  seriously  impairing  its  ef- 
ficiency, the  State  Chairman  should  be  informed. 
If  necessary,  he  can  refer  the  problem  to  the  Na- 
tional Committee  for  decision.  The  Committee  will 
make  every  effort  to  fulfill  its  obligation  to  see  that 
withdrawal  of  health  personnel  to  supply  the  military 
does  not  adversely  affect  civilian  medical  care. 

ROY  J.  HEFFERMAN,  M.D. 

Chairman 
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"How  do 
you  feel 


lately,  Mrs.  K ? " "tUeM,  c0&c^ot-/  4cm<e  cutfdnoew  MZ& 
'azt n^W&S . . . &ct' /d(?m&&<7U/'-£$//4  c/o&i/dt  /fu 

M mmcJi.  . . 'S  jje&o  -faZteA,  now  a*u£ people,  dee**/  eaJctAs  ~tcr 

y.&C  <Z0o*u2  OA%i£..""T?ee  1 sleepy?"  7l<y,Kot^iAi^AAe,  t£d£. 


In  the  treatment  of  mild  to  moderate  ten- 
sion and  anxiety,  the  normalizing  effect  of 
trepidone  leaves  the  patient  emotionally 
stable,  mentally  alert.  Adult  dose:  One 
400  mg.  tablet,  four  times  daily.  Supplied: 
Half-scored  tablets.  400  mg.,  bottle  of  50. 


this  could  be  your  “anxiety  patient”  or 


MEPHENOXALONE  LEDERt 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Departmerr 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  IfSft 


NOTES 


STOUT  DENIAL  that  Castro  was  a communist, 
voiced  repeatedly  by  government  officials,  includ- 
ing those  in  the  State  Department,  is  now  very 
difficult  to  understand.  He  admits  complete  devo- 
tion to  the  Communist  cause  since  1953.  Human 
Events  published  report  of  his  leaning  and  a state- 
ment that  the  Cuban  insurrection  was  a part  of  the 
Communist  program  in  1957,  more  than  a year  be- 
fore he  installed  himself  as  dictator.  The  State  De- 
partment had  this  information  and  undoubtedly 
had,  or  should  have  had,  reports  to  the  same  effect. 
Why  was  the  information  suppressed  and  why  was 
Castro’s  allegiance  denied  by  those  who  must  have 
had  the  information? 

© © © © © 

MEDICAL  STUDENTS  have  increased  in  numbers 
although  not  as  many  apply.  Since  1947-48,  the 
number  of  accepted  students  has  risen  31  per  cent. 
Increase  has  been  noted  each  year  in  this  period 
except  1953-54.  First  year  class,  1960-61,  numbered 
8,560.  Number  of  applicants  has  fallen,  during  the 
same  period,  from  18,829  to  14,397  but  quality  of 
accepted  applicants  has  not  dropped.  MCAT  scores 
are  slightly  higher  than  they  were  9 years  ago  when 
7,778  students  were  admitted  from  a list  of  16,763 
applicants.  Figures  are  from  datagrams,  published  by 
the  Association  of  American  Medical  Colleges. 

© © © © © 

GOOD  SAMARITAN  LAWS  are  on  the  books  in 
California,  Maine,  Nebraska,  Oklahoma,  South 
Dakota,  Texas,  Utah  and  Wyoming.  Poll  conducted 
by  Medical  Tribune  indicates  that  the  number  of 
physicians  willing  to  stop  at  the  scene  of  an  accident 
would  double  if  they  had  statutory  protection  from 
malpractice  after  rendering  aid.  Adoption  of  this 
type  of  legislation  is  often  opposed  by  attorneys 
specializing  in  claimant  cases. 

© © © © © 

REPRINT  REQUESTS  may  come  to  authors  of 
articles  in  this  journal  from  all  over  the  world.  We 
rather  expect  these  occasionally  but  were  not  pre- 
pared for  what  happened  to  the  author  of  an  article 
on  fatigue,  published  last  June.  His  report  was  pick- 
ed up  by  Theodore  Van  Dellen,  editor  of  the  Illinois 
Medical  Journal,  and  used  in  his  syndicated  column 
on  health.  Since  Dr.  Van  Dellen’s  column  mentioned 
the  article,  the  author  has  been  deluged  with  re- 
quests for  information,  advice  or  prescription.  Many 
list  their  miseries.  Several  lawyers  have  written  and 
one  woman  sent  a check  for  ten  dollars.  It  is  taking 
most  of  one  secretary’s  time  to  write  the  notes  telling 
people  to  see  their  family  physicians. 


MY  GRANDFATHER  lived  in  a small  town,  thirteen 
miles  from  the  place  I lived  as  a kid.  We  could 
make  it  there  and  back  in  one  day,  for  a short  visit, 
driving  a team  of  buggy  horses.  A couple  of  weeks 
ago  I had  almost  a full  business  day  in  San  Fran- 
cisco, leaving  Seattle  at  8 in  the  morning,  returning 
the  same  evening.  Speed,  however,  was  not  the  only 
difference.  It  cost  about  a thousand  times  as  much 
as  it  cost  my  dad  to  feed  the  horses  for  a day.  Maybe 
in  this  difference  there  might  be  a lesson  for  some 
of  the  people  who  cry  about  the  high  cost  of  “medical 
care”  by  which  they  mean,  of  course,  health  care. 
It  has  made  changes  as  great  as  those  from  horse 
and  buggy  to  jet  aircraft. 

© © © © © 

WORLD’S  FAIR  to  open  in  Seattle  next  April  21 
will  bring  entertainment  of  many  kinds.  Opening 
night  celebration  will  feature  Igor  Stravinsky,  Van 
Cliburn,  Milton  Katims  and  the  Seattle  Symphony 
Orchestra,  Shipstad  and  Johnson’s  Ice  Follies,  The 
Ceylon  Dancers,  and  the  Spanish  Riding  School 
of  Vienna.  Katims  is  planning,  for  an  unannounced 
date,  to  conduct  the  Orchestra  and  a number  of 
stars  in  Aida.  Other  talent  to  participate  during  the 
fair  will  be  Benny  Goodman,  Count  Basie,  Law- 
rence Welk,  Errol  Garner,  Arthur  Godfrey,  Roy  Rog- 
ers, Ella  Fitzgerald,  and  Johnny  Mathis.  The  549 
bell  carillon  high  in  the  Space  Needle  will  be  the 
world’s  largest. 

© © © O O 

HANS  SELYE,  who  first  produced  myocardial  in- 
farcts in  rats,  now  makes  them  shed  skin  like  a snake. 
He  feeds  dihydrotachysterol  (Hytakerol,  used  to 
combat  tetany  by  elevating  serum  calcium)  then 
challenges  with  intravenous  egg  white.  The  old  skin 
calcifies,  hardens  and  finally  is  discarded,  carrying 
with  it  scars  and  blemishes.  Selye  calls  the  process 
calciphylaxis.  No  clinical  application  is  suggested. 

© © © « © 

CHEST  SLASHING,  deplored  by  so  many,  should 
be  out  of  fashion  by  this  time.  Closed  chest  cardiac 
massage  is  the  rule.  Smith,  Kline  and  French  La- 
boratories have  made  their  contribution  by  produc- 
ing a film  on  the  subject.  It  is  designed  to  help  phy- 
sicians instruct  policemen,  firemen,  lifeguards,  in- 
dustrial safety  personnel,  and  others  who  may  be 
present  during  the  precious  first  three  minutes.  Prints 
of  the  12  minute,  b&w  film  are  available  from  S K F 
at  1500  Spring  Garden  Street,  Philadelphia  1,  but 
only  to  physicians.  H.L.H. 


15 

Northwest  Medicine,  January  1962 


LONG 


WAY 

BETWEEN 
COUGHS 
WITH 
N-NARCOTIC 


ULO 

- ^ 


A teaspoonful  usually  carries 
an  acute  cough  sufferer 
comfortably  through 
the  night 


FOR  CONTROL  OF  ACUTE  COUGH  AND  COLD  DEMONS 


ULO 


syrup  for  control  of 
acute  cough 


ULOMINIC®^ 

syrup  for  control  of 
acute  cough 

with  allergic  reactions 


V 


ULOGESIC 


tablets  for  control  of 
acute  cough 

and  relief  from  associ- 
ated aches,  pain,  and 
fever 


INHIBITS  COUGH  IMPULSE  FOR 
4 TO  8 HOURS 

Non-narcotic  ULO  equals  the  cough 
suppressant  action  of  narcotics; 
maintains  its  effect  far  longer;  and 
avoids  the  limitations  and  side  ef- 
fects of  narcotics. 

ULO* 

non-narcotic  molecule  chlo- 
phedianol HCI 

COUNTERACTS  IRRITATION  IN 
PHARYNX,  LARYNX,  TRACHEA, 
AND  BRONCHI 

DIAFEN® 

fast-acting  antihistaminic  di- 
phenylpyraline HCI 

RELIEVES  CONGESTION 

PHENYLEPHRINE  HCI 

sympathomimetic 

MAKES  VOLUNTARY  COUGH 
MORE  PRODUCTIVE 

GLYCERYL  GUAIACOLATE 

expectorant  and  demulcent 

ALLEVIATES  ASSOCIATED  ACHES 
AND  DISCOMFORTS  AND 
ABORTS  FEVER 

APAP 

analgesic  and  antipyretic 

INDICATIONS: 

For  acute  cough  associated  with: 
Upper  Respiratory 

Infections  Pleurisy 

Common  Cold  Bronchitis 

Influenza  Tracheitis 

Pneumonia  Laryngitis 

Pertussis  Croup 

Allergies  (Ulominic  and  Ulogesic) 


CONTRAINDICATIONS: 

Although  no  contraindications  for 
Ulominic  or  Ulogesic  are  known,  they 
should  be  used  only  for  acute  cough. 


CAUTION: 

Since  Ulominic  and  Ulogesic  contain 
an  antihistaminic  agent,  drowsiness 
may  occur.  As  they  also  contain  a 
sympathomimetic  agent,  they  should 
be  used  with  caution  in  coronary  artery 
disease,  glaucoma,  hypertension,  and 
hyperthyroidism. 

SIDE  EFFECTS: 

ULO 

These  occur  only  occasionally  and  have 
been  mild.  Nausea  and  dizziness  have 
occurred  infrequently;  vomiting  and 
drowsiness  rarely.  As  with  all  centrally 
acting  drugs,  an  infrequent  case  may 
develop  excitation,  hyperirritability  and 
nightmares.  The  symptoms  disappear 
within  a few  hours  after  the  drug  is 
discontinued.  In  three  cases  (1  adult 
and  2 children)  where  the  drug  was 
continued  in  large  or  even  excessive 
amounts  after  stimulation  was  present, 
hallucinations  developed.  Upon  with- 
drawal of  the  medication,  the  patients 
recovered  rapidly  within  a few  hours. 


ULOMINIC  and  ULOGESIC 

Side  effects  from  ULOMINIC  or  ULO- 
GESIC occur  occasionally  and  are  mild. 
Nausea,  dizziness,  and  dryness  of  the 


mouth  occur  infrequently;  vomiting 
and  drowsiness  rarely. 

DOSAGE: 

ULO 

Adults:  25  mg.  (1  teaspoonful)  3 or  4 
times  daily  as  required. 

Children:  6 to  12  years  of  age  — 12.5 
to  25  mg.  (V2  to  1 teaspoonful)  3 or  4 
times  daily  as  required. 

2 to  6 years  of  age  — 12.5  mg.  O/2  tea- 
spoonful) 3 or  4 times  daily  as  required. 

ULOMINIC 

Adults:  One  teaspoonful  (5  cc)  four 
times  daily. 

Children:  6 to  12  years  — Vz  teaspoon- 
ful (2.5  cc)  4 times  daily. 

2 to  6 years  — lA  teaspoonful  (25  drops) 
4 times  daily. 

ULOGESIC 

Adults:  Two  tablets  4 times  daily. 
Children:  6 to  12  years  — one  tablet  4 
times  daily. 

AVAILABILITY: 

ULO  SYRUP  Bottles  12  oz. 

ULOMINIC  SYRUP  Bottles  1 pint. 

ULOGESIC  TABLETS 

Bottles  of  100  tablets. 

CAUTION:  Federal  Law  prohibits 
dispensing  without  prescription. 


FORMULAS: 

ULO  SYRUP -Each  5 ml.  teaspoonful 
contains: 

chlophedianol  HCI* 
[alpha-(2-dimethylaminoethyl)-o- 


chlorobenzhydrol  • HCI]  . . 25  mg. 

chloroform,  U.S.P 0.001  ml. 


Alcohol  6.65  per  cent  in  a pleasant 
flavored  syrup  base 


ULOMINIC®  SYRUP -Each  teaspoonful 
(5cc)  contains: 
chlophedianol  HCI 
[alpha-(2-dimethylaminoethyl)-o- 


chlorobenzhydrol  • HCI]  . . 15.0  mg. 
diphenylpyraline  HCI 
(l-methyl-4-piperidyl- 
benzhydryl  ether  • HCI)  . . 1.0  mg. 

phenylephrine  HCI 5.0  mg. 

glyceryl  guaiacolate  100.0  mg. 

alcohol 6% 


ULOGESIC®  — Each  tablet  contains: 

chlophedianol  HCI* 

[alpha-(2-dimethylaminoethyl)-o- 


chlorobenzhydrol  • HCI].  . 7.5  mg. 

diphenylpyraline  HCI 
(1  methyl-4-piperidyl- 
benzhydryl  ether  • HCI)  . 0.5  mg. 

phenylephrine  HCI 2.5  mg. 

glyceryl  guaiacolate 25.0  mg. 

acetaminophen 162.5  mg. 


RIKER  LABORATORIES,  INC., 

NORTHRIDGE,  CALIFORNIA 

* PATENTS  PENDING 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenai.in  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HCI.  10  mg. 
air  for  hours — through  theophylline.  2 gr.;  ephedrine,  % gr.;  phenobarbital,  V»  gr. 

Dosage:  Hold  one  Nephenaun  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours'  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenai.in  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenai.in  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenai.in  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co..  Inc..  New  York  17.  N.Y. 
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1S0LYTE  M 

Maintenance  Solution 

dextrose 


cimojii.  cuu. 


the  finest 
parenteral 
system 


Border,  J.,  Talbot,  N.,  Terry,  M,,  and  Lincoln, 
G.:  Use  of  Multiple  Electrolyte  Solution  to 
Prevent  Disturbances  in  Water  and  Electro- 
lyte Metabolism,  Metabolism  9:897-904  (Octo- 
ber) 1900. 


Don  Baxter,  Inc.,  Glendale,  California 


For 

effective 

fluid 

maintenance 

therapy 


COMPOSITION  PER  LITER 

Dextrose 

Gm. 

Millieqnivalents 

Calories 

mOs. 

Na 

K 

CL 

Lact  * 

HPO, 

50 

40 

35 

40 

20 

15 

180 

400 

♦Bicarbonate  precursor 


n v - mmSSTp 

THIOPENTAL  SODIUM 

Formula : 

Thiopental  Sodium  U.S.P., 
buffered  with  6%  Sodium 
Carbonate.  Sterile. 

Available  in  1,  2.5,  5.0.  6.25, 
and  12.5  Gram  sizes. 


SUCCINYLCHOLINE 

CHLORIDE 

Formula : 

Succinyli  holine  Chloride 
U.S.P.  Sterile,  lyophilized. 
Available  in  500  and  1000 
Milligram  sizes. 


VITAMIN  B COMPLEX 

WITH 

VITAMIN  C,  BAXTER 

Each  vial  contains: 

Ascorbic  acid 
U.S.P 500  mg. 

Nicotinamide 
U.S.P 200  mg. 

Sodium 

Pantothenate 50  mg. 

Pyridoxine  Hydro- 
chloride U.S.P.  . 20  mg. 

Riboflavin 20  mg. 

Thiamine  Hydro- 
chloride U.S.P.  . 20  mg. 


PROVIDES  the  drug  and  transfer 
vehicle  in  one  complete  unit 


*><»  I 

• 'AMD*  C HAH’I*  # J 


l-CC'Nf  iCHOD 

CMlOtlDI  U i 


’"'OPlNIAl  SODIUM 
INifCIION  01^ 


®Trode-mork 


4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians’  Desk  Reference  or 
write  Cl  BA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/  3002 MS 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 

one  Rx:  SER-AP-ESe  CIBa 


Summit,  New  Jersey 
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AN  AMES  CLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.2  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  dearly  the  critical  lA%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%. 3 Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins.  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY 

COLOR-CALIBRATED 

CLINITEST 

brand  Reagent  Tablets 


OF  URINE-SUGAR  QUANTITATION 

Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oibbi 


AMES 

COMPANY  INC 

EILNon  Indio  no 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / expectorant 
antihistamine / nasal  decongestant 

■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup 
contains:  Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  ) 

(Warning:  May  be  habit-forming)  t 6.5  mg. 

Homatropine  Methylbromide  . 1.5  mg.  J 

Pyrilamine  Maleate . 12.5  mg. 

Phenylephrine  Hydrochloride  . . . . 10  mg. 

Ammonium  Chloride  . . . . . . . 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  Federal  law 
allows  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


|_  PROBABLY 
BE  USING 
EVEN  YEARS 
FROM  NOW 


BUSY  PATHOGENS  ARE 


SUSCEPTIBLE  TO  TAO 

Tao’s  antimicrobial  spectrum  includes  many  Gram-positive 
and  some  Gram-negative  bacteria— busy  pathogens  which 
often  cause  commonly  seen  infections.  Thus,  Tao  provides 
a rapid  and  decisive  response  in  a wide  range  of  common 
respiratory,  dermatologic,  soft  tissue  and  genitourinary  in- 
fections. Also  effective  against  many  resistant  Staph.  And 
after  four  years  of  clinical  experience,  Tao  continues  to  be 
effective  against  many  resistant  staphylococci  and  has  been 
found  to  be  particularly  useful  in  pediatric  streptococcal 
infections. 

For  effectiveness  in  antibiotic  therapy  of  common  infec- 
tions, you  can  count  on  Tao:  “.  . . a markedly  effective  anti- 
biotic agent  for  general  clinical  use.”1 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension,  125  mg.  per  5 cc.;  Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleandomycin 
phosphate.  Usual  adult  dose:  250  to  500  mg.,  four  times  daily,  depend- 
ing on  severity  of  infection.  Usual  pediatric  dose:  3 to  5 mg. /lb.  body 
weight  every  6 hours. 

References:  1.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  5:527  (Aug.)  1958. 

NEW,  TASTY  TAO  ORAL  SUSPENSION 

Ready  Mixed  • Raspberry  Flavored  • For  Pediatric  Use 

And  for  nutritional  support  VITERRA®  Vitamins  and  Minerals 
formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 


ACTI FED’  ^ 

Decongestant  Antihistamine 


provides  symptomatic  relief  of 

nasal  congestion  and  rhinor- 

rhea  of  allergic  or  infectious 

■ ■ 

origin  Many  patients  whose  symptoms  are  inadequately  con- 
trolled by  decongestants  or  antihistamines  alone  respond  promptly  and 

favorably  to ‘ACTIFED’.  in  each  ineachtsp. 

‘ACTIFED’  contains:  Tablet  Syrup 

‘Actidil’®  brand  Triprolidine  Hydrochloride  2.5  mg.  1.25  mg. 

‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  60  mg.  30  mg. 


safe  and  effective  for  patients 
of  all  ages  suffering  from  upper 
respiratory  tract  congestion 


DOSAGE 


TABLETS 

SYRUP  (5  cc.  tsp.) 

Adults  and  older  children 

iy / 

2 

j three 
> times 
1 daily 

Children  4 months  to  6 years  of  age 

\ 

\' 

1 

Infants  through  3 months 

- 

Yi 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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ii  bacterial 
lacheobronchitis 


Panalba 

pmptly 

I)  gain  precious 
iierapeutic  hours 


ialba 


your  broad-spectrum 
antibiotic  of  first  resorl 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable  — but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  thrombocytopenia  have  been  reported  in  patients 
treated  with  Albamycin.  These  side  effects  usually  disapoea- 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  shoul^  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 

♦Trademark,  Reg.  U.S.  Pat.  Off. 

The  Upjohn  Company 
Kalamazoo.  Michigan 

-- 


Upjohn 


a breathing  spell  from  asthma 

Quadrinal 

a rapid  way  to  clear  the  airway 


* stops  wheezing 

* increases  cough  effectiveness 

* relieves  spasm 

In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCI  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

i KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

'Quadrinal.  Phyllicin1?' 


Also  available- 


CMTOk'IAl 


Failure  in  England 


Last  fall  The  London  Times  assigned  a re- 
porter to  the  task  of  inspecting  and  writing  about 
England’s  hospitals.  The  story,  written  by  Susan 
Cooper,  was  carried  in  two  issues  of  The  Sunday 
Times  Magazine  Section  for  November  12  and 
19,  1961.  It  covered,  including  14  photographs, 
more  than  two  full  pages.*  Her  article,  written 
without  dramatics,  is  a straightforward  account 
of  what  she  saw  and  constitutes  one  of  the  most 
severe  indictments  yet  written  about  health  care 
in  England.  She  spends  few  words  moralizing 
about  the  failure  of  government  to  deliver  what 
the  politicians  promised,  but  she  does  not  need 
to.  Her  vivid  description  makes  it  obvious. 

Dirt,  contamination,  structural  deterioration, 
rust,  overcrowding,  delay,  and  inefficiency  were 
noted,  but  these  would  seem  not  the  worst  of  the 
failures  of  socialism.  Except  at  Guy’s  and  St. 
Bartholomew’s  in  London,  there  is  severe  and 
increasing  shortage  of  nurses  and  physicians.  In 
Manchester  almost  fifty  per  cent  of  the  resident 
staff  are  foreign— Greeks,  Spaniards,  Africans, 
Armenians.  One-fourth  of  England’s  house  phy- 
sicians now  come  from  other  lands.  Many  poten- 
tial house  surgeons  and  registrars  are  emigrating, 
especially  to  Canada.  The  waiting  list  for  hos- 
pital admission  continues  to  grow  while  beds  are 
being  closed  because  of  diminishing  staff  of 
nurses  and  physicians. 

Of  the  2,699  hospitals  in  England  and  Wales, 
two-thirds  were  built  before  the  Boer  War,  one 
in  five  is  more  than  a century  old  and  one  in 
twelve  existed  when  George  IV  reigned  and 
Charles  Dickens  was  ten  years  old.  One  hospital 
in  a city  north  of  London,  formerly  a work-house, 

•The  London  Times  Sunday  Magazine  Section  is  full 
newspaper  size  in  contrast  to  magazine  sections  in  Ameri- 
can newspapers  which  are  tabloid  size. 


has  1,200  aged  patients— “There  are  no  lifts. 
Every  patient  taken  to  a second  or  third-story 
ward— including  those  unconscious  from  the  op- 
erating theatre— must  be  carried  in  a chair,  up 
narrow  stone  stairs  worn  into  crescents  by  a 
century  of  climbing  feet.  There  is  no  central 
heating.  Coal  must  be  carried  up  these  stairs 
every  day  as  well,  for  the  open  fires  which  burn 
in  each  ward.  Dirt  from  the  fires  grimes  the 
walls  and  windows.  There  are  flowers  in  the 
ward  but  they  serve  only  to  heighten,  by  con- 
trast, the  impression  of  gloom  and  age.” 

If  a primipara  is  to  be  delivered  in  the  hos- 
pital, she  must  apply  for  a bed  during  the  first 
ten  weeks  of  pregnancy.  A woman  with  prolapse 
must  wait  two  and  a half  years  before  she  can  be 
admitted  for  surgery.  One  consultant  alone  on 
this  hospital’s  staff  has  350  names  on  his  waiting 
list. 

At  one  large  London  hospital  the  wiring  sys- 
tem is  incapable  of  carrying  the  load  of  a modern 
operating  suite  and  power  interruptions  are  fre- 
quent. The  matron  has  to  interview  prospective 
nurses  by  candlelight;  an  electric  toaster  in  the 
dining  room  must  not  be  used  and  a nurse  in  her 
room  may  not  use  radio  and  bed-side  lamp  at 
the  same  time. 

A hospital  official  told  the  reporter  that  he  did 
not  have  money  to  wash  walls  as  a means  of  re- 
ducing spread  of  infection.  Clean  paintwork  in 
his  hospital  is  black  within  six  weeks  but  he  has 
walls  washed  every  six  months  and  can  repaint 
every  seven  years.  He  is  fully  aware  of  what 
happens  when  blankets  are  shaken  out  or  nurses 
make  beds  for  he  knows  that  “infection  gets  on 
the  walls,  floors,  everywhere.” 

Frustration  of  physicians  under  England’s  so- 
cialized system  was  expressed  in^a  letter  pub- 
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lislied  by  the  Times  after  appearance  of  the  first 
of  the  two  articles.  It  was  from  a Liverpool  con- 
sultant: 

Sir, — Your  hospital  article  was  excellent. 
But  I regret  that  you  have  not  laid  more 
weight  on  the  frustration  of  the  medical 
staff  working  in  the  conditions  you  describe, 
and  the  anger  with  a Ministry  which  claims 
“the  finest  health  service  in  the  world.” 

The  only  people  who  make  this  claim  are 
the  Ministry  and  the  politicians,  never  those 
who  work  in  the  service,  and  needless  to  say 
impartial  support  for  this  title  outside  the 
country  is  distinguished  by  its  absence. 

The  cast  iron  manuscript 

Dear  Tom: 

Your  manuscript  on  use  of  tranquilizers  in 
occipital  headache  does  not  meet  the  editorial 
standards  of  this  journal.  It  is  being  returned, 
but  perhaps  I should  explain. 

Your  paper  fits  very  neatly  into  the  classifi- 
cation we  have  designated  as  cast  iron.  They 
all  come  from  the  same  mold.  In  other  words, 
your  paper  carries  the  unmistakable  stigma  of 
having  been  produced  in  the  editorial  depart- 
ment of  a pharmaceutical  manufacturer. 

The  evil  of  this  type  of  production  is  not  that 
the  manufacturer  is  bad.  Quite  to  the  contrary, 
he  has  an  important  need  to  fulfill  and  he  has 
tried  to  help  you.  But,  having  done  most  of  the 
work  for  you,  he  has  robbed  the  reader  of  you. 
This  could  be  extended  into  a long  discourse 
on  the  significance  of  writing;  but  briefly,  good 
writing  ought  to  carry  with  it  something  of  the 
writer.  I rather  suspect  that  some  of  my  resent- 
ment of  the  cast  iron  type  of  manuscript  may 
derive  from  a feeling  that  I am  being  cheated 
out  of  an  interesting  kind  of  acquaintance  with 
the  author.  I miss  the  kind  of  message  one  doctor 
can  give  another  in  the  dressing  room,  on  the 
golf  course,  or  just  in  chance  meeting  on  a down- 
town street. 

If  medical  writing  is  to  qualify  as  literature, 
I think  it  must  carry  something  of  the  person- 
ality and  individuality  of  the  writer.  If  the  man 
whose  name  is  to  appear  at  the  top  is  to  sound 
just  like  somebody  in  Boston,  Baltimore,  or 
Battle  Creek,  we  might  as  well  put  all  our  stuff 
on  punch  cards  and  set  up  a computer  program 
that  will  let  us  produce  our  papers  by  pushing 
buttons.  God  help  the  reader. 

I doubt  that  you  have  thought  very  much 
about  the  responsibilities  of  an  editor.  There 
are  three.  The  first  and  most  important  is  to 
those  who  receive  the  publication.  An  editor  is 


Indeed  there  is  no  service  of  comparable 
scope  with  which  the  Health  Service  can  be 
compared,  so  it  is  pretty  safe  to  boast.  Our 
frustration  and  anger  is  all  the  more  because 
we  know  our  patients  suffer  because  of  the 
inefficiency,  and  we  know  but  for  the  tradi- 
tion of  service  in  the  nursing  and  my  own 
profession  the  whole  creaking  apparatus 
would  come  to  a halt. 

When  we  know  what  could  be  done,  the 
Minister’s  boasts  fall  on  bitter  hearts,  par- 
ticularly when  the  only  comment  we  receive 
from  him  is  that  we  must  cut  down  the  cost 
of  treatment.  ■ 


necessarily  always  a servant  of  the  one  who 
reads.  The  reader  is  constantly  telling  what  he 
wants  and  how  he  wants  it  presented.  To  be 
sure,  it  is  necessary  to  read  his  mind  most  of  the 
time  for  he  is  remarkably  silent,  unless  goaded 
to  the  bursting  point,  but  he  is  there  all  the  time 
and  the  journal  that  does  not  please  him  is  soon 
without  need  of  either  editor  or  printer. 

Another  responsibility  is  to  the  manufacturer. 
He  is  on  one  end  of  a communication  problem 
and  physicians  are  on  the  other.  The  journal  is 
right  in  the  middle.  Physicians  must  keep  up  on 
what  is  new  and  good.  The  manufacturer  must 
get  information  to  them.  He  needs  to  have  re- 
liable studies  reported  in  reliable  and  respected 
medical  journals.  He  ought  to  have  such  service, 
and  he  must  have  it  if  lie’s  going  to  recover 
some  of  the  millions  he  is  spending  on  research. 

The  third  responsibility  is  to  you.  As  a suc- 
cessful practitioner  you  have  developed  great 
skill  in  helping  people  get  well.  You  have  not 
stopped  there  but  have  undertaken  the  import- 
ant task  of  testing  a drug  that  might  increase 
your  success  in  certain  cases.  In  addition  to  be- 
ing a fine  physician  you  are  also  a scientist  and, 
as  such,  you  must  become  a teacher.  You  have 
a great  deal  to  offer  other  doctors.  It  is  part  of 
my  job  to  help  you. 

What  you  have  to  offer  must  be  presented  to 
others  so  they  will  understand  it,  believe  it,  and 
benefit  by  it.  This  demands  more  than  just  being 
scientifically  accurate.  It  involves  the  art  of 
writing.  Like  most  physicians,  you  probably  do 
not  think  of  yourself  as  an  accomplished  writer 
and  maybe  you  aren’t.  But  you  converse  easily 
and  good  writing  ought  to  have  conversational 
quality.  The  stilted,  stereotyped  style  of  the  cast 
iron  manuscript  may  be  slick  writing  but  it  is 
not  good  writing.  I think  you  can  produce  some- 
thing much  more  important.  You  may  be  a better 
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writer  than  you  think  you  are.  Most  doctors 
actually  have  more  ability  than  they  credit  to 
themselves.  An  editor  who  fails  to  encourage 
good  writing  in  his  area,  or  is  not  willing  to 
help  an  author  who  needs  a few  suggestions, 
would  be  failing  one  of  his  most  important  re- 
sponsibilities. 

You  realize,  of  course,  that  this  has  not  been 
specific  but  should  be  applied  generally.  In 
speaking  of  you  as  an  author,  I have  meant  all 
authors,  of  your  manuscript  as  of  all  such  con- 
tributions and  of  the  manufacturer  as  of  all 
such  firms.  I have  made  an  example  of  this 

Mediphone 

A new  drug  information  service  called  Medi- 
phone  offers  solution  to  a number  of  current 
problems.  It  is  a private  enterprise,  supported 
only  by  physicians,  for  whom  it  was  created. 
Thus  it  is  entirely  free  from  obligation  to  either 
industry  or  government.  The  material  it  supplies 
is  comprehensive,  accurate,  trustworthy,  unbias- 
ed and  up  to  the  minute.  Mediphone  provides 
information  but  not  advice  or  recommendation. 

A long  distance  call  to  Mediphone’s  central 
office,  at  any  time  of  day  or  night,  is  answered 
by  a physician  who  has  instant  access  to  the  most 
extensive  files  ever  assembled  on  drugs.  Informa- 
tion is  not  limited  to  composition  and  indications 
but  includes  almost  everything  ever  discovered 
about  each  of  the  7,631  drugs  now'  in  production. 
The  inquiring  physician  is  given  an  answer  to 
any  problem  encountered  in  unusual  or  unantici- 
pated reactions  and  corrective  measures  to  be 
applied  when  needed. 

Service  is  available  to  subscribers  w'ho  pay 
an  annual  fee,  a tax  deductible  expense.  Service 
charge  for  each  call  and  the  telephone  toll,  paid 
by  the  physician,  can  be  passed  to  the  patient 
for  whose  benefit  the  call  is  placed. 

The  library  created  for  this  service  is  located 
at  Washington,  D.C.  and  has  been  built  up  dur- 
ing the  past  two  years.  Search  for  material  has 
been  conducted  by  a team  of  research  specialists 
and  every  available  source  has  been  utilized,  in- 
cluding all  periodical  literature  issued  since  1946. 
Headquarters  of  Mediphone,  the  National  Cen- 
ter for  Drug  Information,  w'as  opened  early  this 
month  in  Washington,  D.C.  Its  staff  has  the 
assistance  of  the  Department  of  Pharmacology 
of  George  Washington  University  Medical 
School.  Individual  physicians  in  all  parts  of 
the  nation  have  been  designated  as  spotters  to 
keep  constant  flow  of  information  going  to  the 


particular  paper  because  it  offers  such  an  ex- 
cellent opportunity  for  comment  1 have  been 
wanting  to  make  for  a long  time.  1 have  dis- 
cussed the  problem  with  several  medical  direct- 
ors of  pharmaceutical  firms  and  they  all  agree. 

Now  that  you  can  understand  why  I’m  re- 
turning your  paper,  why  don’t  you  toss  the  cast 
iron  version  into  the  nearest  ash  can  and  just 
sit  dow'n  to  discuss  your  findings  in  your  own 
way,  doctor  to  doctor?  I’m  sure  that  silent  fellow 
who  is  looking  over  my  shoulder  all  the  time 
will  like  it  better  that  way. 

Yours  very  truly, 
Ed. 


Center  from  the  field.  Manufacturers,  of  course, 
are  supplying  complete  information  from  their 
own  files. 

An  interesting  product  of  this  new'  service  is 
compilation  of  data  derived  from  actual  use.  Re- 
quests are  coded  and,  except  for  the  physician’s 
name,  all  items  are  transferred  to  punch  cards 
for  analysis.  A computer  program  has  been  de- 
vised for  this  purpose  and  accumulated  cards  will 
be  processed  at  intervals.  Findings  are  reported 
to  subscribers  and  to  manufacturers.  This  plan 
not  only  gives  the  most  accurate  picture  so  far 
available  of  therapeutic  problems  met  by  physi- 
cians in  practice  but  will  serve  as  the  best  pos- 
sible early  warning  system  of  troubles  not  met 
in  pre-issue  trials  of  drugs. 

This  device  appears  to  be  the  best  solution  yet 
devised  for  stopping  troubles  before  they  de- 
velop into  serious  problems  for  physicians,  the 
public  and  the  manufacturers.  Success  of  this 
very  important  aspect  of  the  program  will  de- 
pend on  adequate  utilization  of  Mediphone  by 
the  medical  profession. 

Basic  contribution,  how'ever,  is  the  service  to 
physicians,  now  faced  with  the  enormous  task  of 
keeping  up  to  date  on  new,  as  well  as  old,  drugs, 
their  characteristics,  purposes,  indications,  ac- 
tions, side  effects  and  problems.  Value  of  the 
service  lies  in  availability,  within  seconds,  of 
the  most  reliable  information  obtainable.  If 
there  is  any  question,  of  any  kind,  about  any 
drug,  Mediphone  has  the  answer— now. 

This  new  system  to  solve  one  of  medicine’s  cur- 
rent complex  problems  has  been  developed  by 
physicians  and  is  operated  strictly  in  the  interest 
of  physicians.  It  is  a private  venture,  well  worthy 
of  support  by  those  who  believe  in  that  kind  of 
enterprise.  E 
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an  excellent  drug 

Based  both  on  laboratory 
studies  and  clinical  impressions,  it 
[Cordran]  appears  to  be  an  excellent 
drug  for  the  relief  of  cutaneous  inflam- 
mation, possibly  more  effective  than  any 
steroid  we  have  hitherto  used. 

— Rostenberg.  A..  Jr.:  Clinical  Evaluation  of  Flurandrenolone.  a New 
Steroid,  in  Dermatological  Practice.  J.  New  Drugs.  1:118.  1961. 

A look  at  the  products 

Cordran  cream  and  ointment  are  new  corticosteroid  preparations  especially  formulated  for 
the  skin.  Each  Gm.  contains  0.5  mg.  Cordran. 

Cordran,M-N  cream  and  ointment  combine  Cordran  and  the  wide-spectrum  antibiotic,  neo- 
mycin. Each  Gm.  contains  0.5  mg.  Cordran  and  5 mg.  neomycin  sulfate  (equivalent  to  3.5  mg. 
base).  Cordran-N  is  particularly  useful  in  steroid-responsive  dermatoses  complicated  by 
potential  or  actual  skin  infections. 

All  forms  are  supplied  in  7.5  and  15-Gm.  tubes. 

Cordran’"-N  (flurandrenolone  with  neomycin  sulfate.  Lilly) 

Product  brochure  available ; write  Eli  Lilly  and  Company, 

Indianapolis  6,  Indiana. 

This  is  a reminder  advertisement.  For  adequate  information  for  use.  please  consult  manufacturer's  literature.  2*0107 
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ORIGINAL  ARTICLES 


Our  Figh  t oil  Behalf  of  the  Public 

Address  by 

Leonard  W.  Larson,  M.D.,  President  of  AM  A,  to  the 
AMA  House  of  Delegates  at  the 
Denver  Hilton  Hotel,  November  27,  1961 


We  are  engaged  in  an  historic  struggle  to  pre- 
serve our  country’s  unique  system  of  medical 
care  and  our  stature  as  a profession.  Both  are 
seriously  threatened  by  current  proposals  to  in- 
corporate health  care  benefits  into  the  Social 
Security  system. 

Because  of  this  threat,  I shall  devote  my  entire 
time  today  to  a discussion  of  the  issues  involved 
—why  we  fight,  how  our  opponents  are  attacking, 
how  we  are  answering  the  challenge,  and  the 
legislative  outlook. 

why  do  we  fight? 

We  fight  because  we  have  dedicated  our  lives 
to  providing  the  best  medical  care  possible  to 
all  our  patients— we  fight  for  our  patients  and 
their  well-being.  We  fight  because  the  Admini- 
stration’s medical  care  proposal,  if  enacted, 
would  certainly  represent  the  first  major,  ir- 
reversible step  toward  the  complete  socialization 
of  medical  care.  A proposal  which  places  the 
primary  responsibility  for  the  purchase  of  health 
care  on  the  federal  government,  financed  by 
compulsory  payroll  taxes  and  equivalent  taxes 
on  employers,  administered  directly  by  the  Social 
Security  Administration,  providing  benefits  with- 
out regard  to  financial  need,  and  for  which  the 
federal  government  has  no  logical  responsibility 
can  properly  be  categorized  as  “socialized 
medicine.” 

The  immediate  objective  of  this  legislation  is 
to  substitute  compulsion  for  voluntarism  in  the 
financing  of  health  care.  It  is  to  substitute  de- 
cision-making by  a small,  elite  corps  of  federal 
administrators  for  the  independent  decisions  of 


millions  of  consumers  of  medical  service.  As 
one  candid  authoritarian  said,  “Individuals  can- 
not be  trusted  to  spend  their  medical  care  dol- 
lars prudently.” 

The  compelling  issue  then  is  socialization 
versus  voluntarism— or  compulsion  versus  free- 
dom of  choice.  As  Prof.  Milton  Friedman  of  the 
University  of  Chicago  said  recently,  “Funda- 
mentally there  are  only  two  ways  in  which  the 
activities  of  a large  number  of  people  can  be 
coordinated:  By  central  direction,  which  is  the 
technique  of  the  army  and  of  the  totalitarian 
state  and  involves  some  people  telling  other 
people  what  to  do;  or  by  voluntary  cooperation, 
which  is  the  technique  of  the  market  place  and 
of  arrangements  involving  voluntary  exchange.” 

we  are  for  voluntarism 

We  do  not  believe  that  Americans,  acting 
either  as  citizens  or  as  patients,  require  central 
direction  from  government  in  their  choice  of 
doctor  or  hospital,  in  the  spending  of  their  health 
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care  dollars,  or  in  their  selection  of  the  health 
services  and  facilities  best  suited  to  their  own 
individual  needs. 

Only  in  the  case  of  the  needy  or  medically 
needy  should  government  intervene.  We  vig- 
orously support  the  Kerr-Mills  Medical  Aid  for 
the  Aged  Act  because  it  is  tailored  to  help  those 
who  need  help.  Through  federal  grants-in-aid, 
the  states  are  being  assisted  in  developing  medi- 
cal care  programs  specifically  designed  to  help 
needy  oldsters.  Given  time,  and  notwithstanding 
constant  efforts  by  the  Department  of  Health, 
Education  and  Welfare  to  sabotage  and  discredit 
the  program,  the  Kerr-Mills  Act  will  solve  the 
health  care  needs  of  the  relatively  insolvent  aged. 

Another  great  issue— one  which  merits  far 
more  emphasis  than  it  has  received— is  the  con- 
stitutional question  of  the  relations  between  the 
federal  government  and  the  states.  The  King  bill 
would  abrogate  the  rights  of  the  states  since  the 
program  of  health  benefits  would  be  administer- 
ed directly  from  Washington.  All  rules  and  reg- 
ulations would  be  promulgated  in  Washington. 
All  eligibility  requirements  would  be  established 
in  Washington  both  for  recipients  of  benefits  and 
the  vendors  of  care. 

Compared  with  the  proposed  federal  aid  to 
education  bills,  the  King- Anderson  bill  is  truly 
extreme  in  its  circumvention  of  the  states  and 
local  communities.  The  aid  to  education  bills 
did  provide  for  local  administration.  Imagine  the 
universal  opposition  to  these  bills,  if  they,  like 
the  medical  aid  bill,  provided  for  direct  federal 
payment  of  teacher’s  salaries.  Yet  this  is  exactly 
what  the  King  bill  does  for  hospitals,  nursing 
homes  and  thousands  of  physicians. 

This  bill,  is,  in  truth,  one  of  the  most  destruc- 
tive proposals  affecting  the  Federal-State  rela- 
tionship ever  introduced  in  Congress. 

what  do  we  stand  for? 

We  take  our  stand  for  voluntary  cooperation, 
for  preservation  of  the  historic  Federal-State  or- 
ganizational structure,  for  individual  responsi- 
bility, for  help  for  those  persons  who  need  help. 

We  are  for  an  improved  public  attitude  toward 
older  citizens.  We  are  for  their  integration  into 
the  mainstream  of  society.  We  urge  liberalization 
of  retirement  policies  in  industry  to  permit  con- 
tinued productivity  of  older  employees  and  their 


employment  in  any  capacity  for  which  they  are 
qualified.  We  are  for  measures  designed  to  pro- 
tect the  earning  capacity  of  those  who  can  take 
care  of  themselves.  We  supported  the  bill  for 
federal  guaranteed  mortgage  loans  for  private 
nursing  homes  and  Hill-Burton  federal  grants  for 
nonproprietary  nursing  homes.  Our  sponsorship 
of  national  Congresses  on  mental  illness,  quack- 
ery, voluntary  health  insurance,  Kerr-Mills  im- 
plementation, and  aging  is  familiar  to  you. 

We  are  for  a free  profession,  not  an  enslaved 
one.  We  are  for  the  preservation  of  our  consti- 
tutional republic;  we  are  opposed  to  a welfare 
state.  We  are  for  the  right  of  our  citizens  to  spend 
their  own  dollars  in  their  own  way,  not  for  Wash- 
ington authoritarians  to  spend  their  money  for 
them.  Our  philosophy  is  wholly  positive.  It  re- 
flects the  spirit  that  lives  throughout  American 
history— the  philosophy  that  a dynamic,  progres- 
sive society  is  the  result  of  the  voluntary  actions 
of  a free,  responsible  people. 

And  yet,  no  matter  how  positive  our  position 
we  must  understand  the  tactics  of  our  adver- 
saries if  we  want  to  assure  victoiy. 

what  are  some  of  these  tactics? 

The  proponents  of  King-Anderson  type  legis- 
lation have  cleverly  promoted  the  false  idea  that 
earmarked  payroll  and  employer  taxes  would  be 
voluntary  prepayment  against  the  cost  of  health 
care  benefits  received  subsequently  in  retire- 
ment. The  fact  is  that  the  King  bill  levies  a com- 
pulsory tax  on  young  workers  and  their  employ- 
ers to  pay  for  a federal  program  of  health  bene- 
fits for  older  people,  millions  of  whom  are  self- 
reliant  and  solvent.  The  King-Anderson  program 
does  not  provide  insurance  or  prepayment  of  any 
type,  but  compels  one  segment  of  our  popula- 
tion to  underwrite  a socialized  program  of  health 
care  for  another,  regardless  of  need. 

We  urge  all  Americans  to  look  this  gift  horse 
in  the  mouth,  because,  if  we  don’t,  the  conse- 
quences could  be  tragic.  Prof.  Wilbur  Cohen, 
Assistant  Secretary  of  HEW,  made  a significant 
admission  under  questioning  by  Senator  Carl 
Curtis  of  Nebraska  (March  23,  1961).  The  sen- 
ator made  the  statement,  “If  compulsory  health 
insurance  was  extended  to  everybody,  the  total 
payroll  tax  would  be  up  to  19  or  20  per  cent.  If 
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it  was  a 20  per  cent  rate,  the  self-employed  rate 
would  be  15  per  cent.  With  a $9,000  taxable 
wage  base,  the  maximum  tax  on  the  employee 
and  employer  would  be  $900  each;  and  the 
maximum  tax  on  a self-employed  person  would 
be  $1,350,  if  we  do  what  you  advocated  today 
plus  what  you  advocated  in  1946."  He  then  asked 
this  question: 

“Do  you  feel  that  as  mud i of  that  mans  earn- 
ings of  $9,000  as  a Federal  tax  source  should  he 
devoted  to  this  one  single  program  of  social 
security  as  is  available  to  help  finance  all  other 
activities— the  functions  of  the  Government,  the 
paying  of  the  national  debt,  and  the  defense  of 
our  coutitry?” 

Mr.  Cohen’s  reply,  “Yes,  1 do,  Senator. 

To  sum  up  this  historic  colloquy— down  the 
road  is  envisioned  a federal  program  of  total 
benefits  that  would  cost  more  than  all  other 
government  functions  and  expenditures,  financ- 
ed by  a total  tax  of  20  per  cent  on  all  earnings 
up  to  $9,000. 

the  smear  tactics 

Vilification  of  AMA  has  been  a principal  tactic 
of  our  opponents,  led  by  the  Administration  and 
the  AFL-CIO.  An  enormous  smear  campaign 
was  launched.  It  is  being  carried  out  by  labor’s 
radio  and  TV  outlets,  the  labor  press,  some  com- 
mentators and  certain  government  spokesmen. 

Read  the  testimony  of  labor’s  witnesses  before 
the  House  Ways  and  Means  Committee,  July, 
1961,  when  the  major  portion  of  their  testimony 
was  directed  against  AMA.  The  King  bill  became 
almost  a side  issue.  Or  look  at  the  statements 
prepared  by  Committee  on  Political  Education 
( COPE ) and  given  wide  distribution  purport- 
ing to  prove  that  AMA,  on  25  selected  issues 
from  social  security  to  smallpox  vaccination,  op- 
posed every  one.  Every  citation  is  false,  every 
AMA  policy  distorted  or  maliciously  misrepre- 
sented. Or,  more  recently,  observe  Secretary  Rib- 
icoff’s  attempt  to  cast  the  AMA  as  a monolithic, 
dictatorial  organization  exercising  sanctions 
against  our  members  who  disagree  with  the  lead- 
ership—a totally  false  accusation  made  purely 
for  its  propaganda  effect.  The  latest  story  plant- 
ed by  an  Administration  spokesman  is  that  the 
AMA  has  been  joined  by  the  National  Associa- 
tion of  Manufacturers  and  the  U.S.  Chamber 


of  Commerce  in  a massive  20  million-dollar  cam- 
paign against  the  Administration’s  medical  care 
program.  This  statement  is  absolutely  false.  It 
is  the  old  technique  of  building  up  your  adver- 
sary to  make  you  appear  the  underdog. 

We  can  expect  even  more  bitter  attacks  in 
the  year  ahead.  As  Allan  Drury  pointed  out  in 
his  great  novel  “Advise  and  Consent,”  the  orches- 
trated chorus  of  the  left  is  potent,  virulent,  and 
tireless. 

Labor  depends  to  a major  degree  upon  its 
political  arm,  COPE,  to  win  its  legislative  battles. 
This  one  is  no  exception.  Congressmen  are  now 
feeling  the  full  force  of  support  or  threat  depend- 
ing on  their  vote  on  this  issue.  Our  friends  in 
Congress  need  our  support— and  this  does  not 
mean  only  a friendly  letter.  It  means  contribu- 
tions in  money  and  personal  campaign  assistance. 
AMPAC  now  provides  us  a national  mechanism 
through  which  physicians  and  their  families  can 
channel  funds  for  strategic  placement  where  the 
money  will  do  the  most  good.  I urge  you  to  re- 
spond generously  when  your  help  is  requested. 

The  latest  attempt  of  labor  and  the  Admini- 
stration to  build  pressure  on  Congress  is  the 
organization  of  the  National  Council  of  Senior 
Citizens  for  Health  Care  through  Social  Security. 
This  is  a purely  political  group  of  older  people 
headed  by  ex-representative  Aime  Forand  and 
staffed  by  a former  undersecretary  of  HEW.  In 
announcing  the  formation  of  the  National  Coun- 
cil, Mr.  Forand  bluntly  stated, 

“ . . . The  primary  purpose  ...  is  to  weld 
senior  citizens,  organizations  and  millions  of  in- 
terested individuals  from  all  over  the  country 
into  one  strong  and  effective  voice  in  Washing- 
ton. Our  immediate  goal  is  to  secure  legislation 
providing  health  care  for  the  aged  through  Social 
Security.  ...” 

I believe,  however,  that  the  vast  majority  of 
our  older  citizens  are  self-reliant.  Further,  I be- 
lieve that  when  the  true  objectives  of  this  lobby- 
ing organization  are  made  clear  to  them,  and 
when  they  realize  that  they  are  being  manipu- 
lated—cynically— as  political  pawns,  they  will 
make  their  feelings  known. 

Much  of  the  crisis  atmosphere  created  by  the 
King-Anderson  proponents  derives  from  the  care- 
fully propagated  myth  that  practically  all  per- 
sons over  sixty-five  are  insolvent  and  necessarily 
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depend  on  government  for  their  health  care.  Of 
course,  there  is  a sizeable  group  of  such  persons. 
Approximately  2.3  million  of  the  seventeen  mil- 
lion persons  over  sixty-five  are  on  public  assist- 
ance today,  and  another  indeterminate  number 
while  not  on  public  assistance,  has  difficulty  in 
meeting  the  costs  of  major  illness.  For  these 
groups  the  Kerr-Mills  bill  was  enacted  in  order 
to  provide  more  ample  funds  and  broader  health 
benefits.  Millions  of  other  persons  over  sixty-five 
are  able  to  pay  the  total  cost  of  health  care  out- 
of-pocket,  or  they  have  health  insurance  or  pre- 
payment coverage  of  some  kind. 

the  aged  are  better  off 

However,  it  is  the  dramatic  change  in  the 
economic  status  of  the  aging  that  is  most  note- 
worthy. Today,  only  14  per  cent  of  the  aged  over 
65  are  on  public  assistance,  whereas  22  per  cent 
were  receiving  public  aid  in  1950.  Today,  more 
than  53  per  cent  of  all  persons  over  65  have  some 
kind  of  health  insurance  as  contrasted  with  only 
26  per  cent  in  1952.  In  many  respects,  the  aged 
group  is  better  off  than  any  other  group  in  the 
nation.  Their  liquid  assets  are  higher,  and  have 
risen  faster  than  any  age  group;  a much  higher 
percentage  own  their  homes  free  of  mortgages; 
their  financial  obligations  are  significantly  less 
and  they  enjoy  tax  advantages  not  available  to 
younger  citizens.  Hospitals  report  they  have 
less  difficulty  obtaining  payment  from  patients 
over  65  than  from  younger  patients.  The  growth 
of  annuity  plans,  company  purchase  of  health 
insurance  benefits  for  retired  employees,  life  in- 
surance accumulation  and  many  other  factors 
have  led  to  a significantly  more  favorable  eco- 
nomic situation  for  our  older  citizens  than  has 
ever  been  true  previously.  Competent  economists 
predict  that  this  improvement  will  continue  at 
an  accelerating  pace.  We  are,  then  dealing  with 
a diminishing  problem  which  belies  the  crisis 
propaganda  of  our  opponents. 

churches  and  hospitals 

Proponents  of  the  King-Anderson  bills  have 
made  a real  effort  to  win  church  support.  In 
February,  1961,  the  Board  of  the  National  Coun- 
cil of  Churches,  which  is  a federation  of  most 
Protestant  denominations,  endorsed  the  principle 
of  the  King  bill.  Later  in  the  year,  however,  four 


of  its  most  important  affiliates  rejected  similar 
resolutions.  The  United  Presbyterian,  Episcopal, 
Disciples  of  Christ  and  American  Baptist  Con- 
vention all  refused  to  endorse  federal  medical 
care  for  the  aged  under  social  security.  The 
Catholic  church  has  taken  no  official  position  on 
the  bill. 

It  is  no  secret  that  within  the  hospital  and 
Blue  Cross  groups  there  are  some  individuals 
who,  at  this  time,  are  leaning  toward  a federal 
program  directed  from  Washington  which  would 
use  the  Blue  Cross  plans  as  fiscal  agents.  We 
have  requested  medical  societies,  and,  where  ap- 
propriate, individual  staff  physicians  to  contact 
hospital  administrators  and  trustees  to  acquaint 
them  with  our  position  and  to  explain  the  rea- 
sons for  it.  We  have  urged  our  medical  repre- 
sentatives not  to  impugn  their  motives  but  to 
recognize  their  thorny  fiscal  problems  and  to 
discuss  with  them  these  controversial  issues  in  an 
atmosphere  of  mutual  trust.  We  hope  these  con- 
versations will  have  two  results;  To  strengthen 
the  majority  of  American  Hospital  Association 
and  Blue  Cross  members  in  their  opposition  to 
the  King-Anderson  approach,  and,  even  more, 
to  lead  to  constructive  joint  actions  to  meet  the 
admittedly  difficult  financial  problems  of  some 
hospitals  and  the  Blue  Cross  plans  especially. 

I have  sketched  in  broad  outline  the  chief 
tactics  of  those  who  favor  the  King-Anderson 
bill.  Now,  what  is  the  nature  of  our  own  cam- 
paign? 

quality  of  care 

In  December,  1960,  we  made  it  clear  that,  not- 
withstanding the  election  of  an  Administration 
dedicated  to  the  King-Anderson  program,  we 
intended  to  fight  this  proposed  government  take- 
over of  medicine  to  the  limit  of  our  ability.  As 
physicians,  we  know  what  this  legislation  would 
mean,  not  only  to  our  freedom  as  a profession, 
but,  more  important,  to  the  long-range  welfare 
of  our  patients.  We  knew  that  when  physicians 
are  forced  to  become  pawns  of  federal  admini- 
strators and  politicians,  rather  than  responsible 
to  their  patients,  it  adversely  affects  the  quality 
of  care. 

Only  now  reports  to  this  effect  are  beginning 
to  come  from  distinguished  economists  in  Eng- 
land. Professor  D.  S.  Lees  concludes,  “The  fund- 
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amental  weaknesses  of  National  Health  Service 
are  the  dominance  of  political  decisions,  the 
absence  of  built-in-forces  making  for  improve- 
ment and  the  removal  of  the  test  of  the  market. 
These  defects  bring  dangers  for  the  quality  of 
medical  care  that  cannot  be  removed  without 
far-reaching  reform.  We  should  aim  to  diminish 
the  role  of  political  decisions  and  to  enlarge  the 
influence  of  consumer  choice.  Governments 
should  move  away  from  taxation  and  free  services 
to  private  insurance  and  fees  by  allowing  tax 
concessions  to  those  who  can  provide  for  them- 
selves, and  direct  assistance  to  the  dwindling 
minority  who  cannot.  To  those  in  England  who 
object  that  the  clock  is  being  put  back,  we  must 
reply  that  it  is  desirable  to  put  the  clock  back 
if  it  is  telling  the  wrong  time.” 

We  have  achieved  our  initial  objective  of 
arousing  physicians  and  alerting  Congress  to  the 
soundness  of  the  Kerr-Mills  approach  and  the 
dangers  inherent  in  the  radical  King-Anderson 
proposal.  We  are  now  engaged  in  stimulating 
effective  action  by  state  and  county  medical  so- 
cieties, individual  physicians,  Women’s  Auxili- 
aries and  others. 

We  are  telling  our  story  as  widely  and  force- 
fully as  possible,  and  through  as  many  avenues 
as  we  can  devise,  to  the  public  and  the  members 
of  Congress. 

Special  efforts  are  being  made  to  correct  the 
falsehoods  disseminated  by  the  proponents  of 
King-Anderson  legislation. 

not  alone 

In  our  fight  we  do  not  stand  alone.  Many 
other  great  national  organizations  as  well  as  mil- 
lions of  individual  citizens,  are  firm  in  their  op- 
position to  socialized  medicine.  When  we  are 
under  heavy  attack,  we  should  remember  that 
in  our  ranks  are  the  American  Farm  Bureau 
Federation;  the  insurance  industry;  the  Blue 
Shield  Plans;  the  pharmaceutical  associations, 
manufacturing,  wholesale  and  retail;  the  Ameri- 
can Dental  Association;  the  Federation  of  Busi- 
ness and  Professional  Women;  the  young  men  of 


the  Junior  Chamber  of  Commerce  and  Young 
Americans  for  Freedom;  the  U.S.  Chamber  of 
Commerce— and  many  more  organizations.  No, 
Mr.  Bibicoff  does  not  speak  for  all  180  million 
Americans  as  he  has  repeatedly  declared.  Every 
state  and  county  medical  society,  every  physician 
and  his  wife,  should  work  closely  with  these  or- 
ganizations, dedicated  as  we  all  are  to  a free 
society. 

Primary  attention  will  continue  to  be  given  to 
implementing  the  Kerr-Mills  Act,  promoting 
voluntary  health  insurance  and  prepayment 
plans  designed  for  the  aged,  and  upgrading  nurs- 
ing homes. 

We  will  strive  to  create  a new  climate  of 
hope,  pride  and  self-reliance  for  the  aged. 

prognosis 

What  outcome  do  I predict  in  this  titanic 
struggle  facing  us?  Predictions  are  always  dif- 
ficult because,  as  Boger  Fleming  of  the  Farm 
Bureau  says,  “I  am  not  a bookie.  I’m  a jockey! 
We  need  to  ride  hard,  with  courage  and  deter- 
mination and  the  will  to  win.  If  we  do,  I predict 
the  King-Anderson  bill  will  be  defeated  in  Con- 
gress in  1962. 

I cannot  close  with  more  appropriate  remarks 
than  those  made  recently  by  Senator  Kerr  in  a 
talk  before  a group  of  physicians  when  he  said: 

“I  would  not  discourage  you,  because  the  task 
is  not  hopeless— but  it’s  not  self-executed.  You 
have  probably  the  greatest  opportunity  of  any 
generation  of  your  profession  that  has  ever  lived, 
and  all  future  generations  of  your  profession  are 
going  to  know  whether  or  not  you  did  your  part 
in  keeping  the  environment  for  them  that  has 
been  such  a blessing  to  you.  If  you  do  what  you 
are  capable  of  doing  and  the  rank  and  file  of 
those  identified  with  you  across  the  nation  join 
you,  you  can  tell  your  children  that  you  made 
the  fight  that  kept  for  you  the  environment 
which  has  been  your  blessing— and  passed  it  on, 
unimpaired  and  unsullied,  to  those  that  you  love 
even  more  than  you  do  yourself.’’  ■ 
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Beveling 

Seal j>  Incisions 

GILBERT  G.  E A D E,  M.D.,  Seattle,  Washington 


An  anatomical  consideration  often 
overlooked  in  surgery  of  the  face  and 
scalp,  is  the  angle  which  the  emerg- 
ing hair  makes  with  the  skin  surface. 
If  transverse  incisions  are  not  beveled 
accordingly,  (center  and  bottom)  the 
hair  roots  will  be  cut  off,  resulting 
in  a hairless  band  just  below  the 
scar  (above).  This  hair-skin  angle 
becomes  more  acute  away  from  the 
top  of  the  head,  and  can  be  readily 
determined  at  the  time  of  operation. 
Obviously,  it  is  of  little  importance 
in  vertical  incisions,  or  if  the  hair  is 
long,  but  can  produce  a noticeable 
bald  area  where  hair  is  short  or  in 
bearded  areas.  Hairbearing  free  grafts 
or  flaps  may  be  cosmetically  useless 
because  of  this,  despite  a good  take 
of  the  tissue. 

1442  Medical  Dental  Building  (1) 


Upper  three  photographs.  Examples  of 
hairless  band  inferior  to  scalp  incisions 
which  were  not  beveled. 


Center.  This  shows  the  hair-skin 
angle  in  tissue  removed  just  anterior 
to  the  upper  margin  of  the  ear.  Line 
‘A’  illustrates  the  conventional  inci- 
sion and  line  ‘B’  shows  how  a beveled 
incision  would  preserve  the  hair  shaft- 
follicle  relationship. 


Bottom.  These  scalp  specimens  were 
obtained  just  above  the  ear.  In  ‘A’  the 
margin  was  cut  at  right  angles  with  the 
surface  in  the  usual  manner,  and  in 
‘B’  the  margin  was  beveled.  In  each, 
the  hairs  were  gently  pulled  between 
the  finger  and  thumb,  which  removed 
all  loose  hair.  Note  the  wide  band  of 
hair  loss  in  ‘A’  and  the  presence  of  hair 
adjacent  to  the  beveled  incision  in  ‘B’. 


Statistically  Speaking 

I.  The  Research  Report 

WARREN  K.  GARLINGTON,  Ph.D.  Fort  Steilacoom,  Washington 

This  is  the  fiist  of  u series  on  the  statistical  method  intended  to  stimulate  more 
careful  writing  and  more  critical  reading.  Next  article  in  the  series  will  appear 
in  the  February  issue. 


Physicians  today  are  constantly  under  pressure  to 
keep  up  with  the  rapid  changes  occurring  in  their 
medical  practices.  Drug  companies  spend  millions  of 
dollars  for  research  on  new  products.  Scientists  work- 
ing in  a dozen  different  areas  report  their  findings  in 
the  many  medical  journals.  Practicing  physicians 
write  of  newer  and  better  and  quicker  methods  of 
treating  diseases.  Not  only  are  more  reports  being 
published  today,  but  they  are  becoming  more  com- 
plicated by  virtue  of  the  growing  trend  toward  a 
more  rigorous  approach  to  both  research  method- 
ology and  reporting  techniques.  Many  a physician 
has  been  attracted  by  a title  in  a journal  and  tried 
to  read  the  research  report,  only  to  find  himself 
lost  in  the  mumbo-jumbo  of  statistics— confidence 
levels,  t-tests,  random  samples,  and  other  esoteric 
terms. 

The  reporting  techniques  that  are  most  often  used 
in  medical  journals  are  obviously  of  great  value  to 
the  practicing  physician.  These  reports  usually  deal 
with  only  a few  cases  and  do  not  lend  themselves 
well  to  a statistical  evaluation,  but  they  do  preserve 
the  flavor  of  the  physician’s  individual  experience 
with  individual  cases.  We  have  now  reached  a point 
in  our  understanding  of  health  and  disease,  however, 
where  more  extensive  and  accurate  testing  and  more 
detailed  controls  have  become  a necessity.  Because 
carefully  designed  studies  using  a number  of  sub- 
jects are  generally  superior  to  single  case  studies, 
their  use  will  increase  rather  than  diminish.  Why? 
Because  all  of  us  are  prone  to  see  what  we  want  to 
see,  and  the  stronger  our  enthusiasm  for  a particular 
approach,  the  more  likely  we  are  to  convince  our- 
selves it  is  successful.  The  rigors  of  method  and 
evaluation  are  used  in  order  to  overcome  the  rose- 
colored  tint  of  our  glasses.  Notice,  though,  the  use 
of  the  word  generally.  Some  projects,  though  care- 
fully designed  and  executed,  run  into  unique  prob- 
lems that  make  their  results  questionable.  Some  re- 
search sounds  authoritatively  scientific  when  you 
give  it  a cursory  glance,  but  in  actuality  it  suffers 
from  errors  in  planning,  methodology,  analysis  or 
interpretation  that  should  make  us  very  cautious  in 
accepting  the  stated  conclusions. 

Medical  schools  have  provided  most  practicing 
physicians  with  only  a minimal  exposure  to  experi- 
mental design  and  statistical  techniques.  Yet  the 
physician  is  expected  to  keep  up  with  new  ideas 
whether  or  not  they  are  expressed  in  familiar  terms. 


Copyright  1961  Warren  K.  Garlington,  Ph.D. 


This  and  the  articles  to  follow  are  planned  with  two 
goals  in  mind.  First  they  should  give  the  physician 
enough  understanding  of  the  logic,  the  language  and 
the  techniques  of  statistics  to  be  able  to  read  scien- 
tific reports  with  an  understanding  of  what  has  been 
done  and  what  the  results  mean.  The  second  goal 
follows  naturally  from  the  first.  Being  able  to  under- 
stand the  meaning  of  statistics  leads  to  the  ability 
to  evaluate  the  research  project.  So  the  second  goal 
is  one  of  learning  to  critically  read  published  re- 
search reports. 

For  physicians  who  are  familiar  with  statistical 
concepts,  the  series  can  be  useful  as  a review. 

This  series  will  not  prepare  the  reader  to  handle 
experimental  design  or  statistics  for  a research 
project.  In  other  words  it  is  like  a course  in  music 
appreciation  rather  than  the  one  in  instrumental 
techniques.  A few  of  the  texts  that  will  be  help- 
ful to  the  person  who  wishes  to  go  further  are 
listed  in  the  bibliography. 

what  to  look  for  in  a research  report 

The  research  scientist  has  an  obligation  in  carry- 
ing out  an  experiment  to  maintain  clarity  and  ob- 
jectivity in  reporting  his  work.  In  a systematic 
manner  he  must  provide  his  readers  with  all  of  the 
information  necessary  for  a complete  understanding 
of  why  the  work  was  done,  how  it  was  done  and 
what  the  results  were.  Over  the  years  the  form 
of  research  reports  has  become  rather  standardized; 
usually  it  includes  the  following  subtitles: 

/.  introduction 

What  information  is  pertinent  to  the  study? 
Usually  the  answer  includes  a brief  review  of 
other  work  in  the  area  and  a justification  for 
the  importance  of  the  research.  It  is  wise  to 
pay  close  attention  to  the  introduction  because 
it  sets  the  tone  for  the  entire  paper.  Frequently, 
the  introduction  ends  with  a specific  statement 
of  the  problem. 

II.  problem 

What  question (s)  does  the  investigation  in- 
tend to  answer?  When  the  Introduction  doesn’t 
specify  the  problem  under  consideration,  it  is 
presented  as  a separate  subtitle.  In  exploratory 
work  it  might  be  presented  as  a “I  wonder  what 
will  happen  if  . . kind  of  statement.  More 
often  it  is  stated  as  a prediction  of  the  results. 
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a hypothesis  that  can  either  he  accepted  or  re- 
jected on  the  basis  of  the  findings  of  the  study. 

III.  methods  and  materials  or  procedure 

What  was  done?  How  did  the  author  set  about 
testing  his  prediction  or  hypothesis?  Here  the 
author  must  include  a description  of  the  sub- 
jects used,  with  number,  sex,  age,  state  of  health, 
etc.  clearly  stated.  He  should  present  informa- 
tion on  how  the  subjects  were  selected  and 
exactly  how  they  were  treated.  It  is  in  this  sec- 
tion that  we  should  get  a picture  of  the  experi- 
mental design  used.  Let  us  view  this  section  as 
the  recipe  from  which  another  cook  can  re- 
produce the  delectable  dish  before  us,  or  as  the 
floor  plan  and  list  of  specifications  by  which 
we  can  judge  the  quality  of  the  building  we  are 
considering  for  purchase. 

Usually  the  basic  design  includes  a control 
group  and  an  experimental  group.  The  two 
groups  should  be  very  similar  in  composition 
and  treatment  with  one  important  exception: 
the  experimental  group  receives  the  treatment 
under  investigation,  but  the  control  group  does 
not. 

As  an  example,  let  us  consider  the  scientist 
who  is  interested  in  evaluating  the  effect  of  a 
new  drug  on  blood  pressure.  He  selects  a group 
of  patients,  all  suffering  from  high  blood  pres- 
sure, and  divides  them  into  two  groups— experi- 
mental and  control.  The  two  groups  should  be 
comparable  on  any  variables  which  are— or  might 
be— related  to  high  blood  pressure,  such  as  age, 
sex,  occupational  stress  and,  of  course,  diastolic 
and  systolic  readings.  The  experimental  group 
receives  the  medication,  and  the  control  group 
receives  a placebo.  In  all  other  respects  both 
groups  are  treated  the  same.  Ideally,  neither 
scientist  nor  patient  know  who  gets  the  active 
medication  and  who  gets  the  placebo.  Blood 
pressure  readings  and  any  other  pertinent  clini- 
cal tests  are  made  at  regular  intervals.  At  the 
end  of  the  medication  period  the  data  are  as 
sembled.  Then  the  control  group  scores  are 
compared  with  the  experimental  group  scores. 
The  control  group  provides  a convenient  base 
line  against  which  the  effects  of  the  medication 
can  be  evaluated,  uncontaminated  by  experi- 
menter bias,  individual  differences  in  patients, 
or  suggestion  effects.  In  some  cases,  it  might  be 
desirable  to  add  even  a third  group— one  re- 
ceiving neither  placebo  nor  drug,  but  otherwise 
treated  the  same.  By  analyzing  the  recipe  or 
studying  the  floor  plan  of  a research  project  the 
alert  physician  can  often  discover  cases  where 
the  researcher  has  failed  to  consider  important 
factors  that  could  affect  the  results,  and  hence 
he  can  develop  a healthy  scepticism  for  poorly 
planned  work. 


IV.  results 

What  did  the  research  discover?  What  did 
the  project  demonstrate?  Here  the  author  must 
tell  us  what  he  found,  and  he  may  do  this  in 
many  ways.  He  may  include  verbal  descriptions, 
pictures,  graphs  and  tables.  The  decision  as  to 
what  method  to  use  is  determined  by  the  kind 
of  data  and  the  communication  skills  of  the 
writer.  Future  articles  will  be  concerned  with 
the  communication  of  results,  and  primarily  with 
the  science  of  statistics— its  meaning  and  its  use. 

V.  discussion  or  comment 

How  does  all  this  fit  together?  The  results 
reported  in  the  previous  section  are  the  bare 
bones  of  the  skelton.  Here  the  meat  is  added. 
Here  the  author  tells  us  what  the  results  mean, 
how  they  answer  the  questions  presented  in  the 
introduction  or  problem  sections,  to  what  ex- 
tent they  can  be  generalized  to  other  people 
or  drugs  or  techniques,  and  finally,  what  other 
interesting  lines  of  inquiry  are  opened  up  and 
what  further  problems  are  posed.  In  this  part 
of  the  research  report,  the  experimenter  can 
legitimately  get  out  on  a limb  and  do  some 
speculating.  Any  new  ideas  related  to  the  experi- 
ment or  any  creativity  he  may  possess  can  be 
shown  off  to  dazzle  and  inspire  the  reader.  This 
section  can  be  the  most  fun  of  all  for  both 
reader  and  writer. 

VI.  summary  or  summary  and  conclusions 

Now,  what  is  it  all  about?  Here  the  entire 
study  is  recapitulated  briefly.  Probably  this 
section  is  the  most  widely  read  in  a majority 
of  research  papers.  The  sometimes  tedious  de- 
tails of  the  experiment  are  omitted  and  only 
blunt,  unqualified  statements  remain.  Some 
scientific  journals,  assuming  that  most  of  us 
do  not  want  to  wade  through  the  whole  article 
unless  we  know  we  are  interested,  have  even 
started  to  put  the  Summary  at  the  beginning 
of  the  paper.  Perhaps  this  is  a good  idea;  it 
saves  ns  the  time  and  energy  of  leafing  through 
so  many  pages  to  reach  it. 

This,  then,  is  the  usual  format  of  a research  report. 
Many  variations  on  the  theme  are  used,  some  ap- 
propriately omitting  one  or  more  of  its  parts.  How- 
ever, the  format  outlined  has  evolved  over  the  years 
as  the  most  succinct  and  yet  the  most  efficient  means 
of  communication.  ■ 

Psychology  Dept.,  Mental  Health  Research  Institute 
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A New  Contrast  Medium  for  Intravascular  Use 
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This  is  the  initial  report  on  clinical  application  of 
a new  contrast  agent  for  intravascular  administra- 
tion. Chemically,  the  new  medium  is  based  on  5- 
acetamido-N-methyl-2,  4,  6-triiodoisophthalamic  acid 
which  has  been  assigned  the  generic  name  of  metha- 
lamic  acid  and  the  trade  name  of  Conray.  Metha- 
lamic  acid,  a white,  crystalline  solid,  is  or  soon  will 
be  available  in  pH  7.4  aqueous  solutions  of  the 
N-methylglueamine  salt  at  60  per  cent  concentra- 
tion and  the  sodium  salt  at  80  per  cent  concentra- 
tion. The  former  solution  is  designed  for  intraven- 
ous urography  and  other  applications  such  as  peri- 
pheral and  cerebral  angiography  where  maximum 
iodine  content  and  minimum  viscosity  are  not  critical 
requirements.  The  60  per  cent  solution  of  the  N- 
methylglucamine  salt  contains  280  mg.  of  iodine 
per  cc.  and  its  viscosity  is  6.1  centipoise 
(cps)  at  25°C(4.0  cps  at  37.5°C).°  The  80  per 
cent  solution  of  the  sodium  salt  contains  480  mg. 
iodine  per  cc.  and  its  viscosity  is  14.4  cps  at  25°C 
(8.4  cps  at  37.5°C).  Table  1 compares  this  medium 


to  diatrizoic  acid  in  planned  or  commercially  avail- 
able forms  of  these  drugs. 

Animal  toxicity  studies  reported  by  the  manu- 
facturer, the  Mallinckrodt  Chemical  Works,  Inc., 
indicate  that  the  average  LD  50  (intravenous,  mice) 
is  20,300  mg.  per  Kg.1  (compared  to  12,600±  877 
mg.  per  Kg.  for  diatrizoic  acid2).  Blood-brain  bar- 
rier studies  reveal  that  sodium  and  methylglucamine 
methalamates  are  superior  to  sodium  diatrizoate  in 
the  brain  staining  and  neuromuscular  excitation  as- 
sociated with  25  cc.  intracarotid  injections.3  Increas- 
ing-dose, alternate-injection  studies  in  our  laboratory 
revealed  that  in  dogs  there  were  fewer  electrocardi- 
ographic changes  associated  with  the  intracoronary 
delivery  of  methalamate  than  diatrizoate.  Pharma- 
cologic studies  by  the  manufacturer  give  no  reason 
to  believe  the  medium  is  excreted  in  a manner 
grossly  different  from  other  agents  including  dia- 
trizoate. Analysis  of  urine  specimens  collected  one 
hour  following  the  injection  of  these  salts  for  ex- 
cretory urography  in  28  of  our  patients  revealed 


Figure  1.  Intravenous  urogram  with  60  per  cent 
methylglucamine  methalamate.  Essentially 
normal  study  in  a 37  year  old  female  with 
carcinoma  of  the  uterus.  Film  exposed  five 
minutes  after  the  intravenous  injection  of  25 
cc.  of  60  per  cent  methylglucamine  methala- 
mate shows  good  filling  of  both  renal  collect- 
ing systems.  Rotation  and  a minor  anatomical 
variant  are  present  on  the  right.  This  was  the 
third  of  555  intravenous  pyelograms  perform- 
ed with  methalamate  at  the  University  of 
Oregon  Medical  School.  There  was  no  comp- 
lication. 


Work  performed  in  Minthorn  Laboratory  for  Cardiovas- 
cular Radiology  at  the  University  of  Oregon  Medical  School 
aided  by  grants  from  the  USPHS  (H-3275,  C3),  the  Oregon 
Heart  Association  and  the  Mallinckrodt  Chemical  Works, 
Inc. 

•Viscosity  determinations  were  done  at  University  of  Ore- 
gon Medical  School  by  the  Swank-Roth  technic. 
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Figure  2 


that  with  normal  renal  function  from  one-third  to 
one-half  the  injected  iodine  was  usually  excreted. 

clinical  applications 

Beginning  with  initial  administration  of  methala- 
mate  to  man  on  February  14,  1961,  it  has  been  used 
for  555  excretory  urographic  studies  done  at  the 
University  of  Oregon  Medical  School,  (Table  2). 
For  this  purpose  it  was  given  intravenously  in  23- 
25  cc  (adult)  doses  of  either  a 50  per  cent  aqueous 
solution  of  the  sodium  salt  (179  examinations)  or  a 


60  per  cent  solution  of  the  N-methylglucamine  salt 
(376  examinations).  In  both  instances,  visualization 
was  equivalent  to  that  previously  obtained  with 
diatrizoate,  ie.  good  (Figure  1).  Side  effects  were 
recorded  but  proved  to  be  so  few  as  to  be  statistic- 
ally useless  for  comparison  purposes.  The  physicians 
who  injected  the  drug  gained  the  opinion  that  few- 
er unpleasant  side  effects  resulted  from  its  use  than 
occurred  when  diatrizoate  was  used.  Since  their 
bias  cannot  be  excluded,  a double  blind  comparison 
of  methalamate  and  sodium  diatrizoate  is  being  con- 


Table  1 


Conray  60% 

Conray  80% 

Hypaque  50% 

Hypaque  M 90% 

Cardiografin 

Supplied  by 

Mallinckrodt  Chemical  Works 
St.  Louis  7,  Missouri 

Winthrop  Laboratories 
New  York  18,  N.Y. 

E.  R.  Squibb  and 
Sons,  New  York  22 
N.Y. 

Chemical  Nature 

60%  aqueous  solu- 
tion of  N-methyl- 
glucamine meth- 
alamate 

80%  aqueous  solu- 
tion of  sodium  meth- 
alamate 

50%  aqueous  solu- 
tion of  sodium  dia 
trizoate 

30%  sodium  di- 
atrizoate and  60% 

N - methylglucamine 
diatrizoate  (two 
salts  of  Hypaque)  in 
aqueous  solution;  a 
mixture 

85%  aqueous  solu- 
tion of  N-methyl- 
glucamine salt  of 
diatrizoic  acid 
mono-molecular 

Relative  Viscosity 
(in  cps  with  H.,0 

25°C  6.1 

25°C  14.4 

25°C  46.8 

25°C  28.8 

as  unity) 

37.5°C  4.0 

37.5°C  8.4 

37.5°C  3.1 

37.5°C  30.3 

37.5°C  23.3 

Iodine  Content 

28%  w/v 

48%  w/v 

30%  w/v 

46%  w/v 

40%  w/v 

LD  50  mg. /kg.  I.V. 

1 

in  mice  (manufac- 
turer figures) 

17,000±  1,000 

20,000 

12,600±877 

10,500 
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Figure  2.  Lett  Ventriculography  and  Thoracic  Aortography  with  80  per  cent  sodium  methalamate.  Con- 
genital  valvular  aortic  stenosis  in  a 13  year  old  boy  as  shown  by  percutaneous  transfemora  1 cath- 
4 etenzation  and  two  injections  totalling  45  cc.  of  the  80  per  cent  solution.  (A)  0.5  seconds  after 
T beginning  ol  25  cc.  left  ventricular  injection,  sodium  methalamate  outlines  under  surface  of  stenotic 
incompletely  separated,  aortic  valve  cusps  (arrow)  during  systole.  (B)  Aortic  filling  and  valve  de- 
formity  shown  on  film  made  during  succeeding  systole.  (C)  Injection  into  proximal  aorta  shows 
Snc/i^n  • normal  diastolic  appearance  of  still-flexible  valve.  Left  ventricular  blood  pressure  was 
205/110  in  contrast  to  the  “normal”  aortic  and  systemic  pressure  of  120/80  mm  Hg. 


Figure  3.  Thoracic  Aorto- 
graphy with  80  per 
cent  sodium  methal- 
amate. Percutaneous 
transfemoral  retro- 
grade thoracic  aorto- 
gram  in  a 35  year  old 
female  with  RHD 
under  consideration 
for  mitral  valve  re- 
placement with  a 
Starr-Edwards  valve. 
45  cc.  of  the  80  per 
cent  solution  were 
injected  in  2.0  sec- 
onds using  150  pound 
pressure  and  the 
Shipps  Injector 
(Medical  Instruments 
Inc.  13346  N.W.  Glen- 
ridge  Drive,  Portland 
10,  Oregon).  Films 
show  an  enlarged 
heart  with  normally 
functioning  aortic 
valves  and  well-fill- 
ed coronary  arteries. 

(A)  Exposed  1.5  sec- 
onds after  beginning 
injection,  during  ven- 
tricular diastole.  (B) 
Exposed  at  end  of  in- 
jection during  ven- 
tricular systole.  In- 
cluding two  left  ven- 
tricular injections 
for  direct  and  cine- 
radiography, a total 
dose  of  125  cc.  was 
given  during  a 30 
minute  period  with- 
out ill  effect!  Use  of 
80  per  cent  sodium 
methalamate  in  120 
cases  reveals  its 
value  in  major  cardi- 
ovascular visualiza- 
tion procedure. 

Figure  4.  Selective  Right 
Ventriculography 
with  80  per  cent  so- 
dium methalamate  in 

a 6 year  old  girl  five 
years  following  a 
successful  Blalock 
procedure.  (A)  Film 
exposed  after  1 sec- 
ond injection  of  20 
cc.  methalamate  into 
right  ventricle  shows 
overriding  aorta, 
right  aortic  arch, 
valvular  pulmonary 
stenosis  and  func- 
tioning left  subclav- 
ian to  pulmonary 
artery  anastomosis. 

(B)  A half-second 
later.  Mottled  lucent 
areas  in  proximal 
aorta  (arrow)  due  to 
nonopaque  blood 
coming  from  left 
ventricle. 


Figure  3 
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Figure  5.  Abdominal  Aortography — Renal  Arteriography  with  80  percent  sodium  methalamate.  Thirty- 

five  cc.  injection  following  percutaneous  transfemoral  catheterization  in  a 44  year  old  man.  Blood 
Pressure  was  180/110.  (A)  There  is  definite  narrowing  at  the  aortic  origin  (between  arrows)  of  an 
inconspicuous  artery  which  supplies  a small  segment  of  the  lower  pole  of  the  right  kidney.  A pos- 
sible hypertensive  role  is  not  excluded  by  apparently  good  nephrographic  filling  seen  seven  sec- 
onds later  (B). 


ducted  to  ascertain  whether  significant  differences 
exist. 

Cardiovascular  Visualization : Following  unevent- 
ful trial  in  the  dog,  extracranial  contrast  cardiovas- 
cular visualization  was  begun  with  the  administra- 
tion of  50  per  cent  sodium  methalamate  or  60  per 
cent  methylglucamine  salt  of  methalamic  acid  to 
four  patients.  As  soon  as  it  became  available,  the 
80  per  cent  sodium  salt  solution  was  substituted 
and  has  been  used  for  260  injections  in  120  patients. 
The  procedures  included  intravenous  as  well  as 
selective  right  and  left  sided  injections  (Figures  2 


Table  2.  Clinical  Examination 


Excretory  Urography  ....  total  number  of  examinations,  555 
Using  60%  methylglucamine  methalamate  376 

Using  50%  sodium  methalamate  179 

Cardiovascular  Visualization  (260  injections)  examinations 
total  120 

Intravenous  48 

Right  atrium  selective  8 

Right  ventricle  selective  22 

Left  ventricle  33 

Thoracic  aorta  43 

Abdominal  aorta,  total  injections  36 

For  renal  arteries  15 

Pelvis,  placenta  8 

By  percut  catheter  34 

Translumbar  2 

Peripheral  arteries  6 

Cerebral  Angiography  (152  injections)  . . examinations,  total  29 
Intracarotid  19 

Vertebral  3 

Carotid  and  Vertebral  7 


Total  examinations,  all  types  ....  704 


through  5).  In  all  of  these,  the  contrast  agent  again 
proved  to  be  effective  and,  in  general,  its  side  ef- 
fects were  unremarkable  as  judged  on  the  basis  of 
prior  experience  with  other  media. 

There  were  two  complications,  the  first  of  which 
is  not  ascribed  to  the  agent.  During  selective  right 
ventriculography  in  a 6 year  old  girl  with  tetralogy 
of  Fallot,  an  inadvertent  injection  into  the  interven- 
tricular septum  gave  rise  to  no  untoward  electro- 
cardiographic findings.  The  medium  was  absorbed 
promptly,  but  eight  hours  later,  heart  failure  de- 
veloped and  led  to  death  shown  by  autopsy  to  be 
due  to  the  mechanical  effect  of  a septal  hematoma. 
It  is  likely  that  had  saline  instead  of  contrast  agent 
been  used,  the  outcome  would  have  been  the  same. 

The  second  complication  occurred  in  a 48  year 
old  female  with  rheumatic  valvular  disease  and  hy- 
pertension. Ventricular  fibrillation  developed  in 
association  with  the  injection  of  35  cc.  of  the  80 
per  cent  sodium  salt  into  the  supravalvular  aorta. 
External  artificial  circulation  and  electrical  defib- 
rillation were  done  immediately  and  the  patient  was 
fully  recovered  in  ten  or  fifteen  minutes.  A month 
later  an  identical  dose  was  injected  into  the  same 
patient’s  abdominal  aorta  without  ill  effect.  In  our 
experience,  sudden  ventricular  fibrillation  has  also 
resulted  from  left  heart  and  central  aortic  injections 
of  diatrizoate.  We  believe  it  represents  a calculated 
—fortunately  correctable— risk  of  this  type  of  study, 
regardless  of  the  contrast  agent.  The  maximum  dose 
of  the  80  per  cent  salt  given  to  any  patient  in  this 
series  was  222  cc.  during  90  minutes  in  the  course 
of  four  thoracic  and  two  abdominal  aortic  injections 
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Figure  6.  Cerebral  Angiography  with  60  per  cent  methylglucamine  methalamate.  (A)  Normal  carotid  ar- 
teriogram one  second  after  beginning  a manual  intracarotid  injection  of  10  cc.  of  the  60  per  cent 
solution  in  a 60  year  old  male.  (B)  Normal  vertebral  arteriogram  in  a 32  year  old  male  in  whom  10 
cc.  of  60  per  cent  methylglucamine  methalamate  were  injected  through  a catheter  inserted  percu- 
taneously  into  the  left  vertebral  artery  (white  arrow).  The  posterior  intracranial  circulation  is  well 
shown  and  the  right  vertebral  artery  is  filled  by  reflux  (black  arrow).  Twenty-nine  cerebral  an- 
giograms were  done  with  60  per  cent  methylglucamine  methalamate. 


uneventfully  given  to  a 56  year  old  man  weighing 
144  pounds. 

Cerebral  Angiography  was  done  29  times,  individ- 
ual studies  consisting  of  intracarotid  or  vertebral 
injections  or  both.  The  average  dose  was  greater 
than  12.0  cc.  per  injection  and  the  average  number 
of  injections  per  procedure  was  over  five.  During 
the  course  of  one  procedure,  twelve  10  ce.  intra- 
carotid injections  of  60  per  cent  N-methylglucamine 
methalamate  were  given  to  a 77  year  old  female 
without  untoward  consequences.  In  general,  when 
the  60  per  cent  solution  was  used  for  cerebral  angio- 
graphy, the  side  effects  were  less  than  anticipated 
on  the  basis  of  prior  experience  with  other  media 
and  visualization  was  excellent  (Figure  6).  Details 
are  given  in  a separate  report  on  this  application  of 
60  per  cent  N-methylglucamine  methalamate.4 

discussion 

This  previously  unreported  contrast  agent  is  suit- 
able and  probably  superior  for  all  uses  involving  the 
intravascular  injection  of  contrast  media  of  its  type. 
Laboratory  studies  indicate  that  it  has  lower  animal 
toxicity  than  comparable  substances  previously  avail- 
able and  preliminary  clinical  observations  support 
this.  The  medium  is  effective  whether  used  for  di- 
rect intravascular  visualization  or  following  renal 
excretory  concentration  in  the  lower  urinary  tract. 


It  possesses  low  protein  binding  characteristics  and, 
on  incubation  with  blood,  does  not  cause  the  red- 
cell crenation  seen  with  diacetrizoate  or  the  rouleaux 
formation  of  N-methylglucamine  diatrizoate.5 

The  relatively  low  viscosity  and  high  solubility 
of  sodium  methalamate  constitutes  a decided  ad- 
vantage in  the  performance  of  cardiovascular  con- 
trast visualization  procedures  where  rapid  large- 
volume  delivery  is  often  as  essential  to  success  as 
is  high  opacity.  Previously,  diacetrizoate  had  the 
highest  opacity  and  lowest  viscosity  of  the  so-called 
concentrated  contrast  agents.  It  was  supplanted  by 
sodium  diatrizoate,  a chemically  similar  molecule 
which  because  of  lower  toxicity  became  the  drug 
of  choice.  Diatrizoates,  however,  are  relatively  less 
soluble  and  in  order  to  secure  the  desired  high 
iodine  content  they  were  prepared  as  a mixture  of 
sodium  and  N-methylglucamine  diatrizoates.  This 
two-component  solution  frequently  exhibits  spon- 
taneous precipitation  on  moderate  cooling,  and  its 
high  viscosity  usually  requires  warming  prior  to 
angiographic  injection.  The  rapid  delivery  of  con- 
centrated contrast  materials  through  small-bore  cath- 
eters has  become  increasingly  important,  and  from 
this  point  of  view,  methalamate  is  an  outstanding 
medium.  Not  only  can  it  be  used  at  room  tempera- 
ture but  its  rapid  injection  does  not  require  the  very 
high  pressure  apparatus  usually  necessary  for  the 


45 

Northwest  Medicine,  January  1962 


angiographic  injection  of  diatrizoate  preparations  of 
lower  opacity. 

conclusion 

This  report  summarizes  our  experience  in  704 
examinations  using  methalamate  as  a new,  general 
purpose  contrast  agent  for  intravascular  administra- 
tion in  connection  with  renal  excretory  urography 
and  cardiovascular  visualization  procedures.  In  com- 


Chemical Nomenclature 

generic  names 
sodium  methalamate 
N-methylglucamine  methalamate 
sodium  diatrizoate 
diacetrizoate 
sodium  acetrizoate 

N-methylglucamine  diatrizoate 

mixture  of  methylglucamine 
and  sodium  diatrizoates 


parison  with  previously  available  media  including 
the  diatrizoates,  it  exhibits  a demonstrably  lower 
animal  toxicity,  higher  iodine  content,  relative  free- 
dom from  precipitation  and  decidedly  lower  vis- 
cosity. If  further  clinical  experience  confirms  our 
impression  of  its  relative  safety  and  freedom  from 
side  effects,  methalamate  will,  in  fact,  warrant  the 
term  “drug  of  choice”— at  least  until  a better  prep- 
aration is  found.  ■ 

3181  S.  W.  Sam  Jackson  Park  Rd.  (1) 
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annual  meeting  of  the  American  Roentgen  Ray  Society, 
Miami  Beach,  Florida,  (Sept.  26)  1961. 


trade  names 

Conray  80% 
Conray  60% 
Hypaque  Sodium 
Urokon 

Urokon  Sodium 

Thixocon 

Cardiografin 

Gastrografin 

Renografin 

Hypaque  M-90% 


ADDENDUM : Preliminary  results  of  a double  blind  comparison  of 
60 % N -methylglucamine  methalamate  and  50%  sodium  diatrizoate 
used  in  equivalent  doses  for  intravenous  urography  in  20  patients  has 
failed  to  show  perceptible  differences  in  opacification  or  side  effects. 


THE  LITTLE  RED  HEN 


The  Little  Red  Hen,  according  to  the  fable,  found  some  wheat,  put  it  in  the  ground, 
tended  the  growing  plants,  watered  the  soil,  cut  the  grain,  took  it  to  the  mill,  carried 
the  flour  home  and  baked  delicious  bread.  At  every  step  involving  work  she  asked 
who  might  help  her.  No  one  was  willing  to  work.  However,  when  the  bread  was 
baked  there  were  many  who  wished  to  share  it  but  she  closed  the  door  of  her  cottage 
and  enjoyed  the  benefit  of  her  own  foresight,  initiative,  and  energy.  She  saw  no 
reason  to  share  the  result  with  those  who  had  contributed  nothing  to  its  production. 
Unfortunately,  the  fable’s  ending  doesn’t  square  with  the  facts  of  life  in  1961  America. 
The  duck,  the  goose,  and  the  pig,  constituting  a democratic  majority,  have  authorized 
their  income  tax  collector  to  take  bread  from  the  very  productive  little  hen  up  to 
nine-tenths  of  the  bread  she  has  earned.  Added  to  this  ruinous  levy  there  may  be  a 
sizable  fine  to  which  she  is  subject  for  having  grown  wheat  in  excess  of  the  quota 
allowed  her  under  the  farm  price-support  program.  Far  from  enjoying  the  whole 
loaf  she  produced  by  her  own  efforts,  she’ll  be  lucky  in  1961  if  her  “needy”  neighbors 
leave  her  as  much  as  a crumb. 
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By  W.  A.  Paton,  Ph.D.,  from  the 
Freeman,  Vol.  11,  No.  11,  November,  1961. 


Phospholipids  and  Coronary  Mortality 

Use  of  Ratio  between  Phospholipid  and  Cholesterol  Levels  to 
Determine  Successful  Treatment 

AVERLY  M.  NELSON,  M.D.  Seattle,  Washington 


This  report  presents  data  from  273  office  patients 
with  coronary  disease,  under  75  years  of  age,  ob- 
served over  a period  of  seven  to  ten  years.  The  aim  is 
to  present  a grading  system  for  evaluating  the  rela- 
tionship of  the  cholesterol  and  phospholipid  levels 
which  is  much  more  informative  than  cholesterol 
shifts  alone. 

A total  of  303  patients  with  definite  coronary 
artery  disease  were  examined.  Fourteen  of  these 
were  lost  to  observation.  Mortality  (sixteen  patients) 
in  the  first  three  months  has  been  deleted  from  this 
study,  since  this  minimum  period  is  required  to  de- 
termine success  or  failure  of  diet  treatment.  An 
analysis  is  possible,  however,  in  the  remaining  273 
patients  who  comprise  this  work. 

role  of  phospholipid-cholesterol  ratio 

Phospholipid  is  the  body’s  antagonist  against 
cholesterol  deposits.  Atherosclerotic  patients  in 
America  are  found  to  have  low  phospholipid  levels 
occurring  with  the  expected  high  blood  cholesterol 
levels.1  That  phospholipid  levels  may  play  a very 
important  role  in  the  process  is  suggested  by  animal 
experiments.  For  example,  the  dog  has  about  the 
same  blood  cholesterol  levels  as  man  but  his  phos- 
pholipid levels  are  half  again  as  high.-  This  animal 
is  immune  to  atherosclerosis  regardless  of  his  diet. 
Rabbits  rendered  hypercholesterolemic  fail  to  de- 
velop significant  arteriosclerosis  provided  the  phos- 
pholipids are  raised  by  Tween  80  in  proportion  to 
the  rise  of  cholesterol  levels.3  Estrogen,  which  tends 
simultaneously  to  lower  cholesterol  and  raise  phos- 
pholipid levels,  has  resulted  in  actual  regression  of 
induced  atherosclerosis  in  chicks.4 

division  of  patients  into  groups 

Ninety-nine  patients  were  considered  successfully 
dieted  when  their  mean  blood  eholestrol  was  lowered 
at  least  ten  per  cent  below  the  initial  level,  or  the 
mean  phospholipid-cholesterol  ratio  was  raised  by 
twenty  percentage  points  regardless  of  the  blood 
cholesterol  response.  In  many  cases  a mean  fall  in 
blood  cholesterol  of  seven  per  cent  or  more  was  con- 
sidered satisfactory  provided  the  phospholipid- 
cholesterol  ratio  rose  at  least  twelve  per  cent.  This 
method  of  classification  is  outlined  in  a previous 
paper.5 

Comparison  of  only  two  groups  of  patients  in  this 
study  is  necessitated  to  obtain  large  enough  numbers 
for  significant  statistical  analysis.  One  group  is  classi- 
fied as  “successfully  dieted.”  For  convenience,  the 
second  group  has  been  called  “unaffected  by  diet. 


This  group  includes  twenty-five  considered  dietary 
failures  because  lipid  correction  at  the  required  levels 
was  not  obtained.  Thirty-four  patients  found  the 
dietary  program  too  restrictive  and  ceased  dieting 
after  three  months  or  more.  One  hundred  fifteen  pa- 
tients, were  not  dieted.  This  combination  does  not 
produce  an  homogenous  group  but  during  prelimi- 
nary statistical  analysis  was  found  to  be  feasible.  It 
w'ill  be  shown  later  that  the  bias  thus  introduced 
tends  only  to  reduce  differences  between  the  two 
groups  subjected  to  final  analysis. 

inherent  risk  factors  in  both  groups 

It  was  impossible  in  this  study  to  use  alternate 
patient  selection  for  obtaining  a control  group  of 
cases.  Such  method  assumes  that  inherent  risk  fac- 
tors are  equally  divided,  but  makes  no  effort  to 
analyze  them. 

No  single  criterion  may  be  successfully  applied 
to  the  patient  with  coronary  disease.  Eight  risk 
criteria  have  been  employed  in  the  study,  i.e.  age, 
heart  size,  sex,  initial  electrocardiogram  change, 
degree  of  angina  pectoris,  hypertension,  initial  blood 
cholesterol  level,  and  phospholipid-cholesterol  ratio. 

If  a single  risk  factor,  such  as  angina,  is  graded 
as  severe,  moderate,  mild  or  no  angina  in  both 
groups  of  patients,  a successful  method  of  therapy 
should  consistently  favor  those  patients  successfully 
treated  under  all  degrees  of  the  risk  factor. 

The  percentage  of  patients  subdivided  under  each 
risk  will  be  shown.  Any  inequalities  as  to  inherent 
risk  factors  immediately  become  apparent.  The  un- 
affected by  diet  group  carried  slightly  greater  risk 
factors,  as  shown  by  average  age  59  compared  to 
56  years  in  the  dieted  group.  Any  inequalities  are 
thus  admitted,  but  in  no  way  can  the  slight  in- 
equalities in  initial  risk  explain  the  favorable  bene- 
fit of  lowered  mortality  in  the  dieted  group. 

Figure  1.  LIPID  RESPONSK  47  YEAR  OLD  MALE 
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Table  1.  Mortality  as  Affected  by  Age 


Successfully 
Dieted 
99  cases 

31-40  years 
A D OC 

3 1 0 

(4%)  [25%] 

41-50  years 
A D OC 

24  4 0 

(28%)  [ 14%] 

51-60  years 
A D OC 
27  8 1 

(36%)  [23%] 

61-70  years 
A D OC 

16  9 2 

(28%)  [33%] 

71-75  years 
A D OC 
2 1 1 
(4%)  [33%] 

Unaffected 

3 

1 1 

10  17 

2 

16  34 

3 

15  49 

6 

1 14 

2 

by  Diet 

(3%) 

[25%] 

07%) 

[63%] 

(31%) 

[68%] 

(40%) 

[78%] 

(10%) 

[93%] 

174  cases 

P < 1.0 

P < .001 

P < .001 

P < .01 

P < .30 

A — Alive  OC  — Died  of  cause  other  than  arteriosclerosis.  D — Died  Arteriosclerosis 


The  average  month  of  death  from  atherosclerosis 
in  undieted  patients  was  41  months;  ip  the  dieted, 
55  months.  If  the  unaffected  by  diet  group  con- 
stituted a much  higher  initial  risk  the  average 
number  of  months  until  death  would  be  lowered 
considerably  on  comparison,  which  is  not  the  case. 

graphing  of  lipid  progress 

The  goal  of  diet  therapy  is  to  exert  what  might 
be  termed  a “scissor  s action”  in  the  patient,  i.e.  to 
lower  the  blood  cholesterol  while  simultaneously 
raising  the  phospholipid-cholesterol  ratio.  This  can 
best  be  determined  by  maintaining  current  graphs 
of  lipid  progress.  The  phospholipid  level  is  de- 
termined by  multiplying  lipid  phosphorus  by  23.5. 
Isolated  cholestrol  levels,  or  phospholipid-cholesterol 
ratios  mean  little  unless  interpreted  in  series  for  the 
individual  patient. 

Figure  1 illustrates  the  method  used.  This  pat- 
ient at  forty-seven  years  of  age  had  spent  four 
months  hospitalized  with  three  attacks  of  coronary 
occlusion  in  one  year.  By  correcting  his  faulty  phos- 
pholipid-cholesterol ratio,  no  further  attacks  have 
occurred  in  more  than  ten  years. 

Under  the  method  of  computation  employed,  the 
phospholipid-cholesterol  ratios  do  not  represent  the 
actual  phospholipid  levels.  For  example,  the  initial 
phospholipid  level  may  drop,  yet  under  calculation, 
in  conjunction  with  a declined  cholesterol  level, 
show  the  desired  phospholipid-cholesterol  ratio  in- 
crease. 

Since  about  eight  hours  is  consumed  in  individual 
and  group  instruction  at  the  onset  of  treatment,  un- 
derstandably, space  does  not  permit  a detailed 
description  of  the  diet  employed  and  auxiliary  mea- 
sures indicated  in  specific  cases  to  achieve  better 
lipid  correction.  A subsequent  article  is  planned  to 
deal  with  the  subject. 


mortality  as  affected  by  age 

Detailed  explanation  of  this  first  table,  together 
with  the  modus  operandi  of  the  chi  square  formula, 
is  felt  to  be  in  order  as  an  aid  in  interpreting  the 
following  tables  and  reaching  a sound  basis  for 
evaluation  of  them. 

Two  hundred  seventy-three  patients  were  di- 
vided into  two  primary  groups— successfully  dieted 
and  unaffected  by  diet.  These,  in  turn,  were  sub- 
divided into  five  age  classifications  involved  in  this 
particular  risk  factor. 

As  an  example,  let  us  examine  the  41  to  50  year 
subgroup.  The  percentage  of  the  total  successfully 
dieted  patients  appearing  in  this  column  is  placed 
in  parenthesis.  Thus  it  is  determined  at  a glance  that 
28  per  cent  of  the  successfully  dieted  fit  in  this 
41  to  50  year  old  group.  In  the  unaffected  by  diet 
group  we  find  a total  of  twenty-nine  patients  out  of 
174,  or  17  per  cent,  were  between  41  and  50  years 
of  age. 

The  next  step  is  to  determine  the  percentage  of 
patients  dying  of  arteriosclerosis.  This  figure  is 
placed  in  brackets.  In  the  successfully  dieted  group 
we  have  taken  the  number  of  dead  (four)  and 
divided  this  number  by  those  alive  and  dead 
(twenty-eight)  to  secure  the  mortality  percentage 
figure  of  14  per  cent.  Patients  dying  of  other 
causes  cannot  be  considered  test  cases  and  do  not 
enter  into  this  formula. 

While  I wish  to  show  any  factors  of  bias  by  the 
technic  of  using  parentheses  to  indicate  the  per- 
centage of  the  total  patients  in  each  sub-group,  I 
am  primarily  interested  in  the  behavior  of  these 
patients  as  judged  by  the  mortality  rate.  In  this 
41  to  50  year  sub-group  there  is  a 14  per  cent 
mortality  rate  among  the  successfully  dieted,  as 
against  a 63  per  cent  death  rate  in  those  unaffected 
by  diet. 


Table  2.  Mortality  as  Affected  by  Heart  Size 


Successfully 
Dieted 
99  cases 

Normal 
A D OC 
49  11  1 

(61%)  [ 1 8%] 

Grade  1 
A D OC 
14  6 1 

(21%)  [ 30%  ] 

Grade  II 

A D OC 
9 5 2 

(16%)  [ 36%  ] 

Grade  III 
A D OC 

0 1 0 

(1%)  [100%] 

Unaffected  by 

34  49  9 7 31  3 

4 28  1 

0 7 1 

Diet 

174  cases 

(53%)  [59%] 

P < .001 

(23%)  [81%] 

P < .001 

(19%)  [87%] 

P .001 

(5%)  [100%] 

P < 1 
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Table  3.  Mortality  as  Affected  by  Sex 


Successfully 

Females 

Males 

Dieted 

A D OC 

A D OC 

99  cases 

20  5 1 

52  18  3 

(26%)  [20%  ] 

(74%)  [26%] 

Unaffected  by 

15  30  1 

30  85  13 

Diet 

(26%)  [66%] 

(74%)  [74%  ] 

174  cases 

P < .001 

P < .001 

Attention  is  now  called  to  the  ehi  square  formula 
appearing  at  the  bottom  of  the  table  (p.  001). 
The  chi  square  is  the  product  of  exact  mathematical 
computation  indicating  the  probability  of  the  result 
being  duplicated  by  chance. 

In  this  paper  no  percentage  result  is  regarded  as 
significant  where  the  probability  as  calculated  from 
the  chi  square  formula  is  greater  than  .05,  or  one 
chance  in  twenty  of  duplication  of  this  by  coin- 
cidence, which  is  obviously  significant. 


vanced  arteriosclerotic  process  that  any  attempt  to 
alter  it  by  therapy  would  appear  futile. 

It  will  be  noted  from  Table  1 that  the  older  the 
patient  the  greater  the  mortality  in  both  the  dieted 
and  undieted.  This  is  a normal  pattern. 

heart  size 

Considerable  prognostic  significance  may  be  at- 
tached to  the  heart  size  of  the  patient  with  cor- 
onary disease.  Gradations  were  used  as  follows: 
Grade  I,  the  heart  is  enlarged  and  slightly  overlaps 
the  spine  in  the  left  antero-oblique  view;  Grade  II, 
the  heart  appears  unquestionably  enlarged  and 
overlaps  to  a considerable  degree  in  the  left  antero- 
oblique  view;  Grade  III  is  a massive  heart,  grossly 
enlarged  in  both  the  oblique  and  anterior  views, 
representing  the  maximum  heart  size  in  this  group 
of  patients. 

It  is  obvious  that  the  larger  the  heart  the  more 
serious  the  disease.  Patients  in  both  the  dieted  and 
undieted  groups  reflect  the  increasing  mortality  nor- 


Table  4.  Mortality  as  Affected  by  Initial  EKG  Change 


Successfully 
Dieted 
99  cases 

History  Positive 
EKG  Inconclusive 

A D OC 

13  1 0 

(14%)  [7%] 

Positive  Masters' 
Step  Test 

A D OC 
8 3 1 

(12%)  [27%] 

Inverted 

T-Wave 

A D OC 
29  9 1 

(39%)  [24%  ] 

QT  Changes 

A D OC 

22  10  2 
(35%)  [ 32%  ] 

Unaffected  by 

14  6 

2 

2 10 

2 

17  59 

6 

12  40 

4 

Diet 

(18%) 

[30%] 

(8%) 

[84%] 

(47%) 

[78%] 

(35%) 

[77%] 

174  cases 

P < .20 

P < .05 

P < .001 

P < .001 

As  an  example  of  the  value  of  chi  square  analysis 
in  the  interpretation  of  percentage  figures,  in  the 
71  to  75  year  age  group  a 33  per  cent  mortality 
rate  among  the  dieted  patients  is  indicated,  as  op- 
posed to  93  per  cent  in  the  patients  unaffected  by 
diet.  This  would  appear  at  first  glance  to  be  im- 
pressive. However,  because  of  an  insignificant 
number  of  patients  in  this  sub-group,  chi  square 
analysis  gives  a probability  factor  of  .30— or  an 
indication  that  the  results  could  be  duplicated  by 
chance  quite  frequently.  Thus  we  have  reached  no 
definite  statistical  figure  and  must  admit  that  this 
71  to  75  year  age  group  contains  too  few  patients 
to  permit  valid  conclusion. 

It  seems  a logical  assumption  that  arteriosclerotic 
heart  disease  may  be  the  result  of  years  of  improper 
dieting  (associated  with  abnormal  blood  lipid  levels). 
Thus  in  older  patients  there  would  be  such  an  ad- 


mally  anticipated  with  the  greater  degree  of  heart 
enlargement. 

In  the  first  three  heart  size  classifications  (Nor- 
mal, Grade  I and  Grade  II)  the  mortality  among 
the  undieted  patients  ranged  from  two  and  one  half 
times  to  over  three  times  that  seen  in  the  dieted 
group. 

sex 

Comparison  between  sexes  is  afforded  by  Table  3. 
Of  the  dieted  females  20  per  cent  died,  as  against  66 
per  cent  in  the  undieted  group.  In  the  males,  26 
per  cent  of  those  dieted  succumbed  while  74  per 
cent  of  the  undieted  patients  died. 

initial  EKG  change 

Attention  is  called  to  the  definite  criteria  set 
forth  dividing  these  patients  into  sub-groups  to 


Table  5.  Mortality  as  Affected  by  Angina 


Successfully 
Dieted 
99  cases 

Severe 

A D OC 
13  8 1 

(22%)  [39%  ] 

Moderate 

A D OC 

30  7 1 

(38%)  [19%] 

Mild 

A D OC 
21  5 1 

(28%)  [ 1 9%] 

No  Angina 
A D OC 
9 2 1 

(12%)  [ 1 9%] 

Unaffected  by 

3 45  2 

23  44  4 

12  18  6 

7 8 2 

Diet 

(29%)  [ 94%  ] 

(41%)  [66%] 

(20%)  [ 60%  ] 

(10%)  [54%] 

174  cases 

P < .001 

P < .001 

P < .001 

P < .30 

\ 
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Table  6.  Mortality  as  Affected  by  Hypertension 


Successfully 

Hypertensive 

Dieted 

Normotensive 

Corrected 

Uncorrected 

99  cases 

A D OC 

A D OC 

A D OC 

58  16  3 

14  7 1 

— — — 

(78%)  [22%  ] 

(22%)  [33%] 

Unaffected  by 

38  87  14 

7 13  0 

0 15  0 

Diet 

(80%)  [70%  ] 

(11%)  [65%] 

(9%)  [100%] 

174  cases 

P < .001 

P < .001 

P 

indicate  the  severity  of  the  arteriosclerotic  disease 
process  as  suggested  by  the  electrocardiogram  in 
both  the  dieted  and  unaffected  by  diet  groups. 
Where  a sufficient  number  of  cases  were  tabulated 
(those  having  inverted  T-waves  or  QT  changes)  chi 
square  analysis  allows  a one  to  one  thousand  prob- 
ability that  results  shown  would  be  duplicated  by 
chance. 

angina  pectoris 

The  degree  of  angina  is  a major  factor  in  deter- 
mining the  prognosis  of  the  patient’s  illness.  These 
patients  were  arbitrarily  divided  into  groups  of 


very  unusual  situations  involving  emotions  and  ex- 
treme exercise. 

Two  striking  conclusions  are  made  evident  by  this 
table.  The  first  is  that  dieted  patients  with  severe 
angina  died  from  atherosclerotic  causes  with  a 39 
per  cent  rate  while  the  unaffected  by  diet  with  this 
severe  degree  of  disease  died  at  94  per  cent.  Second 
conclusion  comes  by  comparison  of  extremes.  Diet- 
ed patients  with  severe  angina  died  at  39  per  cent 
while  those  undieted  without  angina  experienced 
a 54  per  cent  mortality. 

Thus  the  dieted  patient  who,  for  example,  fre- 
quently experienced  two  or  three  angina  attacks 


Table  7.  Mortality  as  Affected  by  Weight  Loss 


Successfully 
Dieted 
78  cases 

Lost  0-10  lbs. 
A D OC 

36  10  3 

(63%)  [22%] 

Lost  10-20  lbs. 
A D OC 
15  6 1 

(28%)  [29%  ] 

Lost  20-30  lbs. 
A D OC 

5 2 0 

(9%)  [28%] 

Lost  30  plus  lbs. 
A D OC 

1 0 0 

(1%)  [0%] 

Unaffected  by 

19  43 

4 

5 20 

3 

1 5 

0 

0 2 0 

Diet 

(64%) 

[69%] 

(27%) 

[ 80%  ] 

(6%) 

[83%] 

(2%)  [100%] 

102  cases 

P < .001 

P < .001 

P < .05 

P < .30 

severe,  moderate,  mild  and  no  angina.  Severe  angina 
was  considered  present  when  a patient  for  one  month 
had  experienced  angina  repeatedly  on  walking  one 
half  city  block  at  average  pedestrian  speed.  With 
moderate  angina  the  patient  could  walk  one  half  to 
two  blocks  at  average  pedestrian  speed  before  ex- 
periencing angina  symptoms.  Mild  angina  was 
considered  present  when  the  patient  could  walk 
two  blocks  and  experience  angina  symptoms  only 
at  a more  strenuous  physical  exertion  or  emotional 
tension.  The  classification  “no  angina”  applied  to 
those  patients  who  seem  to  be  able  to  function  under 
all  ordinary  activities  completely  unaware  of  any 
limitation  imposed  by  symptoms  of  angina  except  for 


while  walking  to  his  car  in  the  morning  has  a much 
better  chance  of  survival  than  his  undieted  neighbor 
who  is  symptom  free  and  has  apparently  recovered 
from  a coronary  attack,  and  who  enjoys  practically 
unlimited  physical  activity. 

hypertension 

It  is  well  known  that  the  patient  with  arterial  hy- 
pertension, combined  with  coronary  artery  disease, 
has  no  chance  for  long  survival  unless  his  blood  pres- 
sure is  corrected.  In  this  study  a hypertensive  patient 
is  defined  as  one  whose  blood  pressure  remained 
consistently  above  180/110  for  several  observations. 


Table  8.  Mortality  as  Affected  by  Weight  Gain 


Successfully 

Gainec 

0-10  lbs. 

Gained  10-20  lbs. 

Gained  20  plus  lbs. 

Dieted 

A 

D OC 

A D OC 

A D OC 

21  cases 

15 

(90%) 

4 0 

[21%] 

1 1 0 

(10%)  [50%] 

- — - 

Unaffected  by 

11  9 2 

1 4 0 

0 3 0 

Diet 

(73%)  [45%] 

(17%)  [ 80%  ] 

(10%)  [100%] 

30  cases 

P < .20 

P < 1.0 

P 
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Table  9.  Mortality  as  Affected  by  Initial  Blood  Cholesterol  Level 


Successfully 
Dieted 
99  cases 

200-290 

A D OC 
21  8 1 

291-350 
A D OC 

28  6 2 

Over  350 
A D OC 
23  8 2 

(30%)  [28%] 

(36%)  [ 1 8%  ] 

(33%)  [26%] 

Unaffected  by 
Diet 

130  cases 

18  26  4 

(37%)  [59%  ] 

15  33  4 

(30%)  [69%] 

7 20  3 

(23%)  [74%] 

available 

P < .02 

P < .001 

P < .001 

His  hypertension  was  considered  corrected  only  if 
his  mean  blood  pressure  fell  below  150/96. 

It  was  observed  over  an  average  of  eight  and  one 
half  years  where  correction  was  obtained  by  drug 
therapy  alone,  survival  might  be  as  high  as  35  per 
cent.  However,  where  correction  was  achieved  by  a 
combination  of  diet  and  drug  therapy,  survival  was 
as  high  as  67  per  cent.  No  successfully  dieted  pa- 
tient failed  to  achieve  normotensive  levels." 

weight  loss 

Weight  is  commonly  considered  to  be  an  important 
factor  in  both  etiology  and  prognosis  of  patients 


However,  among  the  dieted  patients  decisive  low- 
ering of  mortality  regardless  of  initial  cholesterol 
level  was  observed.  The  middle  third  experienced 
the  lowest  mortality  rate  for  which  there  is  no  ex- 
planation. 

degree  of  lowering  of  blood  cholesterol 

In  order  to  be  considered  successfully  dieted,  all 
patients  with  cholesterol  level  correction  below  0 to 
10  per  cent  had  to  increase  their  phospholipid  level, 
in  accordance  with  the  grading  criteria  set  forth 
above.  Those  patients  with  slight  lowering  of  cho- 
lesterol but  with  successful  rise  in  phospholipid  levels 


Table  10.  Mortality  as  Affected  by  Lowering  of  Blood  Cholesterol  Level 


Successfully 

0-10% 

Below  1 1 %-20% 

Below  21%  or  more 

Dieted 

99  cases 

A D OC 

A D OC 

A D OC 

17  4 0 

38  13  3 

17  6 1 

(21%)  [ 1 9%] 

(55%)  [25%] 

(24%)  [26%] 

who  have  coronary  disease.  My  records  show  the 
mean  weight  responses  in  the  dieted  patients,  and  I 
was  able  to  obtain  the  mean  weight  responses  in 
132  patients  in  the  unaffected  by  diet  group.  Table 
7 indicates  that  the  loss  of  0 to  30  pounds  produced 
no  favorable  influence  on  the  mortality  of  these  pa- 
tients unless  there  occurred  a simultaneous  blood 
lipid  correction  from  a cause  other  than  weight  re- 
duction itself.  This  conclusion  is  based  on  an  average 
of  eight  and  one  half  years  observation. 

weight  gain 

Because  of  the  small  number  of  patients  in  this 
group,  chi  square  analysis  will  not  support  any  con- 
clusion as  indicated  by  Table  8. 

initial  blood  cholesterol  level 

In  the  undieted  patients  the  mortality  varied  only 
from  59  per  cent  to  74  per  cent  from  the  lowest  to 
the  highest  blood  cholesterol  levels.  This  difference 
of  only  15  per  cent  indicates  a very  poor  relationship 
between  cholesterol  levels  and  mortality  rate. 


did  extremely  well.  Greater  falls  in  blood  cholesterols 
did  not  reflect  itself  in  lowered  mortality. 

raising  phospholipid-cholesterol  ratio 

Table  11  shows  that  the  higher  the  phospholipid- 
cholesterol  ratio  the  lower  the  mortality.  It  is  startling 
to  realize  that  10  per  cent  of  the  dieted  patients  who 
failed  to  correct  blood  cholesterol  levels,  yet  cor- 
rected the  phospholipid-cholesterol  ratio  by  20  per 
cent,  experienced  an  1 1 per  cent  mortality  rate  over 
an  average  of  eight  and  one  half  years  observation. 

initial  phospholipid-cholesterol  ratio 

Minimal  variations  in  phospholipid-cholesterol 
ratios  are  very  important,  judging  from  the  fact  that 
one  third  of  the  patients  fit  in  the  80  to  83  per  cent 
ratio  group.  Patients  in  the  lowest  third  experienced 
a mortality  rate  of  only  18  per  cent  while  those  in 
the  highest  third  a mortality  of  33  per  cent,  or  nearly 
twice  as  high. 

The  method  of  therapy  employed  was  more  suc- 
cessful in  correcting  phospholipid  levels  in  the  lowest 


Table  11.  Mortality  as  Affected  by  Raising  of  Phospholipid  - Cholesterol  Ratio 


Successfully 

Rise  of  0-10% 

1 1 %-20% 

21%  and  over 

Dieted 

A D OC 

A D OC 

A D OC 

94  cases 

32  13  1 

28  9 2 

8 1 0 

In  five  cases 

no  initial 

(49%)  [29%  ] 

(41%)  [ 24%  ] 

(10%)  [11%] 

phospholipid 
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Table  12.  Mortality  as  Affected  by  Initial  Phospholipid  - Cholesterol  Ratio 


Below 

80% 

80-83% 

84%  or  more 

A D 

OC 

A D OC 

A D OC 

28  6 

0 

216  3 

20  10  0 

(36%) 

[ 1 8%] 

(32%)  [22%] 

(32%)  [33%] 

third  than  in  the  highest  third.  We  must  assume 
from  the  marked  difference  in  mortality  rate  that  the 
phospholipid-cholesterol  ratio  is  a much  more  im- 
portant factor  than  the  cholesterol  levels. 

Another  method  of  proving  the  greater  relative 
importance  of  phospholipid  rise  over  cholesterol  fall 


summary 

A method  of  grading  which  combines  both  choles- 
terol and  phospholipid-cholesterol  ratios  has  been 
presented  involving  273  patients  with  coronary  di- 
sease observed  on  an  average  of  eight  and  one  half 
years.  Ninety-nine  of  these  were  considered  succes- 


Table  13.  Lipid  Response  and  Mortality 


Average 

Age 

Alive 

Died 

Died 

Other  Initial  Lipid  Levels  and 

Causes  Lipid  Response  Levels 

Per  Cent 
Died 
as 

Successfully 
Dieted 
99  cases 

56 

72 

23 

4 333/80%*  275/92%| 

23% 

Treatment 
Failures— 25  cases 

58 

10 

14 

1 

309/80%  314/86% 

58% 

Quit 

Treatment 

34  cases 

57 

9 

21 

4 

318/83% 

70% 

Undieted 

1 1 5 cases 

60 

26 

80 

9 

310/85% 

75% 

Unaffected  by 
Diet 

174  casesif 

59 

45 

115 

14 

312/83% 

67% 

is  to  compare  extremes.  No  matter  how  the  choles- 
terol level  responds,  a very  low  mortality  results  if 
the  ratio  rises  by  20  per  cent  or  more. 

It  will  be  noted  from  Table  13  that  the  unaffected 
by  diet  group  is  actually  composed  of  three  sub- 
groups—the  treatment  failures,  those  who  quit  treat- 
ment and  those  who  were  undieted.  The  data  result- 
ing from  the  combination  of  these  three  subgroups 
are  biased  toward  the  successfully  dieted  group. 
However,  in  the  individual  comparisons,  it  is  more 
difficult  to  obtain  a large  value  of  chi  square  and 
hence  an  acceptable  probability.  Since  significant 
probabilities  were  obtained,  although  the  data  were 
biased  against  this  significance,  it  can  be  concluded 
that  the  experiment  is  actually  strengthened  by  pool- 
ing the  three  subgroups  into  one  large  group. 

A subsequent  study  of  patients  more  recently 
dieted  has  revealed  that  regardless  of  how  great  the 
cholesterol  fall,  if  the  phospholipid-cholesterol  ratio 
fails  to  rise  by  3.0  per  cent  or  more,  at  least  ninety 
per  cent  of  these  patients  die  within  four  years.  This 
shift  in  grading,  if  employed,  would  have  placed 
four  patients  considered  successfully  dieted,  as  dying 
from  atherosclerosis  in  the  lipid  failure  group. 


sfully  dieted  and  according  to  eight  risk  criteria  their 
low  mortality  has  been  compared  to  the  unsuccess- 
fully dieted  and  undieted  patients.  The  overwhelming 
superiority  of  phospholipid-cholesterol  correction 
versus  blood  cholesterol  correction  as  a guide  to 
mortality  has  been  demonstrated  conclusively.  ■ 

619  Medical-Dental  Bldg.  (1) 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

lowers  motility 

controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  ovei dosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 

Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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Emotional  control  regained  ...  a family  restored  . . . 

thanks  to  a physician  and  'Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances,  because  it  is: 

■ specific  enough  to  relieve  underlying  fear 
and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 
confirms  the  reassuring  fact  that,  in  most 


patients,  the  potential  benefits  of  ‘Thot 
zine’  far  outweigh  its  possible  undesirat 
effects. 


Of  special  value  in  mental  and  emotior 
disturbances:  Tablets  for  initial  theraf 
Injection  (Ampuls  and  Vials)  for  prorr 
control;  Spansule  sustained  release  c; 
sules  for  all-day  or  all-night  therapy  w 
a single  oral  dose. 


Thorazine^ 


brand  of  chlorpromazine 


a fundamental  drug  in  both 
office  and  hospital  practice 
Smith  Kline  & French  Laboratories  ^ 

posed  by  professional  m 


THORAZINE’  PRESCRIBING  INFORMATION 

Because  of  its  pronounced  calming  effect,  ‘Thorazine’  is  an  outstand- 
ing agent  for  patients  with  mental  and  emotional  disturbances, 
particularly  those  with  symptoms  of  agitation  and  hyperactivity! 
In  severe  cases,  initial  use  of  intramuscular  administration  may  be 
desirable  to  control  symptoms  promptly. 

8efore  prescribing  ’Thorazine’  for  other  indications  than  those  given 
below,  the  physician  should  be  familiar  with  the  dosage,  side  effects, 
cautions  and  contraindications  for  such  uses.  This  information  is 
available  in  the  Thorazine ® Reference  Manual  and  Physicians'  Desk 
Reference,  and  from  your  SK&F  representative  or  your  pharmacist. 
ADMINISTRATION  AND  DOSAGE 

Dosage  should  always  be  adjusted  to  the  response  of  the  individual 
and  according  to  the  severity  of  the  condition.  It  is  important  to 
increase  dosage  until  symptoms  are  controlled  or  side  effects  become 
troublesome.  In  emaciated  or  senile  patients,  dosage  increases 
should  be  made  more  gradually  than  in  other  patients. 

ADULT  DOSAGE 

Mental  and  Emotional  Disturbances  (e  g.,  agitation,  excitement, 
or  anxiety)— Starring  oral  dosage  is  10  mg.  t.i.d.  or  q.i.d.,  or  25  mg. 
b.i.d.  or  t.i.d.  After  a day  or  two,  dosage  may  be  increased  by  incre- 
ments of  20  mg.  to  50  mg.  daily,  at  semiweekly  intervals,  until 
maximum  clinical  response  is  achieved.  Continue  dosage  at  this 
level  for  at  least  two  weeks;  then  it  can  usually  be  reduced  to  a 
maintenance  level.  A daily  dosage  of  200  mg.  is  “average,"  but 
some  patients  may  require  substantially  higher  dosages.  Discharged 
mental  patients,  for  example,  may  require  daily  dosages  as  high  as 
800  mg.  Starling  intromuscu/or  dose  is  25  mg.  (1  cc.).  If  necessary, 
and  if  no  hypotension  occurs,  repeat  the  initial  dose  in  one  hour. 
Subsequent  dosages  should  be  oral,  starting  at  25  mg.  to  50  mg.  t.i.d. 
Alcoholism  — Severely  agitated  patients:  Starting  intramuscular 
dose  is  25  mg.  to  50  mg.  (1-2  cc.).  Repeat  initial  dose  if  necessary 
and  if  no  hypotension  occurs.  Start  subsequent  oral  dosages  at 
25  mg  to  50  mg  t.i.d.  Agitated  but  manageable  patients: 
Starting  oral  dose  is  50  mg.,  followed  by  25  mg.  to  50  mg.  t.i.d.  For 
ambulatory  patients  with  withdrawal  symptoms  or  sober  chronic 
alcoholics,  starting  oral  dosage  is  10  mg.  t.i.d.  or  q.i.d.,  or  25  mg. 
b.i.d.  or  t.i.d.  Patients  in  a stuporous  condition  should  be  allowed 
to  sleep  off  some  of  the  effects  of  the  alcohol  before  ’Thorazine’ 
is  administered. 

CHILDREN’S  DOSAGE 

For  Behavior  Disorders-Ora/  dosage  is  on  the  basis  of  Vs  mg. /lb. 
of  body  weight  q4-6h,  until  symptoms  are  controlled  (i.e.,  for  40  lb. 
child— 10  mg.  q4-6h).  Rectal  dosage  is  on  the  basis  of  Vz  mg. /lb. 
of  body  weight  q6-8h,  p.r.n.  (i.e.,  for  20-30  lb.  child— half  of  a 
25  mg.  suppository  q6-8h).  Intramuscular  dosage  is  on  the  basis  of 
Vs  mg./lb.  of  body  weight  q6-8h,  p.r.n.  In  children  up  to  5 years 
(or  50  lbs.)— not  over  40  mg./day;  in  children  5-12  years  (or  50-100 
lbs.)— not  over  75  mg./day  except  in  extreme  unmanageable  cases. 
In  severe  cases,  higher  dosages  than  those  recommended  above  may 
be  necessary.  In  such  cases,  50-100  mg.  daily  has  been  used  and,  in 
older  children,  as  much  as  200  mg.  daily  or  more  may  be  required. 

IMPORTANT  NOTES  ON  INJECTION 

Except  for  acute  ambulatory  cases,  parenteral  administration  should 
generally  be  reserved  for  bedfast  patients.  Parenteral  administration 
should  always  be  made  with  the  patient  lying  down  and  remaining  so 
for  at  least  Vz  hour  afterward  because  of  possible  hypotensive  effects. 
The  injection  should  be  given  slowly,  deep  into  the  upper  outer 
quadrant  of  the  buttock.  If  irritation  and  pain  at  the  site  of  injection 
are  problems,  dilution  of  'Thorazine'  Injection  with  physiologic 
saline  solution  or  2%  procaine  solution  may  be  helpful.  Subcutaneous 
administration  is  not  advisable,  and  care  should  be  taken  to  avoid 
injecting  undiluted  'Thorazine'  Injection  into  a vein.  Intravenous  ad- 
ministration is  recommended  only  for  severe  hiccups  and  surgery. 
‘Thorazine’  Injection  should  not  be  mixed  with  other  agents  in  the 
syringe.  Because  contact  dermatitis  has  been  reported  with ‘Thorazine’, 
nurses  or  others  giving  frequent  injections  should  avoid  getting  the 
solution  on  hands  or  clothing.  ‘Thorazine’  Injection  should  be  pro- 
tected from  light,  since  exposure  may  cause  discoloration.  Slight 
yellowish  discoloration  will  not  alter  potency  or  efficacy.  If  markedly 
discolored,  the  solution  should  be  discarded. 

SIDE  EFFECTS 

The  drowsiness  caused  by  ‘Thorazine’  is  usually  mild  to  moderate 
and  disappears  after  the  first  or  second  week  of  therapy.  If,  however, 
drowsiness  is  troublesome,  it  can  usually  be  controlled  by  lowering 
the  dosage  or  by  administering  small  amounts  of  dextro  amphetamine. 
Other  side  effects  reported  occasionally  are  dryness  of  the  mouth, 
nasal  congestion,  some  constipation,  miosis  in  a few  patients  and, 
very  rarely,  mydriasis. 

Mild  fever  (99°F.)  may  occur  occasionally  during  the  first  days  of 
therapy  with  large  intramuscular  doses. 

Some  patients  have  an  increased  appetite  and  gain  weight,  but 
usually  reach  a plateau  beyond  which  they  do  not  gain. 

CAUTIONS 

Jaundice:  The  over-all  incidence  of  jaundice  due  to  'Thorazine' 
has  been  low— regardless  of  indication,  dosage,  or  mode  of  admin- 
istration. It  appears  to  be  related  to  duration  of  therapy.  Few  cases 
have  occurred  in  less  than  one  week  or  after  six  weeks.  The  jaundice 
that  has  occurred  mimics  the  obstructive  type,  is  without  parenchy- 
mal damage,  and  is  usually  promptly  reversible  upon  the  withdraws  I 
of  ‘Thorazine’.  Although  the  mechanism  is  not  clearly  understood, 
most  investigators  conclude  that  it  is  a sensitivity  reaction  in  suscep- 
tible individuals. 

There  is  no  conclusive  evidence  to  indicate  that  pre-existing  liver 
disease  makes  the  patient  more  susceptible  to  jaundice.  (Patients 
with  known  alcoholic  cirrhosis  have  been  treated  with  ‘Thorazine’ 
without  further  alteration  of  liver  function.)  Nevertheless,  ‘Thorazine’ 
should  be  used  with  due  consideration  in  a patient  with  liver  disease. 
If  a patient  on  ’Thorazine’  suddenly  develops  fever  with  grippe-like 
symptoms,  his  serum  should  be  tested  for  increased  bilirubin  or  his 
urine  for  the  presence  of  bile.  If  any  of  these  tests  are  positive, 
'Thorazine'  should  be  discontinued. 

Because  detailed  liver  function  tests  of  ‘Thorazine’-induced  jaundice 
give  a picture  which  mimics  extrahepatic  obstruction,  exploratory 


laparotomy  should  be  withheld  until  sufficient  studies  confirm 
extrahepatic  obstruction. 

Agranulocytosis:  Agranulocytosis,  although  rare,  has  been  re- 
ported. Patients  should  be  observed  regularly  and  asked  to  report 
at  once  the  sudden  appearance  of  sore  throat  or  other  signs  of 
infection.  If  white  blood  counts  and  differential  smears  give  an 
indication  of  cellular  depression,  the  drug  should  be  discontinued 
and  antibiotic  and  other  suitable  therapy  should  be  instituted. 
Because  most  reported  cases  have  occurred  between  the  fourth  and 
the  tenth  weeks  of  treatment,  patients  on  prolonged  therapy  should 
be  observed  particularly  during  that  period. 

A moderate  suppression  of  total  white  blood  cells,  sometimes  ob- 
served in  patients  on  'Thorazine'  therapy,  is  not  an  indication  for 
discontinuing  ‘Thorazine*  unless  accompanied  by  other  symptoms. 
Potentiation:  ‘Thorazine’  prolongs  and  intensifies  the  action  of 
many  central  nervous  system  depressants  such  as  anesthetics,  bar- 
biturates and  narcotics.  Consequently,  it  is  advisable  to  stop  admin- 
istration of  such  depressants  before  initiating  ’Thorazine’  therapy. 
Later  the  depressant  agents  may  be  reinstated,  starting  with  low 
doses,  and  increasing  according  to  response  Approximately  Vs  to  Vz 
the  usual  dosage  of  such  agents  is  required  when  they  are  given  in 
combination  with  'Thorazine'.  (However,  ’Thorazine’  does  not  poten- 
tiate the  anticonvulsant  action  of  barbiturates.  In  patients  who  are 
receiving  anticonvulsants,  the  dosage  of  these  agents- including 
barbiturates— should  not  be  reduced  if  ‘Thorazine’  is  started.  Rather , 
'Thorazine'  should  be  started  at  a very  low  dosage  and  increased 
if  necessary.) 

Hypotensive  Effect:  Postural  hypotension  and  simple  tachycardia 
may  be  noted  in  some  patients.  In  these  patients,  momentary  fainting 
and  some  dizziness  are  characteristic  and  usually  occur  shortly  after 
the  first  parenteral  dose,  occasionally  after  a subsequent  parenteral 
dose-very  rarely  after  the  first  oral  dose.  In  most  cases,  prompt 
recovery  is  spontaneous  and  all  symptoms  disappear  within  Vz  to  2 
hours  with  no  subsequent  ill  effects.  Occasionally,  however,  this 
hypotensive  effect  may  be  more  severe  and  prolonged,  producing 
a shock-like  condition. 

In  consideration  of  possible  hypotensive  effects,  the  patient  should 
be  kept  under  observation  (preferably  lying  down)  for  some  time 
after  the  initial  parenteral  dose.  If,  on  rare  occasions,  hypotension 
does  occur,  it  can  ordinarily  be  controlled  by  placing  the  patient  in  a 
recumbent  position  with  head  lowered  and  legs  raised.  If  a vaso- 
constrictor is  required,  'Levophed'  and  ’Neo-Synephrine’*  are  the 
most  suitable.  Other  pressor  agents,  including  epinephrine,  are 
not  recommended  because  phenothiazine  derivatives  may  reverse 
the  usual  elevating  action  of  these  agents  and  cause  a further 
lowering  of  blood  pressure. 

Antiemetic  Effect:  The  antiemetic  effect  of  ’Thorazine’  may  mask 
signs  of  overdosage  of  toxic  drugs  and  may  obscure  diagnosis  of 
conditions  such  as  intestinal  obstruction  and  brain  tumor. 
Dermatological  Reactions:  Dermatological  reactions  have  been 
reported.  Most  have  been  of  a mild  urticarial  type,  suggesting  allergic 
origin.  Some  appear  to  be  due  to  photosensitivity,  and  patients  on 
'Thorazine'  should  avoid  undue  exposure  to  the  summer  sun. 
Neuromuscular  (Extrapyramidal)  Reactions:  With  very  high 
doses  of  'Thorazine',  as  frequently  used  in  psychiatric  cases  over 
long  periods,  a few  patients  have  exhibited  neuromuscular  (extra- 
pyramidal)  reactions  which  closely  resemble  parkinsonism.  Such 
symptoms  are  reversible  and  usually  disappear  within  a short  time 
after  the  dosage  has  been  decreased  or  the  drug  temporarily  with- 
drawn. These  reactions  can  also  be  controlled  by  the  concomitant 
administration  of  an  anti-parkinsonism  agent  (see  Physicians'  Desk 
Reference).  Depending  on  the  severity  of  the  symptoms,  suitable 
supportive  measures  such  as  maintaining  a clear  airway  and  ade- 
quate hydration  should  be  employed.  When  'Thorazine'  is  reinsti- 
tuted, it  should  be  at  a lower  dosage. 

Lactation:  Moderate  engorgement  of  the  breast  with  lactation  has 
been  observed  in  female  patients  receiving  very  large  doses  of 
'Thorazine'.  This  is  a transitory  condition  which  disappears  on 
reduction  of  dosage  or  withdrawal  of  the  drug. 

CONTRAINDICATIONS 

'Thorazine'  is  contraindicated  in  comatose  states  due  to  central 
nervous  system  depressants  (alcohol,  barbiturates,  narcotics,  etc.) 
and  also  in  patients  under  the  influence  of  large  amounts  of  bar- 
biturates or  narcotics. 

SUPPLIED 

Tablets,  10  mg.,  25  mg.,  50  mg.  and  100  mg.,  in  bottles  of  50  500 
and  5000;  200  mg.,  for  use  in  mental  hospitals,  in  bottles  of  500  and 
5000.  (Each  tablet  contains  10  mg.,  25  mg.,  50  mg.,  100  mg.,  or 
200  mg.  of  chlorpromazine  hydrochloride.) 

Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.  and  200  mg.,  in 
bottles  of  30,  250  and  1500;  also  300  mg.,  in  bottles  of  30  and  1500. 
(Each  'Spansule'  capsule  contains  30  mg.,  75  mg.,  150  mg.,  200  mg., 
or  300  mg.  of  chlorpromazine  hydrochloride.) 

Ampuls,  1 cc.  and  2 cc.  (25  mg./cc.),  in  boxes  of  6,  100  and  500. 
(Each  cc.  contains,  in  aqueous  solution,  25  mg.  of  chlorpromazine 
hydrochloride;  2 mg.  of  ascorbic  acid;  1 mg.  of  sodium  bisulfite; 

1 mg.  of  sodium  sulfite;  6 mg.  of  sodium  chloride.) 

Multiple-dose  Vials,  10  cc.  (25  mg./cc.),  in  boxes  of  1 , 20  and  100. 
(Each  cc.  contains,  in  aqueous  solution,  25  mg.  of  chlorpromazine 
hydrochloride;  2 mg.  of  ascorbic  acid;  1 mg.  of  sodium  bisulfite, 

1 mg.  of  sodium  sulfite;  1 mg.  of  sodium  chloride;  2%  benzyl  alcohol 
as  preservative.) 

Syrup,  10  mg./teaspoonful  (5  cc.),  in  4 fl.  oz.  bottles.  (Each  5 cc. 
contains  10  mg.  of  chlorpromazine  hydrochloride.) 

Suppositories,  25  mg.  and  100  mg.,  in  boxes  of  6.  (Each  supposi- 
tory contains  25  mg.  or  100  mg.  of  chlorpromazine;  glycerin,  glycery 
monopalmitate,  glyceryl  monostearate,  hydrogenated  cocoanut  oil 
fatty  acids,  hydrogenated  palm  kernel  oil  fatty  acids,  lecithin.) 
Concentrate  (for  hospital  use),  30  mg./cc.,  in  4 fl.  oz.  bottles,  in 
cartons  of  12  and  36,  and  in  gallon  bottles.  (Each  cc.  contains  30  mg. 
of  chlorpromazine  hydrochloride.) 

*’Levophed'  and  'Neo-Synephrine'  are  the  trademarks  (Reg.  U.S. 
Pat.  Off.)  of  Wmthrop  Laboratories  for  its  brands  of  levartereno  I 
and  phenylephrine  respectively. 


When  it’s  mo 


grippe  or 

“flu”thana  simple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 

WIN  CODIN'Tablets 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


LABORATORIES 
New  York  18,  N.  Y. 


New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine ® 10  mg.—  to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)—  to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 tng.— an  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

♦Trademark  tFor  persons  with  vitamin  C deficiency 

Nco-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 


56 

Northwest  Medicine,  January  1962 


OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Blair  J.  Henningsgaard,  M.D.,  Astoria 
secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


Sam  Diack  named  Portland's  First  Citizen 

Samuel  L.  Diack,  Portland  physician,  has  been 
named  “Portland’s  First  Citizen  of  the  Year”  by  the 
Portland  board  of  realtors.  In  September,  Dr.  Diack 
was  named  “Doctor  Citizen  of  the  Year”  by  the 
Oregon  State  Medical  Society. 

He  is  well  known  as  president  and  chairman  of  the 
board  of  the  Oregon  Museum  of  Science  and  In- 
dustry where  he  led  a two  year  campaign  for  funds 
making  its  construction  possible. 

Dr.  Diack  is  director  of  the  Oregon  Tuberculosis 
and  Health  Association  and  formerly  was  a director 
of  the  Portland  chapter  of  the  American  Red  Cross. 
In  addition,  he  is  a new  director  of  the  Portland 
Zoological  Society. 

A 1930  graduate  of  the  University  of  Michigan 
Medical  School,  Dr.  Diack  also  has  a degree  in 
chemical  engineering  from  the  California  Institute 
of  Technology. 

Multnomah  County  Medical  Society  officers  installed 

Norman  A.  David,  professor  of  pharmacology  at 
the  University  of  Oregon  Medical  School,  was  in- 
stalled as  the  76th  President  of  the  Multnomah 
County  Medical  Society,  on  December  1,  at  the 
Sheraton-Portland  Hotel.  Other  officers  installed 
included  G.  Prentice  Lee,  president-elect;  Stanley 
A.  Boyd,  first  vice  president;  Verner  V.  Lindgren, 


second  vice  president;  Willis  J.  Irvine,  secretary,  and 
Ernest  T.  Livingstone,  treasurer. 

Elected  to  serve  on  the  board  of  trustees  of  the 
Oregon  State  Medical  Society  were  the  following: 
J.  Scott  Gardner,  Otto  G.  Page,  and  H.  D.  Colver. 

LOCATION 

V.  E.  Mikkelson  has  assumed  duties  in  Portland 
as  medical  director  of  the  Rehabilitation  Institute  of 
Oregon.  For  the  past  year,  Dr.  Mikkelson  and  his 
family  have  lived  in  Los  Angeles  where  he  was  with 
the  Veteran’s  Administration  Center  as  chief  of 
physical  medicine  and  rehabilitation  and  also  as 
chief  of  medical  services  in  the  center’s  soldiers’ 
home. 

A 1951  graduate  of  the  University  of  Minnesota 
Medical  School,  Dr.  Mikkleson  was  in  general  prac- 
tice in  Grants  Pass  for  six  years  before  deciding 
to  specialize. 


OBITUARY 

dr.  amelia  ziegler,  who  retired  from  formal  prac- 
tice in  1940,  died  in  Portland,  on  December  1,  at 
the  age  of  98.  Born  in  Buffalo,  New  York,  she 
taught  school  in  both  New  York  and  Missouri.  Dr. 
Ziegler  earned  her  medical  degree  at  Woman’s 
Medical  College  in  Kansas  City.  In  1898,  she 
opened  offices  in  Portland  in  the  Alisky  Building. 
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BLAIR  J.  HENNINSGAARD,  M.D. 


By  the  time  this  is  read  by  the  members  of  the 
Oregon  State  Medical  Society,  we  may  already  have 
lost  a significant  portion  of  our  medical  and  economic 
freedom.  Congress  will  be  in  session  and  the  fate  of 
the  King-Anderson  Bill  may  already  have  been  de- 
cided^ I wonder  how  much  mail  opposing  passage 
our  Oregon  delegation  will  have  received.  I wonder 
how  many  doctors  took  the  time  and  trouble  to 
discuss  this  crucial  legislation  with  their  congress- 
men, or  congresswomen,  while  they  were  home 
during  the  recent  recess. 

Your  executive  committee  had  planned  to  have 
each  member  of  the  Oregon  delegation  interviewed 
by  a district-wide  group  of  physicians  to  ascertain 
the  extent  of  each  representative’s  feelings  about  this 
legislation.  We  had  hoped  to  have  these  interviews 
as  a background  for  later  action  by  constituents  and 
OMPAC.  We  feel  that  in  the  House  of  Representa- 
tives we  know  how  they  will  vote,  but  we  do  not 
feel  confident  of  the  depth  of  their  conviction.  Due 
to  a shortage  of  time  and  the  press  of  other  duties, 
these  interviews  were  not  obtained.  I wonder  it 
we  know  where  we  stand. 

In  the  first  Congressional  district,  Walter  Nor- 
blad,  Republican,  an  attorney,  with  seniority  over 
the  entire  Oregon  delegation  seems  to  stand  firmly 
in  favor  of  free  enterprise,  local  control  and  fiscal 
responsibility.  He  has  demonstrated  his  opposition 
to  ever  expanding  Federal  bureaucracy  on  numerous 
crucial  votes  in  the  House.  If  he  is  made  aware  of 
our  stand  and  our  support  I believe  he  will  oppose 
socialized  medicine. 

In  the  second  Congressional  district,  Edith  Green, 
Democrat,  a school  teacher,  a devout  follower  of 
the  President  and  COPE  can  be  expected  to  support 
any  Federal  financing  scheme  which  gets  the  bless- 
ing of  organized  labor.  The  King-Anderson  Bill  is 
no  exception.  Representative  Green  has  stated  pub- 
licly her  support  of  this  legislation.  In  recent  debate 
with  opponents  of  this  socialistic  scheme  she  demon- 
strated a very  superficial  knowledge  of  both  the 
issues  and  principles  involved.  I would  doubt  the 
effectiveness  of  trying  to  change  her  mind;  but  I 


hope  my  friends  in  Multnomah  County  will  make 
a concentrated  and  far-reaching  effort. 

In  the  third  Congressional  district,  Al  Ullman, 
Democrat,  who  has  so  far  been  a very  consistent 
follower  of  the  liberal  Democrat  philosophy  was  a 
recent  victim  of  a tragic  automobile  accident.  I do 
not  know  how  much  time  he  spent  in  Eastern  Ore- 
gon during  the  recess.  I know  that  he  has  many 
good  friends  in  his  district  who  are  conservative 
Democrats  and  opposed  to  socialistic  legislation.  I 
presume  that  his  present  medical  care  is  being  ad- 
ministered by  government  employees.  His  surgery 
and  emergency  care,  judging  by  newspaper  accounts, 
presumably  was  by  private  physicians.  It  might  be 
hoped  that  this  experience  would  modify,  somewhat, 
his  desire  to  promote  socialism  by  supporting  King- 
Anderson  legislation.  We  wish  him  a speedy  re- 
covery and  hope  he  will  counsel  with  his  conserva- 
tive friends  in  the  third  district  and  support  the 
chairman  of  his  own  committee  on  Ways  and 
Means  in  the  House  to  defeat  King-Anderson. 

In  the  fourth  Congressional  district  Edward 
Durno,  Republican,  a physician,  essentially  a western 
liberal,  is  opposed  to  socialized  medicine.  I have 
discussed  this  problem  with  Eddie  on  numerous  oc- 
casions and  support  his  position  wholeheartedly. 
He  believes  that  organized  medicine  must  continue 
to  support  and  expand  pre-payment.  He  believes 
that  the  Kerr-Mills  program  must  be  implemented 
and  even  expanded.  He  believes  the  physicians  must 
convince  the  American  People  of  the  rightness  of 
their  thinking  by  the  effectiveness  of  their  actions. 
I hope  every  opponent  of  socialization  in  every  field 
will  let  Representative  Durno  know  his  thoughts  on 
these  matters. 

I am  not  going  to  attempt  a quick  thumbnail 
sketch  of  our  two  Senators.  First,  because  the  im- 
mediate problem  is  in  the  House  of  Representatives 
and  secondly,  because  this  letter  is  already  too  long. 
Suffice  it  to  say  that  if  this  bill  reaches  the  Senate 
for  action  we  will  have  suffered  a tragic  and  need- 
less defeat.  By  doing  our  best  to  influence  the  four 
representatives,  we  will  have  done  our  job  of  the 
moment.  This  means  your  letters,  your  families’ 
letters,  and  letters  from  friends  who  may  have 
particular  influence  outweighing  even  your  own. 
Finally,  please  remember,  it  is  just  as  important 
to  support  and  encourage  our  friends  as  it  is  to 
defeat  our  enemies. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Rew,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D. , Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


Memorial  loan  fund  authorized 

The  University  of  Washington  Board  of  Regents 
has  authorized  establishment  of  a Warren  B.  Spick- 
ard  medical  student  loan  fund,  in  honor  of  Dr. 
Spickard  who  was  killed  in  a mountain  climbing 
accident  last  summer. 

In  addition  to  his  private  practice,  Dr.  Spickard 
served  as  clinical  associate  professor  of  medicine  at 
the  University  of  Washington  School  of  Medicine. 
His  family  requested  establishment  of  the  loan  fund. 

More  than  $1,000  in  donations  has  already  been 
received.  Loans  from  the  fund  will  be  made  interest- 
free  to  students  during  their  medical  school  and 
internship  years,  with  nominal  interest  thereafter. 
Loans  become  repayable  five  years  after  graduation. 

King  County  Medical  Society  officers  named 

James  W.  Haviland  has  been  installed  as  presi- 
dent of  King  County  Medical  Society  succeeding 
Hugh  W.  Jones.  Waldo  O.  Mills  was  named  presi- 
dent-elect. Other  officers  named  at  the  meeting 
which  took  place  on  December  5 included  Gayton 
S.  Bailey,  secretary-treasurer  and  William  J.  Mc- 
Dougall,  secretary-treasurer-elect. 

Robert  W.  Hoffman,  John  R.  Hogness  and  Glen 
G.  Rice  were  chosen  as  trustees,  and  Robert  E. 
Florer,  Roger  C.  Hendricks  and  Robert  W.  Simpson 
are  new  members  of  the  Judicial  Council. 

Tacoma  internists  to  hold  meeting 

The  Tacoma  Academy  of  Internal  Medicine  will 
hold  its  twelfth  annual  meeting  on  Saturday,  March 
3,  in  Jackson  Hall  at  Tacoma  General  Hospital.  Clin- 
ical discussions  will  be  centered  on  problems  of 
hypertension— beginning  in  the  morning  with  case 
reports  followed  by  didactic  lectures  in  the  afternoon. 
Guest  speakers  include  Travis  Windsor  of  Los 
Angeles  and  Thomas  Alexander  Stamey  of  Orlando, 
Florida.  The  $7.50  registration  fee  includes  social 
hour  and  banquet  in  the  Capri  Room  of  the  Doric 
Motor  Hotel. 


Seattle  Surgical  Society  to  hold  meeting 

The  Annual  Meeting  of  the  Seattle  Surgical  So- 
ciety will  be  held  January  26th  and  27th  in  the 
Olympic  Hotel,  Seattle,  Washington.  The  guest 
speaker  will  be  Ralph  F.  Bowers,  Chief  of  Surgical 
Services  of  the  Veterans  Administration  Teaching 
Hospitals,  Kennedy  Veterans  Hospital,  Memphis, 
Tennessee.  Dr.  Bowers  is  a graduate  of  Johns  Hop- 
kins University  School  of  Medicine  and  served  as 
Resident  Surgeon  at  Cincinnati  General  Hospital  and 


RALPH  F.  BOWERS,  M.D. 

New  York  Hospital.  He  served  as  a junior  and  senior 
faculty  member  in  surgery  at  Cornell  University 
School  of  Medicine,  for  many  years.  During  World 
War  II,  he  served  as  Chief  of  Surgical  Services  at 
Walter  Reed  General  Hospital. 

Dr.  Bowers  is  an  active  clinical  surgeon  with  pri- 
mary interest  in  general  surgery  in  the  classical  sense. 
He  has  written  on  pancreatitis,  common  duct  surg- 
ery, the  surgical  management  of  duodenal  ulcer, 
adrenalectomy  for  hypertension,  the  surgical  man- 
agement of  melanoma  and  many  other  subjects.  His 
writings  are  characterized  by  clinical  applicability, 
sound  surgical  judgment,  good  humor  and  much 
common  sense. 

A program  integrated  with  that  of  the  guest 
speaker’s  interests  is  being  organized  by  the  society. 
All  physicians  in  the  Northwest  are  cordially  invited 
to  attend  these  meetings. 
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WILLARD  B.  REW,  M.D. 


Greetings  to  you  as  together  we  enter  into  a new 
year  of  cooperative  activity.  At  the  present  time  our 
efforts  will  of  necessity  be  concentrated  in  the  poli- 
tical area,  with  both  an  urgent  short  term  problem 
and  an  equally  urgent  long  term  plan.  The  im- 
mediate “crash  program”  is  the  battle  to  obtain 
enough  votes  in  the  House  of  Representatives  to 
stop  the  King-Anderson  bill  with  its  sharp  entering 
wedge  into  the  Welfare  state. 

The  most  effective  weapons  we  have  left  to  us 
at  this  late  date  are  the  letters  to  congressmen  from 
our  friends.  The  campaign  that  you  ladies  put  on 
with  the  coffee  meetings  and  Ronald  Reagan  records 
last  spring  was  immensely  potent.  With  renewed  and 
expanded  activity  along  the  same  lines,  with  in- 
creased activity  on  the  part  of  physicians  themselves, 
an  even  more  impressive  and  influential  flood  of 
letters  can  be  brought  to  bear  upon  the  men  whose 


PRESIDENTS  page 

votes  can  save  or  destroy  the  principle  of  freedom. 
One  cannot*  over-emphasize  the  vital  urgency  of  this 
campaign.  The  issue  may  be  decided  within  a 
matter  of  days  or  weeks.  It  is  truly  a “crash”  pro- 
gram. We  know  that  we  can  count  on  the  ladies  of 
the  Auxiliary  to  give  us  that  same  loyal  unswerving 
support  now  that  they  have  always  given  to  us  in 
the  past. 

The  long  term  program  bears  upon  the  continued 
resistance  to  legislation  of  the  King-Anderson  type, 
but  more  specifically  it  has  to  do  with  the  continu- 
ing expansion  of  AMPAC.  The  membership  of  our 
“better  halves  in  AMPAC  is  just  as  important  as 
the  membership  of  the  doctors  themselves.  As 
AMPAC  grows,  its  educational  function  will  be 
emphasized.  We  must  learn  the  techniques  of  good 
government,  how  to  influence  votes  in  our  own 
precincts,  and  how  to  enlist  support  from  the  many 
friendly  organizations  of  right  minded  citizens  who 
believe  with  us  in  better  government. 

These  are  the  tasks  and  challenges  of  the  coming 
year.  Ladies,  we  welcome  you  to  share  these  tasks 
with  us  in  the  full  knowledge  of  the  fact  that  you 
have  always  been  ready  to  respond  to  our  requests, 
and  capable  of  carrying  out  assignments  with 
splendid  spirit  and  capability. 


Clark  County  meeting 

The  annual  meeting  and  election  of  officers  of  the 
Clark  County  Medical  Society  was  held  at  the  Royal 
Oaks  Country  Club  in  Vancouver  on  Tuesday  even- 
ing, December  5th. 

Following  dinner  and  social  hour  and  during  the 
regular  business  meeting,  the  membership  elected 
the  following  to  office  for  1962: 

Joseph  Gill,  President-Elect,  Dennis  Seacat,  Sec- 
retary, A.  A.  Dyck,  Treasurer,  John  Vaughan,  2 yr. 
Delegate,  H.  L.  Eldridge,  1 yr.  Delegate,  Charles 
Strong,  2 yr.  Alternate,  Edward  LaLonde,  I yr. 
Alternate. 

Cowlitz  County  Medical  Society  holds  meeting 

Fred  H.  Bishop  was  elected  president  of  the  Cow- 
litz County  Medical  Society  at  the  regular  scientific 
and  business  meeting  on  November  28.  Other  of- 
ficers named  were  Stanley  R.  Norquist,  president- 
elect; William  Blackstone,  secretary;  John  A.  Nelson, 
delegate  and  William  Johnson,  alternate  delegate. 

Vancouver  internist,  H.  P.  Dvgert  delivered  an 


address  on  “The  Doctor  and  his  Political  Responsi- 
bilities.” He  pointed  out  that  the  doctor’s  vote  is 
rarely  considered  important  by  politicians  because 
he  is  seldom  involved  in  politics.  This  is  wrong,  he 
added,  because  as  a group,  physicians  constitute  a 
sizeable  body  of  informed  and  educated  citizens. 

Measles  vaccine  to  be  tested  in  Shoreline  schools 

Four  Shoreline  district  schools,  near  Seattle,  have 
been  selected  to  participate  in  a test  of  a new  measles 
vaccine.  Prior  to  its  release  for  common  use,  the 
vaccine  is  being  tested  for  effectiveness  in  five 
cities  in  the  nation.  In  Seattle,  the  study  is  being 
sponsored  by  the  University  of  Washington  Depart- 
ment of  Preventive  Medicine  with  the  co-operation 
of  the  Seattle-King  County  Health  Department. 
Children  who  participate  will  be  given  injections 
monthly  starting  December  11. 

E.  Russell  Alexander,  assistant  professor  of  pre- 
ventive medicine,  said  the  vaccine  has  been  used 
on  1 (),()()()  children  without  ill  effect  other  than 
ordinary  vaccination  reaction.  It  is  a killed-virus 
type. 
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LOCATION 

Victor  S.  Cipolla,  formerly  of  Bridgeport,  Con- 
necticut, has  entered  the  practice  of  pediatrics  in 
Spokane  in  association  with  H.  D.  Carnahan.  Dr. 
Cipolla  graduated  from  Georgetown  University 
School  of  Medicine  in  1956  and  served  his  resi- 
dency in  pediatrics  at  Children’s  Hospital  in  Wash- 
ington, D.C. 


OBITUARY 

DR.  ERNEST  EDWARD  HARDY,  77,  died  ill  PrCSCOtt  Oil 
November  12,  of  a heart  attack.  Born  in  Dow  City, 
Iowa,  he  graduated  in  1912  from  Wayne  State 
University  College  of  Medicine  in  Detroit,  Michi- 
gan. After  World  War  I,  he  moved  to  Prescott  where, 
in  addition  to  his  duties  as  physician,  he  operated 
a drug  store  for  many  years  before  his  retirement  in 
1960. 
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vi-syneral  vitamin  drops  fortified 

1.  provides  vitamin  Bj,. 

2.  100%  natural  vitamin  A complex. 

3.  100%  natural  vitamin  D complex. 

4.  vitamin  E to  reduce  susceptibility  of  red  blood  cells 
to  hemolysis. 

5.  vitamins  A,  D,  and  E made  aqueous*  for  far  faster 
and  more  complete  absorption  and  utilization. 

6.  vitamin  . . . anticonvulsant  vitamin. 

7.  lipotropic  agents. 

8.  other  essential  B complex  factors  and  vitamin  C. 

9.  delicious  fruity  flavor. 

10.  no  burps  ...  no  fish  oil  taste  or  odor  . . . allergens 
removed. 

* Protected  by  U.S.  Pat.  No.  2,417,299  owned  and  controlled  by 
U.S.  Vitamin  and  Pharmaceutical  Corporation. 

SAMPLES  of  new  VI-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 


u.s.  vitamin  & pharmaceutical  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division)  • New  York  17,  N.Y. 
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Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  “reminder''  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B,2  Crystalline 

4 mcgrr 

Calcium  Pantothenate 

20  mt 

Recommended  intake:  Adults,  1 capsule  dai1 
or  as  directed  by  physician,  for  the  treatmer 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 
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Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Robert  E.  Staley,  M.D.,  Kellogg 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1962,  Sun  Valley 


Southwestern  Idaho  officers  named 

New  officers  for  the  Southwestern  Idaho  District 
Medical  Society  for  the  coming  year  are: 

President,  R.  George  Wolff,  Homedale;  Vice- 
President,  John  F.  Stecher,  Caldwell;  Secretary, 
Henry  C.  Wesche,  Nampa;  Treasurer,  Hal  E.  Rey- 
nolds, Caldwell;  Council  Member,  W.  B.  Ross,  Nam- 
pa. 

Delegates:  (Terms  running  to  1962)  Donald  J. 
Baraneo,  J.  Lesley  Montgomery,  both  of  Caldwell; 

A.  H.  Rossomando,  Nampa;  John  F.  Moser,  Cascade. 
(Term  expiring  1963)  James  R.  Mann,  Parma. 
(Terms  expiring  1964)  Joseph  Saltzer,  Nampa,  and 
Oaks  H.  Hoover,  Caldwell. 

Alternate  Delegates:  R.  P.  Rawlinson,  Emmett; 
Margery  Moser,  Cascade;  S.  C.  Taylor,  F.  W.  Cot- 
trell, Kenneth  E.  Droulard,  J.  Robert  Mangum  and 
W.  B.  Ross,  all  of  Nampa. 

Interim  Session  to  be  in  Idaho  Falls 

The  Third  Interim  Session  of  the  House  of  Dele- 
gates of  the  Idaho  State  Medical  Association  will  be 
held  at  the  Flamingo  Motel,  Idaho  Falls,  January 
26-27,  1962,  President  Robert  E.  Staley,  reports. 

All  Delegates  have  received  a Reservation  Request 
Card.  Please  fill  in  the  card  and  drop  into  the  mail. 
Signify  whether  your  wife  will  accompany  you  or 
whether  you  will  share  a room  with  one  of  your  col- 
leagues. 

George  M.  Fister,  Ogden,  Utah,  President- 
Elect  of  the  American  Medical  Association,  will  be 
Guest  Speaker  at  the  banquet  of  the  House  of  Dele- 
gates in  the  Flamingo  Dining  Room  on  Friday  even- 
ing, January  26. 

A quick  summary  of  the  Program  for  the  Interim 
Session  follows: 

Friday,  January  26  (1:00  p.m.  Opening  Session). 
Appointment  of  delegates  will  be  made  to  the  refer- 
ence committees.  Each  delegate  will  serve  as  a mem- 
ber of  one  of  the  reference  committees. 

Keynote  address  by  President  Robert  E.  Staley, 
Kellogg. 


Reading  and  Reference  of  Association  Committee 
reports. 

Report  of  the  Annual  meeting  of  the  AMA,  and 
Interim  Session  of  the  AMA. 

Presentation  of  the  new  Calendar  Year  Audit. 

Reading  and  Reference  of  Resolutions. 

Report  on  the  “Medical  Self-Help  Training  Pro- 
gram.” 

Progress  report  of  the  South  Idaho  Medical  Service 
Bureau. 

A social  hour  will  begin  at  7:00  p.m.,  followed  by 
Dinner  at  8:00  p.m.  Dr.  Fister  will  deliver  his  ad- 
dress following  dinner. 

Saturday,  January  27  (8:00  a.m.)  Open  Hearings 
of  the  Four  Reference  Committees: 

A.  Legislation  and  Public  Relations. 

B.  Insurance,  Medical  Affairs  and  Welfare. 

C.  Officers  and  Secretary. 

D.  Miscellaneous  Business. 

Consideration  of  committee  reports  and  resolu- 
tions. 

Luncheon  will  be  served  at  12:30  p.m. 

From  2 p.m.  to  6 p.m.  the  House  of  Delegates 
will  consider  and  take  action  on  the  reports  and 
resolutions  presented  by  the  Reference  Committees. 

The  number  of  Delegates,  by  society  to  be  seated, 
based  on  paid-up  membership  in  1961,  is  as  follows: 

Bonner-Boundary— 1;  Kootenai-Benewah— 2;  Sho- 
shone County— 1;  North  Idaho  District— 6;  Ada 
County— 10;  Southwestern  Idaho— 6;  South  Central 
—9;  Southeastern  Idaho— 6;  Idaho  Falls— 6;  Upper 
Snake— 2;  and  Bear  River  District— 1.  Total— 50. 

Meetings  scheduled 

Jan.  20-21  McCall.  Southwestern  Idaho  District 
Medical  Society.  Skiing  in  the  morning  on  Brundage 
Mountain.  Scientific  session  in  the  afternoon  and 
on  Sunday  morning.  Contact  Samuel  C.  Taylor,  107 
12th  Ave.  So.,  Nampa,  for  additional  details,  and 
reservations. 

May  4-5  Boise.  Elks  Rehabilitation  Center  scien- 
tific program.  For  details  contact  J.  J.  Coughlin,  1015 
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No.  8th,  Boise.  Guest  Speaker  will  be  Gustave 
Gingras,  Montreal,  Canada,  Professor  of  Physical 
Medicine  and  Rehabilitation,  University  of  Montreal. 

Upper  Snake  River  officers  named 

New  Officers  for  the  Upper  Snake  River  Medical 
Society  for  the  coming  year  are: 

President— Blaine  H.  Passey,  Rexburg. 

Vice-President— Emory  L.  Soule,  St.  Anthony. 

Secretary— Lester  J.  Peterson,  Rexburg  (re-elected) 

Treasurer— Robert  R.  Klamt,  St.  Anthony. 

Delegates— Murland  F.  Rigby  and  O.  D.  Hoffman, 
both  of  Rexburg. 

Alternate  Delegates— Clifford  B.  Rigby.  Rigby,  and 
Robert  R.  Klamt,  St.  Anthony. 

Soule  named  president  of  general  practitioners 

The  Eastern  Idaho  Chapter  of  the  American 
Academy  of  General  Practice  has  named  E.  L.  Soule 
of  St.  Anthony  as  president  to  succeed  O.  D.  Hoff- 
man of  Rexburg.  J.  L.  Bingham  of  Idaho  Falls  was 
chosen  vice-president,  and  Wendell  Petty  of  Shelley 
is  to  be  secretary. 

Idaho  Thoracic  Society  holds  clinical  meeting 

First  Clinical  Meeting  of  the  Idaho  Thoracic  So- 
ciety was  held  at  Sun  Valley  on  January  9-10.  Guest 
speakers  included  Edward  Morgan,  Seattle,  and 
Irvine  Kass,  Denver.  C.  Dean  Packer,  Blaekfoot,  is 
President  of  the  society,  and  A.  Scott  Earle,  Sun 
Valley,  is  Chairman  of  the  Education  Committee. 

Sun  Valley,  January  12-13:  Idaho-Utah  regional 
meeting  of  the  American  College  of  Physicians. 
Speakers  at  the  session  include  Byron  T.  Weeks, 
Idaho  Falls;  Franklin  M.  Hanger,  Staunton,  Virginia; 
John  W.  Athens,  Salt  Lake  City;  George  E.  Cart- 
wright, Salt  Lake  City;  B.  L.  Kreilkamp,  Twin  Falls; 
Edward  C.  Rosenow,  Jr.,  Philadelphia;  Harold 
Brown,  Dallas,  Texas  and  George  R.  Baker,  Boise. 

Boise,  Feb.  15:  Combined  scientific  meeting  of  the 
Southwestern  Idaho  District  Medical  Society  and 
the  Ada  County  Medical  Society.  Guest  Speaker 
will  be  Gunnar  B.  Stickler,  Mayo  Clinic,  Rochester, 
Minn.  James  J.  Coughlin,  Boise,  is  Program  Chair- 
man. 

Boise,  February  28-March  1-3:  At  the  Stardust 
Motel.  Second  Continuing  Education  Seminar  “New 
Trends  in  Public  Health  in  Stroke  Rehabilitation,” 
•sponsored  by  the  Western  Regional  office  of  the 
Western  Branch  of  the  American  Public  Health 
Association. 

Society  events 

G.  L.  Voelz,  Idaho  Falls,  Idaho  Chief  of  the  Nledi- 
ical  Service  Branch  of  the  Atomic  Energy  Commis- 
sion, was  featured  speaker  at  the  monthly  meeting 
on  October  21,  in  Pocatello,  of  the  Southeastern 
Idaho  District  Medical  Society. 


E.  L.  Gallivan,  Coeur  d’Alene,  was  the  1961  win- 
ner of  the  Kootenai-Benewah  Society’s  Seventh  An- 
nual Fishing  Derby  held  at  Lake  Pend  Orielle  on 
November  1.  Dr.  Gallivan  hooked  a 12-1/2  pound 
Kamloop.  Runner-up  in  the  event  was  Donald 
Gumprecht,  Coeur  d’Alene.  A dozen  members  of 
the  society  participated.  It  sounds  like  a lot  of 
fun  and  the  society  may  accept  members  of  other 
societies  if  applications  are  filed  well  in  advance  of 
1962  event. 

Honored:  Joseph  W.  Marshall,  Twin  Falls,  was 
awarded  one  of  the  highest  honors  in  scouting  when 
he  was  presented  with  the  Silver  Antelope  Badge 
at  ceremonies  in  Yakima,  Washington,  in  October. 
The  presentation  was  made  by  Chief  Scout  Execu- 
tive Joseph  Brinton,  Jr.,  of  New  Brunswick,  New 
Jersey. 

Boise  surgeons  elect  officers 

New  Officers  of  the  Boise  Valley  Chapter  of  the 
American  College  of  Surgeons,  for  the  coming  year 
elected  during  the  society’s  December  2 meeting  are: 

President:  Samuel  C.  Taylor,  Nampa. 

President-Elect:  Richard  A.  Forney,  Boise. 

Secretary-Treasurer:  J.  K.  Helferty,  Boise  (re- 
elected) 

Councilor:  Norman  G.  Hedemark,  Boise. 

James  H.  Hawley,  Boise,  was  retiring  President. 

State  Board  of  Medicine  Section 

Regular  meeting  of  the  State  Board  of  Medicine 
for  purposes  of  granting  licensure  and  conducting 
Board  business  was  held  in  Boise,  January  8,  9, 
and  10,  1962.  One  Temporary  License  was  granted 
in  November: 

Charles  E.  Melcher,  Mountain  Home.  Graduate 
University  of  Buffalo  School  of  Medicine,  June  10, 
1936.  Internship  Hamot  Hospital,  Erie,  Pa.,  1936-37. 
Industrial  Medicine. 

One  Temporary  License  was  granted  during  De- 
cember to:  Glen  S.  Hogle,  Burley.  Graduate  Uni- 
versity of  Cincinnati  College  of  Medicine,  June  1951. 
Internship  University  Hospitals,  Madison,  Wise., 
1951-52.  Residency  same,  1952-56.  Surgery. 


OBITUARY 

dh.  o.  mark  braaten,  34,  Potlatch,  died  in  Mos- 
coic  at  the  Gritman  Memorial  Hospital,  November 
30,  1961.  Born  September  21,  1927,  in  Madagascar 
where  his  parents  were  missionaries.  Dr.  Braaten 
attended  the  University  of  Minnesota  and  received 
his  medical  degree  from  Yale  University  Medical 
School  in  1952.  He  interned  at  the  Edward  W.  Spar- 
row Hospital,  Lansing,  Michigan,  the  following  year. 
Dr.  Braaten  was  licensed  to  practice  in  Idaho  in 
Jidy,  1953,  and  had  resided  in  Potlatch  since  that 
time. 
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PRESIDENTS  page 


ROBERT  E.  STALEY,  M.D. 


VI  New  Year’s  Message  from 
President  Robert  E.  Staley” 

We  are  approaching  the  Third  Interim  Session  of 
the  House  of  Delegates  of  the  Idaho  State  Medical 
Association.  This  meeting  will  afford  Delegates  from 
each  of  our  Eleven  Component  Societies  the  oppor- 
tunity to  reflect  their  thinking  as  well  as  interpret 
the  thinking  of  your  association  Officers  and  Coun- 
cilors. 

Because  of  my  position  in  organized  medicine,  1 
have  been  exposed  more  forcefully  and  frequently 
to  the  political  problems  we  face.  There  remains 
no  doubt  that  the  administration  of  our  federal  gov- 
ernment and  their  social  planners  have  a program 
for  the  socialization  of  medicine  and  are  intent  upon 


passing  the  King-Anderson  Bill  (H.R.  4222)  in  the 
next  session  of  Congress. 

Possibly  it  is  a reflection  of  our  political  inertia 
and  our  dedicated  ideals  that  we  now  find  ourselves 
having  to  battle  for  the  right  of  freedom  of  voca- 
tion. 

Too  long  have  such  organizations  as  the  U.  S. 
Chamber  of  Commerce,  Farm  Bureau,  insurance  in- 
dustry, and  our  allied  professions  waited  for  the 
individual  physicians  to  establish  an  initiative.  They 
are  willing  to  help  us,  but  only  when  we  declare  the 
way! 

Now  is  the  time  for  us  to  re-dedicate  ourselves  to 
those  principles  of  freedom  in  which  we  believe. 

This  must  be  done  vocally,  morally  and  financially. 
Let  me  remind  you  that  the  social  planners  can 
foster  and  lose  this  legislation  again  and  again,  but 
we  can  lose  only  once! 

Very  respectfully , 
Robert  E.  Staley,  M.D.,  President 
Idaho  State  Medical  Association 


Final  resolution  considered  at  June  meeting 

Following  is  the  last  Resolution  considered  by  the 
House  of  Delegates  at  the  69th  annual  meeting  of 
the  association  at  Sun  Valley  last  June. 

Resolution  No.  “H”  (as  amended) 

Whereas,  the  Idaho  State  Medical  Association, 
with  the  Idaho  State  Board  of  Education  and  the 
Governor  of  Idaho,  invited  the  Association  of  Ameri- 
can Medical  Colleges  and  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical 
Association,  to  send  a survey  team  to  Idaho  to  de- 
termine the  feasibility  of  establishing  a two-year 
school  of  medicine  in  the  state,  and 

Whereas,  this  visitation  and  survey  was  conducted 
May  23,  24,  25,  1961,  and 

Whereas,  the  report  of  the  consultation  by  the 
team  representing  the  Liaison  Committee  on  Medi- 
cal Education  has  been  submitted  to  all  members  of 
the  1961  House  of  Delegates  of  the  Idaho  State 
Medical  Association,  and 

Whereas,  this  report  contains  the  following  state- 
ments: 

“1.  The  visiting  team  feels  that  there  are  definite 
potentialities  for  a two-year  graduate  school  of  medi- 
cal sciences  located  in  Idaho. 

“2.  Plans  should  proceed  for  the  state  to  develop 
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its  own  medical  school  since  several  years  will  elapse 
between  the  time  the  decision  is  made  and  the  school 
is  in  actual  operation,  these  plans  should  proceed 
with  such  speed  as  is  consistent  with  thorough  and 
deliberate  planning,”  and 

Whereas,  the  specific  recommendation  is  made 
that  a more  detailed  study  in  relationship  to  the 
establishment  of  a new  graduate  school  of  medical 
sciences  be  instituted  and  that  such  a study  can  be 
expected  to  require  from  one  to  two  years  and  to  cost 
between  $25,000.00  and  $75,000.00, 

Now  Therefore  Be  It  Resolved, 

1.  That  the  Idaho  State  Medical  Association 

accept  the  report  of  the  consultation  by  the  team 
representing  the  Liaison  Committee  on  Medical  Edu- 
cation, and 

2.  That  the  Idaho  State  Medical  Association  pro- 
ceed promptly  to  institute  the  recommended  detailed 
study  in  relationship  to  the  establishment  of  a new 
graduate  school  of  medical  sciences  in  the  State  of 
Idaho,  and 

3.  That  the  Idaho  State  Medical  Association 

make  application  for  a grant  of  $50,000.00  or  more 
from  private  foundations  interested  in  aiding  and 
financing  such  a study  to  pay  the  costs  of  the  study. 

The  Resolution  was  adopted. 

Nd? 

e,  January  1962 


Subcommittee  hearings  were  " political  rallies'' 

The  three  hearings  conducted  by  Democratic  Sen- 
ator Frank  Church  this  month  and  identified  as 
hearings  by  the  “sub-committee  of  the  Special  Com- 
mittee on  Aging  of  the  U.S.  Senate,”  turned  out  to  be 
“political  rallies”  and  in  some  instances  were  “rig- 
ged” with  selected  oldsters  and  union  officials  push- 
ing for  the  King-Anderson  Bill  or  something  similar. 

The  hearings  were  held  in  Pocatello,  November 
13;  Boise,  November  15,  and  Spokane,  Washington, 
November  17. 

Charges  of  “politics”  hit  when  it  was  learned  that 
the  Kennedy  Administration  was  “pressing  with 
every  means  at  its  disposal  for  passage  of  the  King- 
Anderson  Bill  during  the  next  session  of  Congress. 

A secondary  charge  of  “politics”  came  when  it 
was  found  that  the  hearings  were  to  furnish  presid- 
ing senators,  many  of  whom  must  stand  for  re-elec- 
tion in  1962,  with  a pre-campaign  opportunity  of 
wooing  elderly  voters. 

The  “rigged”  charge  was  made  when  Federal 
Civil  Service  Employes  of  the  Social  Security'  Ad- 
ministration supplied  selected  “witnesses”  who  were 
in  favor  of  expanding  Social  Security  to  cover  all 
phases  of  medical  and  hospital  care. 

The  possibility  exists  that  violations  of  the  so- 
called  “Hatch  Act”  occurred  at  all  three  hearings. 

Senator  Church  can  be  expected  to  seek  re-elec- 
tion in  Idaho  next  year  and  you  can  be  sure  that  he 
will  receive  considerable  financial  support  from  the 
AFL-CIO  political  organization  known  as  COPE. 

Nearly  all  of  the  testimony  presented  at  the  hear- 
ings was  against  the  King-Anderson  Bill  or  proposals 
of  a similar  nature. 

The  support  for  the  King-Anderson  proposal  came 
from  a few  older  citizens  brought  to  the  hearings  by 
employes  of  the  Social  Security  Administration.  Rep- 
resentatives of  labor  organizations  testified  for  ex- 
pansion of  the  Social  Security  Program. 

A number  of  people  would  be  willing  to  bet  that 
within  a short  time  Senator  Church  will  issue  a press 
statement  to  the  effect  that  he  has  “found  tremen- 
dous support  for  the  King-Anderson  Bill  and  ex- 
pansion of  the  Social  Security  Program”  to  provide 
medical  care  for  everyone! 

Another  interesting  item  that  came  out  during  the 
hearings  which  substantiated  the  charge  of  “politics” 
even  more,  was  that  Democratic  members  of  the 
“Senate  Special  Committee  on  Aging,”  chairmaned 
by  Democratic  Senator  Pat  McNamara  of  Michigan, 
have  already  agreed  upon  the  results  of  the  hear- 
ings and  will  come  out  for  full  implementation  of 
the  King-Anderson  Bill,  or  maybe  something  broader 
when  Congress  reconvenes  in  January. 

Still  more  along  this  line  is  the  fact  that  the  so- 
called  “Sub-Committee”  which  designated  Senator 
Church  as  the  “presiding  senator”  for  the  three  meet- 
ings, was  appointed  after  Congress  had  adjourned. 

Since  Congress  recessed,  President  Kennedy;  Sec- 
retary of  Health,  Education  and  Welfare  Abraham 
Ribieoff;  Secretary  of  Labor  Arthur  Goldberg,  and 


many  other  cabinet  members,  aided  by  Walter  Reu- 
ther  and  other  labor  leaders  throughout  the  country 
have  been  “working  hard  digging  up  support  for 
expansion  of  the  Social  Security  Program  through 
enactment  of  the  King-Anderson  Bill.” 

The  Idaho  State  Medical  Association  was  repre- 
sented by  two  physicians— Dr.  E.  V.  Simison,  Poca- 
tello, Past-President  of  the  association  and  Idaho 
National  Legislative  Keyman,  and  President  Robert 
E.  Staley,  Kellogg. 

Dr.  Simison  presented  official  testimony  at  the 
Pocatello  hearing,  and  Dr.  Staley  at  the  Boise  hear- 
ing. Both  turned  in  excellent  performances. 

During  the  Pocatello  affair,  a number  of  physicians 
presented  testimony  either  formally  or  informally. 
Those  who  appeared  included  Jay  P.  Merkley,  rep- 
resenting the  Southeastern  Idaho  District  Medical 
Society;  Lloyd  S.  Call,  representing  the  Idaho  So- 
ciety of  Internal  Medicine;  H.  J.  Hartvigsen,  Ban- 
nock County  Physician;  Taylor  F.  Cottle,  Merrill 
J.  Sharp,  John  W.  Casper,  Idaho  Falls,  representing 
the  Bonneville  County  Commissioners,  and  Reid  H. 
Anderson,  Idaho  Falls.  Mrs.  W.  L.  James,  Rupert, 
association  Auxiliary  Legislative  Chairman,  also  pre- 
sented testimony. 

At  the  Pocatello  meeting,  26  society  members  and 
an  equal  number  of  members  of  the  Auxiliary  at- 
tended the  hearings.  The  sincere  thanks  of  the 
association  officers  is  extended  to  John  E.  Comstock, 
Pocatello,  President  of  the  Society;  Mrs.  Richard  K. 
Gorton,  Pocatello,  Past-President  of  the  Woman’s 
Auxiliary;  Mrs.  Denis  L.  Wight,  Pocatello,  Presi- 
dent of  the  Southeastern  Auxiliary,  and  all  others 
who  attended  the  session. 

The  hearing  in  Boise  was  attended  by  a few  mem- 
bers of  the  auxiliary  and  the  society. 

We  were  represented  at  the  Spokane  hearing  by 
a half  a dozen  members  of  the  auxiliary  and  a few 
society  members  from  North  Idaho. 

Text  of  statements  by  physicians  at  hearings 

Dr.  Staley’s  statement  was  given  in  Boise,  November 
15. 

I am  Dr.  Robert  E.  Staley.  I am  President  of  the 
Idaho  State  Medical  Association.  I am  engaged  in  the 
private  practice  of  medicine  and  surgery  in  Kellogg, 
Idaho.  I received  my  medical  education  at  the  Uni- 
versity of  Nebraska  School  of  Medicine  in  Omaha. 
I have  been  a resident  of  Idaho  since  May  19,  1939, 
when  I received  my  license  to  practice  medicine  and 
surgery.  My  wife  and  I have  five  children,  three 
girls  and  two  boys. 

I would  like  to  extend  to  you,  Senator  Church,  the 
sincere  appreciation  of  the  members  of  the  medical 
profession  in  Idaho  for  giving  us  this  opportunity  to 
express  our  views  and  opinions  on  the  matter  of 
medical  care  for  our  elder  citizens. 

The  medical  profession’s  interest  in  the  aged  is 
by  no  means  recent— nor  has  it  been  slight.  I would 
like  to  point  out  to  this  committee  that  the  American 
Medical  Association  in  1955  formed  a Committee  on 
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Aging.  During  1959-60  this  committee  and  all  the 
state  medical  associations  sponsored  nine  regional 
conferences  on  aging,  involving  both  lay  and  profes- 
sional leaders  from  many  fields  of  interest.  More 
than  5,500  people  attended  as  representatives  of  ag- 
riculture, industry,  labor,  churches,  schools,  govern- 
ment, women’s  groups,  service  clubs,  retired  per- 
sons’ organizations,  communications  media,  civic 
planning  groups,  and  the  medical  profession. 

All  state  medical  associations  and  more  than  100 
county  medical  societies  have  active  committees  on 
aging.  The  activities  of  these  groups  are  diverse  and 
I think  it  would  be  well  if  I listed  a few  of  them 
before  this  committee.  They  include: 

Sponsorship  of  conference  on  aging;  promotion  of 
health  maintenance  programs;  sponsorship  of  volun- 
tary health  insurance  and  prepayment  programs  for 
persons  over  65;  improvement  of  state  and  local  in- 
digent care  programs;  stimulation  of  nursing  home 
construction;  promotion  of  homemaker  services,  home 
care  programs,  rehabilitation  services  in  nursing 
homes,  and  other  special  health  care  programs. 

State  and  county  societies  through  their  commit- 
tees on  aging  are  sponsoring  programs  and  dissem- 
inating publications  to  acquaint  the  physicians  and 
other  interested  persons  with  new  discoveries  and 
techniques  in  the  care  of  the  older  patient. 

I call  to  the  attention  of  members  of  the  commit- 
tee such  publications  as:  “Medicine’s  Blueprint  for 
The  New  Era  of  Aging,”  “A  Positive  Health  Program 
for  Older  Persons,”  “Health  Aspects  of  Aging,”  and 
others. 

In  its  continuing  interest  in  the  question  of  aging, 
the  medical  profession  is  gathering  data  in  the  fol- 
lowing areas:  1.  economic  resources  among  older 
people;  2.  the  effect  of  reduced  employment  op- 
portunities on  the  health  of  older  persons;  3.  the 
relative  ability  of  persons  under  and  over  65  to  pay 
for  hospital  care. 

Today  Idaho  has  a medical  population  in  excess 
of  550  physicians.  All  specialty  fields  are  represented. 

The  Idaho  State  Medical  Association  willingly 
provides  leadership  and  guidance  to  many  agencies 
and  organizations  within  the  state,  including  the 
State  Department  of  Public  Health,  the  crippled  chil- 
dren’s service  and  such  voluntary  agencies  as  the 
cancer  society,  tuberculosis  association,  national 
foundation  and  many  others. 

In  cooperation  with  the  State  Department  of 
Public  Assistance  the  officers  of  the  Idaho  State 
Medical  Association  assisted  in  the  implementa- 
tion of  the  Kerr-Mills  program. 

During  September  a total  of  993  persons  re- 
ceived benefits  under  the  Kerr-Mills  program,  with 
expenditures  totaling  $155,442.44.  Of  this  amount 
$131,347.60  was  expended  for  nursing  home  care 
and  $24,094.84  was  utilized  for  physicians  and 
hospital  care.  Of  this  latter  figure,  physicians  re- 
ceived $9,052.26  and  hospitals  $15,042.58. 

Our  association  has  been  active  in  encouraging 
private  insurance  companies  to  make  prepaid  medi- 


cal care  programs  available  for  persons  over  65. 
At  present  there  are  more  than  50  companies  pro- 
viding medical,  surgical  and  hospital  coverage  to  our 
elderly  friends  at  nominal  fees. 

For  more  than  15  years  the  physicians  in  the 
10  northern  Idaho  counties  have  sponsored  the 
North  Idaho  Medical  Service  Bureau  which  pro- 
vides medical-surgical-hospital  care  to  low  income 
groups.  This  program  is  sufficiently  flexible  to 
provide  excellent  coverage  for  a major  portion  of 
the  workers  in  this  area.  Beneficiaries  of  this  pro- 
gram are  permitted  at  the  time  of  retirement  to 
continue  their  coverage.  One  of  the  large  industrial 
groups  covered  by  this  plan  permits  its  employes 
at  retirement  age  to  continue  their  hospital,  medical 
and  surgical  coverage  at  a cost  of  $1.50  a month. 

In  recent  months  the  physicians  in  south  Idaho 
have  been  actively  engaged  in  the  formation  of  a 
Blue  Shield  type  of  prepaid  medical  care  program, 
and  it  is  expected  that  within  a reasonable  period  of 
time  that  program  will  be  offered  to  residents  of 
this  section  of  the  state. 

We  believe  that  local  and  existing  state  programs 
such  as  the  Kerr-Mills  Bill,  represents  the  natural 
development  and  implementation  of  the  community  s 
responsibility  for  its  members.  Such  programs  recog- 
nize the  individual’s  right  to  call  upon  his  neigh- 
bors if  and  when  he  needs  help.  They  do  not  force 
upon  him  specious  promise  of  protection  in  which 
he  has  no  choice  and  which  bears  no  necessary  re- 
lationship to  his  real  problem.  We  believe  that  any 
federal  medical  care  program  which  cuts  across 
and  is  in  conflict  with  existing  programs  can  only 
be  uneconomical,  inefficient,  confusing,  and  in  the 
end  destructive  of  good  medical  care. 

The  members  of  the  Idaho  State  Medical  Asso- 
ciation feel  deeply  that  the  King  Bill  (H.B.  4222), 
is  an  approach  to  socialized  medicine  because  it 
sets  up  an  irreversable,  continually-expanding  sys- 
tem of  federally  controlled,  conducted  and  super- 
vised medical  care  for  millions  of  Americans. 

It  is  socialized  because  the  federal  government 
on  the  basis  of  increased  social  security  taxation 
develops  a fund  eventually  amounting  to  billions  of 
dollars  which  it  will  spend  without  any  intermedia- 
tion by  the  community,  county  or  state. 

Good  health  is  far  more  than  the  mere  absence  of 
disease  or  infirmity.  This  is  only  its  negative  side. 
Health  is  also  the  positive  state  of  physical,  mental 
and  social  well-being. 

The  practice  of  medicine  is  truly  the  ultimate  in 
one  human-being’s  service  to  another.  The  sort  of 
service  you  must  be  able  to  choose  and  change 
freely  to  fit  your  own  needs.  It  is  a kind  of  service 
relationship  which  requires  respect  and  confidence 
and  the  kind  of  individualized  attention  which  can- 
not possibly  be  reduced  to  legislative  regimentation. 

In  conclusion,  the  physicians  of  Idaho  will  con- 
tinue to  provide  the  best  medical  care  to  all  of  our 
citizens,  but  we  prefer  to  do  it  the  voluntary  way. 

Thank  you. 
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Dr.  Simisons  statement  was  given  in  Pocatello,  No- 
vember 13. 

I am  Dr.  E.  Victor  Simison,  I am  a Past-President 
of  the  Idaho  State  Medical  Association.  I am  en- 
gaged in  the  private  practice  of  medicine  and 
surgery  in  Pocatello  and  have  practiced  in  Idaho 
since  being  licensed  in  October  1938. 

I appear  before  you  as  a private  physician  and 
feel  that  I would  be  derelict  in  my  duty  as  a medi- 
cal doctor  and  a citizen  if  I did  not  speak  out  against 
the  use  of  the  unfortunate  economic  status  of  a seg- 
ment of  our  senior  citizen  population  to  promote 
compulsory  health  care  for  all  of  the  aged  through 
the  Social  Security  scheme. 

A vast  majority  of  the  physicians  in  Idaho  as  well 
as  the  nation  believe  that  any  federally  administered 
medical  care  program  would  be  bad  medicine  for 
the  people  of  our  state  and  country. 

I do  not  believe  that  a majority  of  the  residents  of 
Idaho  would  doubt  for  a moment  the  concern  the 
physicians  have  for  the  medical  care  of  our  resi- 
dents—young  or  old.  Our  doctors  have  traditionally 
reduced  or  eliminated  their  charges  to  those  who 
are  in  financial  difficulty. 

I am  certain  all  here  realize  that  physicians  con- 
tribute their  services  to  the  needy  in  hospitals  and 
clinics  throughout  our  state  and  nation. 

Physicians  in  many  instances  have  adjusted  their 
fees  so  that  low-cost  health  insurance  and  prepay- 
ment plans  for  persons  over  age  65  could  be  de- 
veloped. Physicians  have  joined  in  the  efforts  to  re- 
duce inflation  so  that  the  income  and  savings  of  the 
elderly  will  sustain  them  in  their  latter  years.  Phy- 
sicians have  campaigned  for  programs  of  jobs  for 
the  aged  and  against  compulsory  retirement  at  a 
chronological  age.  Physicians  have  supported  FHA- 
guaranteed  loans  for  the  construction  of  more  nurs- 
ing homes,  and  have  participated  in  the  raising  of 
nursing  home  standards. 

To  contend  that  physicians,  the  Idaho  State  Medi- 
cal Association  or  the  American  Medical  Associa- 
tion, are  apathetic  or  disinterested  in  the  medical 
care  problems  of  the  elderly  is  utterly  ridiculous. 

To  the  aged,  to  all  taxpayers,  and  to  all  in- 
terested in  the  issue  of  medical  care,  including 
medical  care  of  the  aged,  and  its  financing,  1 would 
like  to  say: 

Physicians  believe  that  medical  care  should  be 
available  to  all  citizens,  regardless  of  age  or  ability 
to  pay.  We  believe  ardently  in  helping  those  who 
need  help  to  finance  their  medical  expenses.  We  do 
not  believe  that  tax  dollars  of  the  working  people 
of  Idaho  should  be  used  to  finance  medical  care 
for  any  person  who  is  able  to  pay  for  it  in  a private 
manner.  We  believe  in  preserving  man’s  dignity  and 
self-respect  at  all  ages.  We  believe  that  the  experi- 
ence, perspective,  wisdom  and  skill  of  men  and 
women  at  all  ages  should  be  utilized  to  the  fullest. 

We  believe  that  the  Kerr-Mills  Law,  now  in  effect 
in  Idaho  and  many  of  the  other  states,  has  built- 
in  incentives  to  improve  and  better  the  socio-eco- 


nomic status  of  the  elderly  which  in  turn  will  lessen 
the  need  for  more  tax  dollars  in  financing  medical 
care  costs.  Furthermore,  it  is  in  keeping  with  our  free 
enterprise  system  of  solving  a problem,  not  perpetu- 
ating it. 

Under  the  proposed  King  Bill  there  is  no  incen- 
tive for  society  to  better  the  financial  position  of 
the  aged,  to  lessen  the  burdens  of  the  taxpayers,  or  to 
reduce  federal  Social  Security  spending.  Under  So- 
cial Security  medicine,  the  emphasis  clearly  would 
be  on  expansion  of  medical  benefits  and  the  tax 
intake,  domination  of  those  rendering  the  services, 
and  perpetuation  of  the  entire  program. 

Idaho  medicine,  as  part  of  the  medical  practice 
of  the  United  States,  is  the  best  in  the  world  and 
the  qualifications  of  our  physicians  are  unmatched 
anywhere  in  the  world.  The  very  fact  that  in  our 
great  country  we  now  have  sixteen  and  one-half 
million  Americans  65  years  of  age  and  over  proves 
that  it  works. 

Yet  this  same  medical  care  is  now  under  attack 
by  the  “social  planners,”  who  would  substitute  a 
federal  government  administered  health  plan.  A 
system  of  health  care  in  which  the  quality  of  medi- 
cal care  would  deteriorate,  as  it  has  in  other  coun- 
tries with  similar  socialistic  schemes,  in  which  quality 
would  become  secondary. 

The  staggering  costs  of  such  a plan  and  the  ad- 
ministrative problems  are  secondary.  The  important 
thing  is  the  disruption  of  the  doctor-patient  rela- 
tionship; the  delays  in  admission  to  hospitals;  the 
regimentation  of  medicine  and  surgery;  the  effect  of 
the  program  on  medical  research;  the  availability 
of  medical  facilities  and  personnel;  in  other  words, 
medicine  on  a government-run  assembly  line  basis. 

The  people  are  being  asked  to  support  a compul- 
sory government  operated  program  of  health  care 
without  knowing  what  even  the  first  year  cost  will  be 
— $1  billion  or  §4  billion— and  without  any  clear  idea 
of  the  extent  of  the  problem  it  seeks  to  solve. 

Such  a plan  would  give  a single  government  of- 
ficial the  power  to  become  the  nation’s  “Czar  of 
Medical  Care.”  Enactment  of  the  program  would 
lower  the  quality  of  medical  care  available  to  the 
older  people  of  Idaho  because  it  would  introduce 
into  our  system  of  freely  practiced  medicine  elements 
of  compulsion,  regulations  and  control  by  govern- 
ment bureaucrats. 

Legislation,  such  as  the  King  Bill  (H.R.  4222),  is 
unnecessary  in  light  of  the  true  economic  status  of 
the  aged  in  Idaho  and  because  of  the  spectacular  rise 
of  voluntary  private  health  insurance  coupled  with 
the  passage  by  Congress,  and  its  implementation  in 
Idaho  last  year  of  the  Kerr-Mills  Law. 

The  King  Bill  proposes  to  finance  medical  care  for 
the  elderly  by  raising  the  present  Social  Security  Tax, 
which  as  you  know  is  shared  equally  by  the  employer 
and  the  employee.  At  the  present  time  every  em- 
ployed person  in  Idaho  earning  $4,800.00  pays  three 
percent  of  his  income  to  Social  Security  and  the  em- 
ployer pays  a like  amount. 
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nti-spasmodic-sedative... Natural  alkaloids  of  Belladonna 

{economical  to  use ) 


BELAP  No.  0 Formula  BELAP  No.  2 (Scored)  Formula 

Belladonna  Extract %gr.»  Belladonna  Extract  ...  %gr.* 

Phenobarbital %gr.  Phenobarbital  y gr. 


BELAP  No.  1 Formula 


Belladonna  Extract yag r.* 

Phenobarbital % gr. 


® 

Prescribe  BELAP  with  confidence 


^Equivalent  5 minims  Tincl  Belladonna,  USP. 


HAACK  LABORATORIES,  INC.,  Portland  1,  Oregon 


NEOSORB® 


Peptic  ulcer  management  without  acid  rebound 


tablet  or  liquid  • economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Ge!  (Dried) 

4 grs.  (0.26  gram) 
Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like  colloid) 

1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 hours 
Tablets  to  be  chewed  and  swallowed 
with  minimum  amount  of  fluids.  1 
tablespoonful  of  liquid  neosorl 
equivalent  to  2 neosorb  tablets.  Sup 
plied  in  sizes  100,  500  and  1,000  tab 
lets.  Liquid  in  quarts  and  pints. 


® 

Prescribe  NEOSORB  with  confidence 


HAACK  LABORATORIES,  INC.,  Portland  1,  Oregon 


According  to  Mr.  Joe  R.  Williams,  Idaho  State 
Auditor,  the  table  of  rates  revised  by  the  1961  Social 
Security  Amendments,  increases  the  tax  from  three 
per  cent  effective  January  1,  1962,  to  3 and  1/8  per 
cent.  By  1966  both  the  employe  and  employer  will 
be  paying  four  and  one-eighth  per  cent. 

It  has  been  estimated  that  by  1970  the  Social 
Security  taxes  will  be  approaching  the  10  per  cent 
mark.  If  the  Congress  of  the  United  States  approves 
the  King  Bill  or  a similar  measure,  there  is  no  end 
in  sight  as  to  what  the  staggering  costs  to  the  aver- 
age taxpayer  would  be. 

This  spring  the  social  security  planners  decided 
their  original  cost  estimates  for  expanding  their  pro- 
gram were  unrealistically  low.  To  me  this  means  that 
if  the  present  program  is  to  continue  there  will  be  an 
even  higher  tax  boost  or  some  of  the  benefits  will 
have  to  be  curtailed.  Increasing  costs  of  the  program 
could  impose  a financial  hardship  on  all  of  the 
people  and  the  program  itself. 

I do  not  believe  there  should  be  a change  in  the 
philosophy  of  Social  Security,  a shift  from  money 
benefits  through  which  the  citizen  receives  money 
to  be  spent  in  the  manner  of  his  own  choosing,  to 
service  benefits  where  he  must  take  specific  medi- 
cal services  provided  by  the  government,  or  leave 
them.  He  would  be  given  no  alternative. 

The  voluntary  systems  which  are  developing  under 
the  Kerr-Mills  Law  and  through  private  insurance 
give  promise  of  meeting  Idaho’s  requirements  effi- 
ciently and  effectively  with  a preservation  of  indivi- 
dual freedoms  and  initiative.  They  deserve  a thor- 
ough trial  and  an  opportunity  to  show  what  can 
be  done. 

Finally,  a federal  health  bill  would  violate  Ameri- 
can ideals  of  independence,  self-sufficiency  and  per- 
sonal responsibility  by  establishing  a system  in  which 
medical  aid  would  be  provided,  not  on  the  basis  of 
need,  but  on  the  basis  of  age. 

It  seems  contradictory  to  me,  to  spend  billions 
annually  on  defense  to  keep  a foreign  ideology,  So- 
cialism and  Communism,  from  our  shores  and  then 
to  even  consider  legislation  which  would  establish 
that  philosophy  here. 

If  medical  care  is  essential,  and  it  is  in  my  opinion, 
so  are  housing,  food  and  clothing.  The  natural  exten- 
sion of  this  philosophy  is  compulsory  taxation  to 
provide  all  of  the  necessities  of  life— and  then  we 
have  socialism.  Further,  any  government  which  con- 
trols all  necessities  and  luxuries  of  life— if  there  are 
any  luxuries  in  such  a system,  becomes  Communistic. 

Thank  you. 

Statement  of  the  Southeastern  Idaho  District  Medical 
Society,  November  13: 

1 am  Dr.  Jay  P.  Merkley.  I am  immediate  Past- 
President  of  the  Southeastern  Idaho  Medical  Society. 
I was  Secretary  of  the  Idaho  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  from  September 
1959  to  October  1960.  I am  Vice-President  of  the 
Idaho  Division  of  the  American  Cancer  Society. 
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I was  born  at  Wapello,  Idaho  and  attended  the 
public  schools  at  Blackfoot.  I was  a student  at  the 
University  of  Idaho,  Southern  Branch,  here  in  Poca- 
tello before  going  on  active  duty  with  the  military 
during  World  War  II.  I received  my  medical  de- 
gree from  the  University  of  Utah  College  of  Medi- 
cine and  have  been  engaged  in  private  practice  of 
medicine  in  Pocatello  since  1952. 

A number  of  the  members  of  the  Southeastern 
Idaho  District  Medical  Society  are  present  at  this 
hearing  today  because  we  are  vitally  interested  in 
continuing  to  provide  good  medical  care  for  the 
residents  of  this  area. 

We  firmly  believe  that  our  older  patients  are  not 
gravely  threatened  by  heavy  costs  of  hospital  or 
medical  care.  We  believe  that  a majority  of  the 
residents  in  this  area  are  able  to  qualify  for  and 
afford  private  insurance  to  assist  them  in  caring 
for  these  obligations. 

We  believe  that  the  residents  of  all  age  groups 
in  this  area  are  entitled  to  have  complete  free  choice 
in  the  selection  of  their  physician  and  that  the  very 
personal  relationship  of  the  patient-physician  must 
not  be  interrupted  or  destroyed  by  any  government 
scheme. 

We  firmly  believe  that  there  are  many  people  in 
this  area  who  are  65  years  of  age  or  older,  who  do 
not  qualify  for  Social  Security  benefits  or  desire  to 
participate  in  the  programs  of  the  State  Department 
of  Public  Assistance  for  the  very  simple  reason  that 
they  believe  in  the  dignity  of  man  and  through 
their  earning  period  provided  for  their  own  retire- 
ment, in  spite  of  government  encouraged  inflation. 

We  recognize  that  the  various  religions  in  this 
area  have  among  their  many  fine  doctrines  the 
belief  that  the  individual  should  be  self-reliant  and 
that  the  pattern  of  life  is  directed  in  this  channel. 

We  sincerely  feel  that  the  Kerr-Mills  Law,  which 
is  operating  successfully  in  Idaho,  is  the  proper  ve- 
hicle to  be  utilized  in  providing  hospital  and  medical 
care  for  those  less  fortunate  than  a majority  of  resi- 
dents. The  mechanism  for  applying  for  participation 
in  the  program  is  comparatively  simple  and  is  ad- 
ministered locally  throughout  the  state  on  a uniform 
basis  by  people  with  a personal  interest  in  the  wel- 
fare of  each  community  and  its  citizens. 

We  sincerely  believe  that  local  control  of  any 
type  of  assistance  program  is  of  primary  importance 
and  only  through  such  a system  does  the  average 
taxpayer  have  full  knowledge  and  understanding  of 
how  an  important  segment  of  his  tax  dollar  is  being 
spent. 

The  members  of  the  medical  profession  in  this 
area  as  well  as  in  the  state  of  Idaho  have  always 
given  generously  of  their  services  and  talents  in  mat- 
ters involving  the  general  public,  regardless  of  wheth- 
er it  is  for  the  indigent  man,  woman  or  child.  I be- 
lieve our  record  as  a cooperating  agency  with  offi- 
cial public  health  stands  unchallenged.  We  believe 
this  service  to  our  community  and  state  deserves,  in 
all  fairness,  some  recognition  and  consideration. 
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We  believe  further,  that  we  are  doing  an  addition- 
al service  to  our  community  and  state  in  our  efforts 
to  bring  to  a halt  the  ever  increasing  desire  of  some 
federal  bureaucrats  to  restrict  and  regulate  all  seg- 
ments of  private  enterprise. 

Thank  you. 

Statement  of  the  Idaho  Society  of  Internal  Medicine, 
November  13: 

I am  Dr.  Lloyd  S.  Call  of  Pocatello.  I am  appear- 
ing today  as  the  representative  of  the  Idaho  Society 
of  Internal  Medicine,  a society  composed  of  medical 
doctors  who  specialize  in  the  diagnosis  and  treatment 
of  adult  illness  and  we  attend  a high  percentage  of 
older  people. 

I wish  to  discuss  some  of  the  important  medical 
aspects  of  caring  for  our  older  population  and  also 
some  of  the  dangers  of  the  King  Bill. 

1 have  been  engaged  in  the  private  practice  of 
Internal  Medicine  in  Pocatello  for  the  past  ten  years. 
During  this  time  I have  attempted  to  be  of  service 
to  my  patients  and  to  organized  medicine  in  a num- 
ber of  capacities.  I have  served  on  a number  of 
committees  dealing  with  the  social  and  economic 
problems  of  our  residents— old  and  young  alike.  I 
have  been  a witness  and  participant  in  what  I be- 
lieve to  be  the  most  progressive  and  challenging  era 
in  the  medical  history  of  our  state  and  nation. 

Medicine  has  advanced  more  in  our  life-span  than 
in  all  of  civilized  man’s  time  on  earth.  Advances 
that  were  thought  impossible  only  thirty  years  ago 
have  become  standard  in  their  acceptance  and  utili- 
zation. These  advances  did  not  “just  happen.”  They 
were  derived  basically  from  the  efforts  of  persons 
dedicated  to  the  health  fields  and  essentially  from 
private  sources  rather  than  government  agencies  or 
bureaus. 

Scientific  advances  have  directly  resulted  in  the 
constant  improvement  of  the  quality  and  availability 
of  unexcelled  medical  care.  It  is  true  that  in  some 
instances  these  advances  have  increased  the  cost  of 
illness,  but  not  as  much  as  the  rising  costs  of  labor, 
the  necessities  of  life  and  the  general  cost  of  living. 

Today  more  people  are  living  longer  and  enjoying 
better  health  than  ever  before.  I believe  that  all 
of  us  should  rededicate  ourselves  to  the  objective  of 
helping  our  older  friends  continue  an  active  and  pro- 
ductive role  in  all  of  our  communities. 

As  physicians  we  are  vitally  concerned  with  con- 
tinuing to  supply  our  patients  with  high  quality  med- 
ical care.  Experience  has  shown  that  the  following 
factors  are  vital  in  the  maintenance  of  quality  medi- 
cine: 

1.  Medical  care  must  continue  to  be  available  to 
those  who  need  it. 

2.  The  personal  patient-physician  relationship 
must  be  ever  maintained. 

3.  The  field  of  medicine  and  surgery  must  re- 
main attractive  to  all  types  of  people,  and  especially 
to  future  physicians.  This  is  vital  because  of  the 
rapidly  growing  population. 
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4.  The  quality  of  medical  care  currently  being 
provided  must  be  continued,  and  improved  as  addi- 
tional knowledge  is  gained  through  education  and 
research. 

5.  It  is  my  opinion  that  any  type  of  medical  care 
program  should  avoid  compulsion  in  any  form. 

6.  Our  experience  in  health  programs  adminis- 
tered nationally,  locally  and  at  the  state  level,  as  well 
as  our  knowledge  of  compulsory  health  programs  in 
other  nations,  strongly  shows,  that  quality  medical 
care  is  not  compatible  with  excessive  controls,  and 
specifically  not  with  federal  bureaucratic  controls. 
My  personal  service  in  the  Navy  and  Veterans’  Ad- 
ministration and  experience  with  other  federal  agen- 
cies has  convinced  me  that  our  military  personnel, 
veterans,  and  other  federal  charges,  receive  good 
medical  care  primarily  because  of  dedicated  physi- 
cians working  in  spite  of  hampering  federal  con- 
trols, and  not  because  of  the  federal  controls.  The 
reticence  with  which  physicians  enter  federal  medi- 
cal services  supports  this  conclusion. 

The  members  of  the  Idaho  Society  of  Internal 
Medicine  have  had  considerable  experience  in  car- 
ing for  older  people.  Most  of  our  patients  need  no 
assistance  in  meeting  the  costs  of  their  medical  care. 
Those  who  do  are  helped  through  the  Kerr-Mills 
program,  through  welfare  agencies  and  through  the 
free  and  reduced  fee  charges  provided  by  doctors. 
We  have  found  that  all  of  these  methods  of  meeting 
health  care  costs  are  effective  and  workable  and  pro- 
vide high  quality  care. 

We  are  of  the  opinion  that  if  the  King  Bill  becomes 
law,  it  will  result  in  excessive  loading  of  our  hos- 
pitals with  patients  who  need  not  be  hospitalized 
and  who  are  now  receiving  excellent  care  in  their 
homes  or  in  their  family  physicians’  offices.  The  pro- 
posed measure  is  not  designed  to  provide  care  for 
those  who  need  financial  assistance,  those  not  cov- 
ered by  social  security. 

The  proposed  measure  would  lead  to  the  complete 
deterioration  of  the  patient-physician  relationship. 
There  is  no  guarantee  against  progressive  federal 
bureaucratic  intervention.  In  some  other  nations,  for 
example,  New  Zealand,  utilizing  the  same  approach 
as  the  King  Bill  the  quality  of  medical  care  has 
fallen  and  difficulty  is  being  encountered  in  getting 
a sufficient  number  of  qualified  young  men  to  enter 
the  field  of  medicine. 

I believe  it  is  fitting  that  I call  to  the  attention  of 
those  conducting  this  hearing  that  the  voluntary  and 
private  health  insurance  industry  throughout  our 
great  nation  has  in  progress  a wide  variety  of  pro- 
grams being  designed  to  meet  the  health  care  re- 
quirements of  all  groups,  with  special  emphasis  on 
those  over  65  years  of  age. 

It  is  our  contention  that  further  socialization  of 
American  medicine  should  be  abruptly  stopped.  It 
is  diametrically  against  the  American  philosophy  of 
personal  freedom. 

Thank  you. 
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Introducing  the  JMIKFIOS  DE-IO 


external  ac  DEFIBRILLATOR 


SIZE:  8"  x 9"  x 14" 

WEIGHT:  40  lbs. 

PRESET  PULSE:  0.3  second  standard; 
0.2,  0.25,  0.4  second  optional. 

CURRENT  OUTPUT:  60  cps  sinusoidal, 
5 ampere,  ac. 

VOLTAGE  OUTPUT:  440  volts,  adult- 
220  volts,  children. 

PRICE:  $375,  f.o.b.  Portland,  Oregon. 


Developed  by  the  makers  of  the  BECO  Internal 
Cardiac  Defibrillator,  engineered  and  designed  in 
close  cooperation  with  leading  medical  authorities 
on  ventricular  defibrillation.  Single  selector  switch 
for  "child”  or  "adult”.  Fixed,  preset  pulse.  Dual 
pushbuttons— one  in  each  electrode  handle— provide 
complete  and  positive  operator  control.  No  dials  to 
set,  no  meters  to  read,  no  other  operating  controls. 
Compact  and  highly  portable,  completely  self- 
contained.  All  operating  parts  permanently 
attached. 


Send  for  Catalog  Sheet  C-3. 


MI  KUOS 


A SUBSIDIARY  OF 
ELECTRO  SCIENTIFIC 
INDUSTRIES 


MIKROS,  Inc.  — 7620  S.  W.  Macadam  Avenue 
Portland  19,  Oregon 
Send  Catalog  Sheet  C-3  to: 

Name 

Address 

City _ . Zone State 
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NORTHWEST  BUSINESS  AND  INDUSTRY 

Factors  affecting  basic  economy  of  the 
Pacific  Northwest  as  reported  by  Elliot  Xlarple ° 


Improved  wheat  strain  will  increase  NW  production 

New  era  in  production  of  soft  white  wheat  may 
result  from  improved  variety  developed  for  dryland 
farms  of  Pacific  Northwest.  Called  Gaines  variety, 
it  has  a short  stalk  and  less  straw  but  high  produc- 
tion and  is  resistant  to  stripe  rust  which  cost  NW 
wheat  growers  millions  in  1961.  Developed  by  O.  A. 
Vogel,  Ph.D.,  agricultural  plant  breeder  at  WSU, 
the  variety  has  been  released  by  the  Agricultural 
Experiment  Stations  of  Washington,  Oregon  and 
Idaho  and  will  be  available  for  commercial  seeding 
next  fall.  WSU  specialists  report  the  Gaines  “has 
a potential  of  well  over  100  bushels  per  acre.”  It 
is  not  suitable  to  Montana  which  is  a hard  wheat 
area. 

Conservative  WSU  estimates  indicate  Gaines  may 
increase  wheat  production  by  25  percent  in  three  to 
four  years.  Such  an  increase  would  build  wheat 
output  in  the  three  NW  states  from  the  past  five- 
year  average  of  134-million  bushels  to  168-million 
bushels.  If  Government  restrictions  on  wheat  acre- 
age were  lifted,  the  region’s  production  could  jump 
to  240-million  bushels. 

New  life  could  be  added  to  the  livestock  indus- 
try also,  provided  government  price  structure  for 
wheat  is  altered.  The  three  states,  now  producing 
less  than  half  the  meat  they  consume,  could  with 
new  Gaines  wheat,  feed  wheat  to  livestock  and  be- 
come self-sufficient  in  meat— if  acreage  controls  were 
also  eliminated.  Wheat  for  livestock  would  have  to 
sell  at  no  more  than  $1.25  per  bushel;  present  farm 
price  is  $1.90.  Pacific  NW  wheatmen  have  been 
working  toward  a support  price  of  $2.00  on  wheat 
for  food,  perhaps  40  per  cent  of  output.  Wheat  for 
livestock  and  export  would  then  sell  in  a free  market 
at  about  $1.25. 

Pocatello  increases  manufacturing  capacity 

Title  to  the  Pocatello  Naval  Ordnance  Plant  will 
soon  pass  to  a community  development  corporation 
in  Pocatello.  Covering  164  acres,  the  plant  has  seven 
main  buildings  and  was  built  at  a cost  of  $26  million. 
Peak  employment  in  World  War  II  was  1,268;  the 
plant  is  now  idle. 

When  Thiokol  Chemical  became  interested  in  the 
Pocatello  plant,  Industrial  Lands,  Inc.,  a community 
organization,  worked  out  a contract  for  a ten  year 
lease  with  an  option  to  buy  after  five  years.  Then 
Industrial  Lands  put  in  what  proved  to  be  the  top 
bid  of  $3,090,000  for  the  plant. 


Thiokol  will  transfer  some  of  its  present  missile 
work  to  Pocatello  with  employment  estimated  at  800 
by  the  end  of  1962.  Bidding  on  other  missile  work 
could  push  employment  to  1,400  in  two  years. 

Piggyback  rail  shipments 

Pacific  Northwest  manufacturers  cut  costs  with 
help  of  piggyback  rail  shipments.  Manufacturers 
Shipping  Association,  an  organization  of  manufac- 
turers in  the  Seatle-Tacoma  area,  loads  and  unloads 
its  own  piggyback  equipment  and  delivers  this  to 
railroads  for  the  haul  between  Chicago  and  Puget 
Sound.  Shipments  primarily  include  parts  and  ma- 
terials westbound  and  finished  goods  eastbound. 
Taking  in  25  new  members,  the  association  plans 
expansion  to  the  Portland  area  within  six  months. 

Influence  of  aircraft  industry  continues 

The  aircraft  and  missile  industry  centered  at 
Boeing  provides  almost  15  per  cent  of  all  manufac- 
turing employment  in  the  four  Pacific  Northwest 
States.  It  also  accounts  for  almost  $100  million  a year 
in  purchases  from  suppliers  in  the  Pacific  Northwest. 

Adhesive  manufacturers  form  trade  association 

Manufacturers  of  adhesives  used  in  plywood, 
hardboard  and  laminated  forest  products  have  form- 
ed a new  trade  association.  Adhesives  account  for 
five  to  ten  per  cent  of  plywood  manufacture  cost. 
With  plywood  markets  soft,  pressure  forcing  prices 
down  has  been  heavy  without  recognition  of  man- 
ufacturer’s research  to  improve  adhesives,  making 
new  wood  products  possible.  The  association  grows 
out  of  a committee  on  technical  problems  and  will 
expand  this  work,  especially  in  building  higher 
standards  of  quality. 

Canadian  power  treaty 

Construction  of  storage  dams  on  the  Columbia 
River  in  Canada  plus  Libby  Dam  in  Montana  would 
bring  in  the  last  large  block  of  low-cost  electric 
energy  in  the  Pacific  NW,  roughly  equivalent  to 
Grand  Coulee.  Half  the  energy  made  available 
downstream  would  belong  to  Canada  and  half  to 
the  U.S. 

However,  until  utilities  know  whether  this  con- 
struction is  going  ahead,  they  cannot  undertake 
other  projects  with  higher  cost  of  power.  But  neither 
can  they  wait  indefinitely  since  Pacific  NW  growth 


‘These  items  have  been  selected  and  condensed  from  Marples  Business  Roundup,  published 
fortnightly  by  Elliot  Marple  and  Associates,  407  Bay  Building,  Seattle  1,  Wash. 
They  are  published  here  by  permission.  The  Roundup,  a comprehensive  newsletter  on 
business  in  Oregon,  Washington,  Idaho  and  Montana  is  available  on  subscription  basis  only. 
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requires  more  energy  yearly.  Within  five  years— 
the  time  it  takes  to  construct  a major  hydroelectric 
facility— the  Pacific  NW  will  be  headed  into  a power 
shortage. 

Among  possible  alternatives,  construction  of 
the  high  Mountain  Sheep  or  Nez  Perce  dams  on  the 
Middle  Snake  appears  hung  up  in  the  old  contro- 
versy over  salmon.  But  three  possibilities  do  exist: 
( 1 ) Production  of  electricity  as  by-product  of  plu- 
tonium at  Hanford.  Turned  down  once  by  Congress, 
approval  is  necessary  whether  construction  is  by 
government  or  a group  of  utilities.  (2)  Crash  pro- 
gram of  federal  construction  of  smaller  higher  cost 
projects  on  Columbia  tributaries— also  needs  Con- 
gressional approval.  (3)  Coal-fired  steam  generating 
plants,  located  near  the  mines,  is  the  quickest  source 
of  new  electricity.  The  longer  the  delay,  the  more 
likely  steam  generation  becomes,  but  utilities  are 
reluctant  as  long  as  prospect  of  low-cost  hydro  power 
exists. 

New  development,  possibly  very  important,  is 
use  of  direct  current  at  high  voltages  (500,000- 
750,000  volts).  Installations  in  Sweden  appear  to 
make  direct  current  feasible  on  distances  of  700  to 
1,800  miles  or  more  where  alternating  current  is 
too  costly.  Expense  is  offset  by  reducing  from  three 
to  two  the  number  of  conductor  cables  required. 

Estimates  show  that  DC  power  from  the  Rampart 
project  on  the  Yukon  River  in  Alaska  could  be 
brought  to  the  Pacific  NW  at  a transmission  cost 
of  $1-1/2  to  2 billion.  Rampart  would  create 
a reservoir  as  large  as  Lake  Erie  and  would  pro- 
duce energy  at  perhaps  no  more  than  2 mills  at  the 
dam.  DC  transmission  might  make  Rampart  feasible 
years  ahead  of  time. 

More  people,  new  manufacturing 

Jayvee  Brand,  Inc.,  manufacturer  of  infant  wear, 
moves  this  month  to  a new  plant  being  erected  at 
Lake  Oswego  Industrial  Park  on  the  edge  of  Port- 
land. Established  in  1946,  Jayvee  Brand  now  sells 
nationally— 60  per  cent  of  its  volume  in  11  western 
states. 

Georgia-Pacific  Paper  Co.  will  build  its  first  plant 
to  make  multi-wall  paper  bags  alongside  its  pulp  and 
paper  mill  at  Toledo,  Oregon. 

Boise  Cascade  Corporation  will  build  at  its  Yakima 
lumber  milling  center  a $1.5  million  plywood  factory, 
adding  100  employees. 

Cowlitz  Forest  Products,  Inc.,  Chehalis,  has  pro- 
jected a plywood  layup  plant  that  will  buy  green 
veneer  and  turn  out  specialty  structural  products. 
Construction  is  dependent  on  sale  of  $200,000  in 
stock.  The  plant  will  employ  sixty. 

Apple  Growers  Association  of  Hood  River,  major 
shipper  and  canner  of  fresh  fruits,  is  testing  a new 
canned  fruit  drink,  Combo,  a blend  of  apple  and 
pear  juice  with  natural  orange  flavoring.  If  Combo 
takes  hold,  it  will  be  pushed  in  wider  markets  as 
means  of  building  salable  products  from  fruit  that 
lacks  top-grade  appearance. 


Fostex9  treats 
pimplesblackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  surface- 
active  combination  of  soapless  cleansers  and  wetting  agents*) 
with  remarkable  antiseborrheic,  keratolytic  and  antibacterial  actions 
. . . enhanced  by  micropulverized  sulfur  2%,  salicylic  acid  2%  and 
hexachlorophene  1%. 

‘sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate  and  sodium  dioctyl 
sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately  twice 
as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar  form. 
Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic  shampoo 
in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and  peeling 
of  acne  skin  is  essential,  FOSTRIL  (a  new,  flesh-tinted 
drying  lotion)  should  be  used  once  or  twice  daily  in  addi- 
tion to  Fostex  therapeutic  washings.  Fostril®  contains 
Liposec®  (polyoxyethylene  lauryl  ether),  a new,  surface- 
active  drying  agent  used  for  the  first  time  in  acne  treat- 
ment. This  agent,  with  2%  micropulverized  sulfur  and  a 
zinc  oxide,  talc  and  bentonite  base,  provides  Fostril  with 
excellent  drying  properties.  Fostril  also  contains  1%  hexa- 
chlorophene. 

Available:  Fostril,  1%  oz.  tubes. 

Fostril-HC  ('/,%  hydrocortisone)  25  gm.  tubes. 


WESTWOOD  PHARMACEUTICALS  Buffalo  13,  New  York 
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GENERAL  NEWS 


Seattle  to  be  convention  site  of  x-ray  technicians 

The  thirty  fourth  annual  convention  of  the  Ameri- 
can Society  of  X-ray  Technicians  is  to  be  held  at  the 
Olympic  Western  Hotel  in  Seattle  on  July  7-12, 
1962,  during  Century  21.  Included  will  be  extensive 
refresher  courses  in  technique,  x-ray  physics  and 
therapy.  Technicians  are  encouraged  to  submit  tech- 
nical papers  or  prepare  exhibits. 

Clinical  research  meeting  to  be  held 

The  Western  Society'  for  Clinical  Research  will 
hold  its  fifteenth  annual  meeting  in  Carmel-by-the- 
Sea,  California,  on  Thursday  afternoon,  Friday  morn- 
ing, and  Saturday  morning,  January  25,  26,  and  27, 
1962. 

West  Coast  allergists  hold  first  meeting 

A total  of  eighty  doctors  from  Western  States 
and  British  Columbia  were  in  attendance  at  the  first 


Annual  Meeting  of  the  West  Coast  Allergy  Society- 
held  at  the  Fairmont  Hotel  in  San  Francisco  on 
December  2. 

Election  of  officers  and  adoption  of  a permanent 
Constitution  and  By-Laws  were  completed  at  the 
business  session  with  the  following  named  to  respec- 
tive offices:  Merle  W.  Moore,  Portland,  President; 
M.  Coleman  Harris,  San  Francisco,  Vice-President 
and  President-Elect;  Benjamin  C.  Eisenberg,  Hunt- 
ington Park,  Secretary-Treasurer;  and  as  members 
of  the  Governing  Council,  James  E.  Stroh,  Seattle; 
James  G.  Schunk,  Salem;  Ralph  Bookman,  Beverly 
Hills  and  Albert  E.  Rowe,  Jr.,  Oakland. 

A day-long  scientific  program  included  guest 
speakers  and  panel  discussions  on  the  latest  develop- 
ments in  the  diagnosis  and  treatment  of  allergic  di- 
seases. Guest  speakers  were  Mary  H.  Loveless,  New 
York;  Wallace  V.  Epstein,  Vincent  DiRaimondo, 
and  John  H.  Epstein,  of  San  Francisco. 

The  second  annual  meeting  of  the  new  West 
Coast  Allergy  Society  will  be  held  in  Portland,  Ore- 
gon, on  December  1,  1962. 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 


EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 


MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Rood  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  therapy,  her  depression  has 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down. 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’ s balanced  action  avoids  “seesaw”  effects  of 
energizers  and  am}) ketamines.  While  energizers  and 
amphetamines  may  stimulate  the  patient  — they 
often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression  and  emotional  fatigue. 

These  “ seesaw”  effects  are  avoided  with  Deprol.  It 
lifts  depression  as  it  calms  anxiety  — a balanced 
action  that  brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia,  anorexia  and 
emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few  days. 
Unlike  the  delayed  action  of  most  other  antidepres- 


sant drugs,  wrhich  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the  patient  quickly  — 
often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia,  hypo- 
tension, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  drugs. 

ADeprol4 

Dosage : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary,  this 
may  be  increased  gradually  up  to  :$  tablets  q.i.d.  With  establishment 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  levels. 
Composition:  1 mg.  2-diethylaminoethyI  benzilate  hydrochloride 
(benactyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  Bottles  of 
50  light-pink,  scored  tablets.  Write  for  literature  and  samples. 


m WALLACE  LABORATORIES /Cranbury,  N.  J. 
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This  message  is  brought  to  you  on  behalf 
of  the  producers  of  prescription  drugs. 
Pharmaceutical  Manufacturers  Association 
1411  K.  Street,  N.W.,  Washington,  D.C. 
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OFFICIAL  PUBLICATION: 


Oregon  State  Medical  Society 


Summary  of  the  proceedings  of  the  1961  annual  meeting  of 
the  house  of  delegates  held  September  26-2 9 in  Salem 


The  House  of  Delegates  of  the  Oregon  State 
Medical  Society  at  its  1961  Annual  Meeting  in 
Salem,  September  26-29  was  called  upon  to  con- 
sider an  unusual  volume  of  business.  Forty-six 
reports  of  standing  and  special  committees  and  of- 
ficers were  submitted  along  with  thirteen  resolu- 
tions introduced  by  component  medical  societies 
and  individual  members  of  the  Society.  The  reso- 
lutions and  many  of  the  committee  reports  con- 
tained important  recommendations  which  required 
almost  two  full  days  of  deliberation  by  the  Refer- 
ence Committee  on  Reports  of  Officers  and  Com- 
mittees and  the  Reference  Committee  on  New 
Business. 

The  interest  of  the  delegates  and  other  members 
of  the  Society  in  the  work  of  the  House  of  Dele- 
gates was  reflected  by  the  unusual  attendance  at 
Reference  Committee  meetings.  Both  Reference 
Committees  during  open  sessions  frequently  faced 
“standing  room  only”  situations.  These  committees 
were  nevertheless  able  to  conduct  their  hearings 
in  a most  expeditious  and  orderly  manner. 

The  Reference  Committees  submitted  their  re- 
ports and  recommendations  at  the  final  session  of 
the  House  of  Delegates  on  the  morning  of  Friday, 
September  29th  when  the  keen  interest  of  the 
delegates  in  the  affairs  of  the  Society  was  further 
demonstrated  by  the  unusual  number  of  amend- 
ments proposed  to  Reference  Committee  recom- 
mendations. These  reports  and  recommendations 
as  they  were  adopted  or  amended  by  the  House  of 
Delegates  are  recorded  in  this  summary. 

The  opening  session  on  Tuesday,  September  26th 
included  a provocative  address  by  Dr.  Arthur  S. 
Fleming,  President  of  the  University  of  Oregon, 
on  the  subject  of  “The  Government  Looks  at  Medi- 
cine.” It  was  followed  by  an  address  by  Congress- 
man Edwin  R.  Durno  of  Medford,  United  States 
Representative  from  the  Fourth  Congressional 
District  who  discussed  his  experience  in  the  first 
Session  of  the  87th  Congress  with  special  emphasis 
on  legislation  pertaining  to  the  health  care  of  the 
aged.  Likewise,  before  the  House  of  Delegates 
turned  to  the  business  aspects  of  the  meeting. 
President  Max  H.  Parrott  delivered  his  Annual 
Message. 

Inasmuch  as  the  opening  session  of  the  House 
of  Delegates  included  the  President’s  Annual  Mes- 
sage and  addresses  by  Dr.  Fleming  and  Congress- 
man Durno,  members  of  the  Society  generally  and 
its  Woman’s  Auxiliary  were  invited  to  attend.  Con- 
sequently, the  opening  session  included  an  audi- 
ence of  nearly  two  hundred  fifty  physicians  and 
guests.  The  second  session  of  the  House  of  Dele- 
gates at  breakfast  on  September  27th  programmed 
an  address  by  Dr.  Raymond  M.  McKeown  of  Coos 
Bay,  Trustee  of  the  American  Medical  Association, 
who  gave  a very  timely  talk  on  the  survey  and 
recommendations  of  the  AMA’s  Medical  Disciplin- 
ary Committee  of  which  he  was  Chairman.  Closely 
related  to  Dr.  McKeown’s  presentation  was  a re- 
port on  the  work  of  the  Board  of  Medical  Examin- 
ers which  was  read  by  its  Executive  Secretary, 
Mr.  Howard  I.  Bobbitt.  The  Board’s  report  was 
presented  in  manuscript  form  and  each  member 
of  the  House  of  Delegates  was  supplied  with  a 
copy. 


The  final  session  of  the  House  of  Delegates  on 
September  29th  was  opened  with  an  inspirational 
address  by  Mrs.  Harlan  English  of  Danville,  Illi- 
nois, President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.  Mrs.  English  was 
accompanied  by  Mrs.  G.  Prentiss  Lee,  President  of 
the  Society’s  Woman’s  Auxiliary,  who  introduced 
her  and  by  Mrs.  Ian  D.  Macdonald  of  Salem  the 
President-Elect  of  the  State  Woman’s  Auxiliary. 

Election  of  Officers 

In  accordance  with  Chapter  VIII  of  the  Society’s 
Bylaws,  a Nominating  Committee  is  to  be  elected 
by  a special  meeting  of  the  House  of  Delegates, 
commonly  referred  to  as  the  Midyear  Meeting,  if 
such  a meeting  is  held  prior  to  May  1 of  each  year 
or  by  the  Board  of  Trustees  at  its  regular  May 
meeting  if  a special  meeting  of  the  House  of  Dele- 
gates is  not  convened.  The  Nominating  Committee 
is  directed  to  make  recommendations  for  the  of- 
ficers of  the  Society  to  be  elected  during  the  Ar- 
nual  Meeting  and  to  report  its  recommendations 
to  the  Delegates  of  record  and  the  president  or 
secretary  of  component  societies  at  least  sixty  days 
prior  to  the  Annual  Meeting.  The  Nominating  Com- 
mittee is  further  directed  to  make  recommenda- 
tions for  the  officers  of  the  Society  to  be  elected 
by  the  House  of  Delegates  as  well  as  those  officers 
to  be  elected  by  the  General  Society  at  its  Annual 
Business  Meeting. 

According  to  these  provisions  of  the  Bylaws  the 
House  of  Delegates  elected  the  following  officers 
of  the  Society  as  recommended  by  the  Nominating 
Committee: 

For  Delegate  to  the  American  Medical  Associa- 
tion (2  year  term  beginning  January  1,  1962 
and  expiring  December  31,  1963)  . . . Max  H. 
Parrott,  Portland 

For  Alternate  Delegate  to  the  American  Med- 
ical Association  (2  year  term  beginning  Janu- 
ary 1,  1962  and  expiring  December  31,  1963) 

. . . R.  L.  Strickland,  Oregon  City 
For  Member  of  Committee  on  Publications  (3 
year  term  expiring  1964)  . . . R.  Wayne  Es- 
persen,  Klamath  Falls 

Dr.  Max  H.  Parrott  was  elected  Delegate  to  the 
American  Medical  Association  to  replace  Dr.  E.  G. 
Chuinard  of  Portland  and  Dr.  Strickland  as  Alter- 
nate Delegate  to  replace  Dr.  W.  Wells  Baum  of 
Salem.  According  to  the  Constitution  and  Bylaws 
of  the  American  Medical  Association  Dr.  Chuinard 
and  Dr.  Baum  will  hold  office  until  December  31, 
1961  and  are  scheduled  to  represent  the  Society 
at  the  1961  Clinical  Meeting  of  the  American 
Medical  Association  to  be  held  in  Denver,  Color- 
ado, November  26-30. 

Dr.  Espersen’s  election  to  the  Committee  on 
Publication  represents  a return  to  an  office  he 
has  held  for  more  than  a decade  and  in  this  capac- 
ity he  will  be  recommended  for  re-election  to  the 
Board  of  Trustees  of  Northwest  Medicine. 

The  Nominating  Committee  also  recommended 
the  following  members  of  the  Society  for  offices  to 
be  elected  by  the  general  Society: 

For  President  Elect  . . . Melvin  W.  Breese, 
Portland 


79 

Northwest  Medicine,  January  1962 


For  Vice  President  . . . Werner  E.  Zeller, 

Portland 

For  Secretary-Treasurer  . . . James  H.  Seacat, 

Salem 

For  Speaker  of  the  House  of  Delegates  . . . 

Daniel  K.  Billmeyer,  Oregon  City 

The  House  of  Delegates  approved  this  portion 
of  the  Report  of  the  Nominating  Committee  and 
submitted  them  to  the  general  Society  at  its  An- 
nual business  meeting  held  at  9:00  A.M.  on  Sep- 
tember 29th.  At  the  Annual  Election  during  the 
general  Society  business  meeting  no  additional 
nominations  were  made  from  the  floor  and  the 
candidates  recommended  by  the  Nominating  Com- 
mittee and  approved  by  the  House  of  Delegates 
were  declared  unanimously  elected. 

The  Nominating  Committee  elected  at  the  1961 
Midyear  Meeting  of  the  House  of  Delegates  was 
composed  of:  Charles  E.  Littlehales,  Portland, 
Chairman;  Richard  H.  Upjohn,  Salem;  Stanley  A. 
Boyd,  Portland;  Willis  J.  Irvine,  Portland;  and 
John  E.  Tysell,  Eugene. 

Report  of  Reference  Committee  on  Reports  of  Officers  and 
Committees 

By  far  the  greatest  portion  of  the  Reference 
Committee  work  at  the  1961  Meeting  of  the  House 
of  Delegates  became  the  responsibility  of  the  Ref- 
erence Committee  on  Reports  of  Officers  and  Com- 
mittees which  was  composed  of:  G.  Donald  Beards- 
ley, Salem,  Chairman;  William  D.  Guyer,  Bend; 
H.  Lee  Harris,  Junction  City;  Gerhard  W.  Tank, 
Grants  Pass;  and  Clinton  S.  McGill,  Portland. 

This  Committee  was  called  upon  to  consider  the 
reports  of  forty-six  officers,  and  standing  and  spe- 
cial committees  as  well  as  one  of  the  thirteen  reso- 
lutions which  were  introduced.  This  Committee 
devoted  seven  hours  to  hearings  and  at  least  an- 
other three  for  the  preparation  of  its  report  to  the 
House  of  Delegates. 

The  Reference  Committee’s  report  and  recom- 
mendations which  was  divided  into  thirteen  parts, 
and  the  action  of  the  House  of  Delegates  relative 
to  each,  is  as  follows: 

I.  It  is  recommended  that  the  reports  of  the 
following  officers  and  committees  which  con- 
tained only  a summary  of  the  year’s  activi- 
ties be  adopted: 

Secretary-Treasurer 

Delegates  to  the  American  Medical  Asso- 
ciation 

Trustees  of  Oregon  Physicians’  Service 
Patient-Physician  Relations 
Subcommittee  on  A.M.E.F. 

Postgraduate  Education 
Oregon  Medical  Education  Foundation 
Hospitals  and  Related  Institutions 
Liaison  to  the  Insurance  Industry 
Special  Committee  on  Ambulance  Stand- 
ards 
Cancer 

Central  Blood  Banks 
Perinatal  Mortality  Studies 
Advisory  on  Laboratory  Standards  to  the 
Oregon  State  Board  of  Health 
Representatives  on  the  Board  of  Trustees 
of  the  Oregon  Tuberculosis  and  Health  As- 
sociation 

Governor’s  Advisory  to  the  Mental  Health 
Authority 

This  recommendation  was  ADOPTED  by  the 

House  of  Delegates. 

II.  In  the  second  part  of  its  report,  the  Refer- 
ence Committee  recommended  that  the  rec- 
ommendations submitted  by  the  following 
Committees  be  adopted  as  submitted: 

A.  Committee  on  Federal  Medical  Services 

1.  That  Resolution  No.  4,  introduced  by 
the  Klamath  County  Medical  Society 
during  the  86th  Annual  Session,  be 
not  approved. 

2.  That  a yearly  reappraisal  of  the  Medi- 
care Program  be  conducted. 


B.  Committee  on  Ethics 

1.  That  all  component  medical  societies 
be  advised  of  the  recommendations  of 
the  American  Medical  Association’s 
Medical  Disciplinary  Committee  which 
may  be  applicable  to  them  and  that 
such  societies  assume  a more  active 
role  in  the  application  and  enforce- 
ment of  the  Principles  of  Medical 
Ethics. 

2.  That  the  Oregon  State  Board  of  Med- 
ical Examiners  be  advised  of  the  rec- 
ommendations of  the  Committee  as 
they  relate  to  state  boards  of  medical 
examiners  and  that  this  Society  offer 
its  assistance  and  cooperation  to  the 
Board  in  the  development  of  programs 
and  the  preparation  of  revisions  to  the 
Medical  Practice  Act  designed  to  pro- 
mote the  highest  quality  of  profession- 
al conduct  and  to  make  effective  disci- 
plinary action  possible  when  deemed 
essential  to  the  best  interests  of  the 
citizens  of  Oregon  and  the  Profession. 

3.  That  the  University  of  Oregon  Medical 
School  and  all  hospitals  conducting 
medical  training  programs  be  advised 
of  these  recommendations  and  strong- 
ly urged  to  initiate  programs  designed 
to  orient  medical  students  and  physi- 
cians in  training  regarding  the  ethical 
principles  of  the  medical  profession, 
and  that  component  medical  societies 
and  the  Oregon  State  Medical  Society 
offer  to  these  institutions  their  full 
cooperation  and  assistance. 

4.  That  this  Society  utilize  all  its  re- 
sources to  advance  adherence  to  the 
ethics  of  the  profession  and  encourage 
and  assist  other  agencies,  organizations 
and  institutions  which  have  responsi- 
bilities for  influencing  the  ethical  con- 
duct and  professional  competence  of 
physicians. 

C.  Committee  on  Oregon  Medical  History 

1.  That  the  Society  congratulate  Dr.  Clar- 
ence L.  Gilstrap  on  his  excellent  con- 
tribution to  the  history  of  Oregon, 
“History  of  Union  County,  Oregon” 
and  send  our  best  wishes  to  him  for 
good  health. 

2.  That  the  Committee  on  Medical  His- 
tory be  authorized  to  obtain  the  four 
water  colors  by  Maude  Wanker  of  the 
McLoughlin  House,  Minthorn  House, 
Barclay  House  and  Newell  House, 
either  by  acceptance  as  gifts  to  the 
Oregon  Medical  Education  Foundation 
or  gifts  from  component  societies,  or 
purchase  by  the  Oregon  State  Medical 
Society. 

D.  Committee  on  Professional  Consultation 

1.  That  the  proposal  of  Pownall,  Taylor 

& Hays,  the  General  Agents  for  the 
Society’s  Professional  Liability  Insur- 
ance Program,  to  revise  the  acquisition 
procedures  now  in  effect  under  the 
program  by  introducing  the  use  of 
automatic  billing  equipment  with  the 
corresponding  increase  in  efficiency 
and  reduction  in  acquisition. 

E.  Committee  on  Professional  Welfare 

1.  That  the  Standard  Insurance  Company 
be  allowed  to  make  a resolicitation  of 
the  term  life  insurance  program. 

2.  That  the  Standard  Insurance  Company 
be  authorized  to  offer  supplementary 
insurance  for  the  spouse  and  children 
of  members  subscribing  to  the  Socie- 
ty’s group  term  life  insurance  program. 

E.  Committee  on  Professional  Welfare 

1.  That  the  Committee  on  Public  Policy 
be  authorized  to  develop  a program 
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of  expanded  activities  for  non-legisla- 
tive years,  and  that  component  so- 
cieties be  requested  to  participate  ac- 
tively in  any  program  which  may  be 
adopted. 

2.  That,  through  the  Committee  on  Pub- 
lic Policy  and  other  appropriate  com- 
mittees of  the  Society,  closer  liaison 
be  developed  with  other  professions 
and  groups  allied  to  medicine  especial- 
ly as  such  relationships  concern  State 
and  Federal  legislation. 

G.  Committee  on  Medical  Education 

1.  That  each  component  society  of  the 
Oregon  State  Medical  Society  actively 
enter  into  a recruitment  program  of 
both  high  school  and  college  students 
who  show  an  interest  in  and  an  apti- 
tude for  the  medical  profession.  In- 
cluded in  this  recommendation  is  the 
further  recommendation  that,  at  least 
in  the  beginning,  the  component  med- 
ical societies  use  as  a working  model 
the  present  program  being  formulated 
by  the  Multnomah  County  Medical  So- 
ciety. 

2.  The  Committee  on  Medical  Education 
recommends  that  the  Multnomah 
County  Medical  Society  be  requested 
by  the  Oregon  State  Medical  Society  to 
furnish  each  component  medical  so- 
ciety of  the  State  Organization  with 
outlines  or  material  that  clarify  and 
illustrate  the  type  of  recruitment  pro- 
gram that  they  are  presently  utilizing, 
and  is  noted  above. 

3.  The  Committee  on  Medical  Education 
recommends  that  the  House  of  Dele- 
gates give  to  the  Committee  on  Med- 
ical Education  their  permission  to  ma- 
terially aid  the  Multnomah  County 
Medical  Society’s  present  program  of 
regularly  meeting  with  the  interns  and 
residents  of  the  hospitals  of  the  City 
of  Portland,  such  permission  to  include 
not  only  their  personal  attendance  at 
these  meetings,  but  the  use  of  funds  up 
to  $100  a year  to  support  this  very 
worthwhile  active  educational  activity 
on  the  intern  and  resident  level. 

4.  The  Committee  on  Medical  Education 
recommends  that  the  House  of  Dele- 
gates permit  the  Committee  on  Med- 
ical Education  to  hold  an  annual  din- 
ner and  program  for  the  graduating 
Seniors  of  the  University  of  Oregon 
Medical  School,  such  a dinner  and  pro- 
gram to  cost  in  the  neighborhood  of 
some  $300. 

H.  Committee  on  Publications 

1.  That  the  Oregon  State  Medical  Society 
continue  to  participate  in  Northwest 
Medicine  and  encourage  its  members 
to  submit  interesting  studies  and  case 
reports  for  publication. 

2.  That  the  transactions  and  resolutions 
of  the  Oregon  State  Medical  Society  be 
condensed  for  publication  in  North- 
west Medicine. 

I.  Committee  on  Emergency  Medical  Serv- 
ice 

1. That  component  societies  review  and 

approve  the  medical  aspects  of  the  pro- 
gram of  their  respective  Civil  Defense 
Agencies. 

2.  That  component  societies  devote  one 
meeting  each  year  to  a discussion  of 
the  medical  aspects  of  Civil  Defense. 

J.  Joint  Medical-Legal  Committee 

1.  That  the  Statement  of  Principles  gov- 
erning certain  physician-attorney  rela- 
tionships heretofore  approved  by  the 
Oregon  State  Medical  Society  and  the 


Oregon  State  Bar  be  amended  to  in- 
clude the  following  language: 

“Each  treating  or  consulting  physician 
engaged  by  a patient  shall  make  him- 
self available  for  testimony  in  court  at 
all  reasonable  times  regarding  the  pa- 
tient’s condition,  treatment,  diagnosis, 
prognosis  and  other  medical  matters 
upon  the  request  of  the  patient  or  his 
attorney.” 

2.  That  the  Statement  of  Principles  be 
reprinted  and  more  thoroughly  publi- 
cized among  the  members  of  the  Ore- 
gon State  Medical  Society. 

3.  That  the  Joint  Medical-Legal  Commit- 
tee be  requested  to  meet  with  the  Ore- 
gon Association  of  Hospitals  to  work 
with  mutual  problems  of  the  separate 
groups. 

4.  That  component  societies  be  advised 
that  programs  on  any  subject  of  legal 
interest  would  be  presented  to  them 
upon  request. 

5.  That  each  component  medical  society 
again  be  urged  to  establish  a Joint 
Medical-Legal  Committee  if  they  have 
not  done  so  already  to  handle  any  mis- 
understandings that  might  be  brought 
to  the  attention  of  any  physician  or  at- 
torney at  the  local  level. 

6.  That  a further  amendment  to  the 
Statement  of  Principles  be  approved  to 
read: 

“It  is  the  obligation  of  the  attorney  to 
designate  to  the  physician  the  type  of 
report  he  requires.  If  such  designa- 
nation  is  not  made  by  the  attorney  and 
a detailed  or  single  ‘long  report’  is 
sent,  it  is  conclusively  presumed  that 
the  attorney  requested  such  a report.” 

K.  Committee  on  Rural  Health 

1.  That  the  problems  of  rural  health  are 
local  and  that  component  medical  so- 
cieties assume  the  leadership  in  at- 
tacking the  problems  which  are  found 
to  be  present. 

2.  That  the  cost  of  health  services,  espe- 
cially the  cost  of  hospitalization,  be 
explained  and  demonstrated  to  people 
in  rural  communities. 

3.  That  the  increasing  cost  of  prepaid 
health  insurance  likewise  be  explained 
and  demonstrated  and  the  advisability 
of  obtaining  health  insurance  protec- 
tion through  indemnity  and  major 
medical  plans  be  stressed. 

4.  That  the  importance  of  urging  and 
encouraging  farmers  and  others  living 
in  rural  communities  to  play  an  active 
role  in  civil  defense  activities  be  em- 
phasized. 

L.  Advisory  Committee  to  State  Industrial 

Accident  Commission  (SIAC) 

1.  That  the  Oregon  State  Medical  Society, 
through  its  appropriate  committee, 
study  the  feasibility  of  establishing  in 
the  State  of  Oregon  panels  of  impar- 
tial medical  experts  to  render  testi- 
money  in  personal  injury  cases  involv- 
ing the  SIAC,  and  that  a report  with 
recommendations  be  made  to  the  next 
Annual  Meeting  of  the  House  of  Dele- 
gates. 

2.  That  the  Oregon  State  Medical  Society 
institute  an  educational  program  for 
the  physicians  of  Oregon  to  facilitate 
their  handling  of  the  administrative 
details  of  SIAC  cases  and,  further,  to 
better  acquaint  M.D.’s  of  Oregon  with 
the  position  of  the  SIAC  in  the  care  of 
the  injured  workman. 

3.  That  the  Oregon  State  Medical  So- 
ciety cooperate  with  the  SIAC  in 
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studying  the  possibility  of  developing 
a more  scientific  and  equitable  manner 
in  disability  evaluation,  and  that  the 
concept  of  physical  and  mental  “im- 
pairment” rather  than  “disability” 
be  fostered  by  the  members  of  this 
Society. 

4.  That  the  Oregon  State  Medical  So- 
ciety cooperate  with  and  assist  the 
SIAC  in  its  efforts  to  establish  and  op- 
erate an  effective  Restoration  Center 
in  Portland  for  the  injured  workmen 
of  Oregon. 

5.  That  the  recommendation  of  the  S.I.- 
A.C.  relating  to  x-ray  films  be  ap- 
proved: 

"In  agreement  with  the  Oregon  State 
Medical  Society’s  Advisory  Committee 
to  the  State  Industrial  Accident  Com- 
mission, effective  September  1,  1961, 
x-rays  are  to  be  retained  by  the  orig- 
inating physician,  radiologist  or  hos- 
pital and  will  not  be  required  for  audit 
of  the  x-ray  bill.” 

6.  That  this  House  of  Delegates  commend 
the  Committee  on  Industrial  Affairs 
and  particularly  its  Chairman,  Dr. 
Gene  McCallum,  for  the  excellent  pro- 
gress made  this  past  year  in  solving 
many  of  the  areas  of  differences  be- 
tween the  Medical  Society  and  the 
SIAC 

M.  Child  Health 

1.  That  a luncheon  conference  of  com- 
ponent society  school  health  commit- 
tee chairmen  and  other  interested 
physicians  be  held  at  the  time  of  the 
Society’s  Annual  Meeting  to  consider 
local  and  regional  school  health  prob- 
lems. 

2.  That  a closer  relationship  be  main- 
tained between  the  Society’s  Commit- 
tee on  Child  Health  and  the  Society’s 
Representative  on  the  Governor’s 
Committee  on  Children  and  Youth. 

N.  Crippling  Diseases  and  Defects 

1.  That  the  Committee  on  Crippling  Dis- 
eases and  Defects  include  among  its 
membership  the  members  of  the  So- 
ciety who  are  acting  as  the  Society’s 
official  representative  on  the  policy 
forming  body  of  the  voluntary  health 
agencies  which  the  Committee  is  as- 
signed to  evaluate  plus  a sufficient 
balance  of  other  members  who  are 
interested  in  the  relationships  between 
medicine  and  voluntary  health  agen- 
cies. 

2.  That  the  name  of  this  Committee  be 
changed  to  the  Committee  on  Volun- 
tary Health  Agencies  and  assigned  the 
responsibility  of  reviewing  the  status 
of  all  voluntary  health  agencies  in  ac- 
cordance with  the  “Standards  for 
Approving  Voluntary  Health  Agen- 
cies” as  adopted  by  the  House  of  Dele- 
gates in  1954  as  revised  in  1956. 

O.  Mental  Health 

1.  That  the  Committee  on  Mental  Health 
act  as  consultant  to  the  Mental  Health 
Association  of  Oregon  and  that  a mem- 
ber of  the  Committee  be  appointed  to 
attend  their  meetings. 

2.  That  we  strongly  urge  the  Board  of 
Control  to  appoint  a Board  certified 
psychiatrist  licensed  to  practice  medi- 
cine and  surgery  by  the  Oregon  State 
Board  of  Medical  Examiners  and  a 
skilled  administrator  as  Director  of 
the  Mental  Health  Section. 

P.  Aging 

1.  That  all  physicians  cooperate  with  the 
Oregon  State  Public  Welfare  Commis- 
sion in  regard  to  the  Medical  Assist- 


ance to  the  Aged  (MAA)  program. 

2.  That  physicians  should  accept  Welfare 
payments  as  full  payment  for  people 
under  the  MAA  program. 

3.  That  physicians  should  make  every 
effort  to  advise  their  needy  aged  pa- 
tients that  help  may  be  available  to 
them  through  the  MAA  program. 

4.  That  all  physicians  should  feel  it  is 
their  duty  to  see  that  no  citizens  should 
be  denied  medical  care  because  of  in- 
ability to  pay  and  if  he  feels  that  Wel- 
fare, MAA  or  private  insurance  is  not 
sufficient  to  inform  his  local  or  State 
Society. 

5.  That  each  individual  physician  should 
observe  the  MAA  program  in  opera- 
tion and  make  any  recommendations 
to  the  Society  on  how  to  improve  it. 

6.  That  physicians  publicize  to  their  pa- 
tients over  65  that  insurance  plans  are 
available  to  them  through  the  nation- 
wide plans  or  the  Senior  Citizens  Plan 
of  Oregon  Physicians’  Service. 

7.  That  the  Society  continue  to  strongly 
oppose  the  Social  Security  approach 
to  the  health  care  of  the  aged. 

Q.  Addendum  to  Report  of  Executive  Com- 
mittee. 

1.  That  the  Society  give  its  full  support  to 
a conference  of  citizens  concerned  with 
the  fostering  of  greater  individual  and 
group  participation  in  preserving  the 
basic  principles  of  individual  freedom 
and  responsibility. 

2.  That  the  Society  urge  its  members  in 
the  greatest  number  possible  to  attend 
the  1961  Clinical  Session  of  the  Ameri- 
can Medical  Association  to  be  held  in 
Denver,  Colorado. 

R.  Special  Committee  on  Political  Action 
and  Education. 

1.  That  the  Special  Committee  favors  the 
establishment  of  an  independent  com- 
mittee of  physicians,  disassociated  from 
the  Society,  for  the  purpose  of  pro- 
moting and  encouraging  political  ac- 
tion and  education  among  the  physi- 
cians of  Oregon. 

III.  The  third  section  of  the  Reference  Commit- 
tee’s Report  related  to  the  Annual  Report  of 
the  Committee  on  Prepaid  Medicine  which 
contained  the  following  recommendations: 

1.  That  the  resolution  introduced  at  the 
1961  midyear  meeting  of  the  House  of 
Delegates  by  the  Clackamas  County 
Medical  Society  be  amended  to  read 
as  follows  and  adopted: 
whereas:  1.  The  practice  of  medicine  is 
legally  restricted  to  licensed 
physicians. 

2.  The  tradition  of  American 
medicine,  based  on  the  Declar- 
ation of  Independence  and  the 
integrity  of  the  physician  as 
an  individual  and  the  integ- 
rity of  the  patient  as  an  indi- 
vidual, with  strictest  confi- 
dence between  these  two  par- 
ties. 

3.  The  tradition  of  American 
medicine  can  be  maintained 
and  indeed  should  be  main- 
tained on  the  basis  of  freedom 
of  choice  by  physician  and 
patient,  and  on  fee  for  service 
related  to  ability  to  pay  what- 
ever economic  necessities  do 
now  or  might  in  the  future 
exist. 

4.  Our  present  excellent  medical 
care  in  Clackamas  County, 
Oregon,  demonstrates  these 
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principles  in  fact. 

5.  There  is  need  at  this  time  for 
financial  assistance  by  govern- 
ment to  many  of  our  elder 
citizens  who  cannot  them- 
selves pay  the  cost  of  ade- 
quate medical  care. 

resolved:  1.  That  the  government,  upon 
the  request  of  the  individual 
elder  citizen,  make  funds 
available  to  each  elder  citizen 
who  needs  such  assistance  so 
that  he  may  purchase  health 
care  services  on  a prepayment 
basis. 

2.  That  the  elder  citizen  who 
feels  he  needs  government 
help  shall  declare  his  econom- 
ic circumstances  to  an  appro- 
priate government  agency  to 
to  establish  his  need  and  shall 
declare  to  the  same  party  the 
name  of  the  properly  quali- 
fied prepayment  plan  in  his 
area  through  which  he  wishes 
to  purchase  his  prepaid  health 
insurance. 

3.  That  the  government,  to  the 
extent  necessary  for  each  in- 
dividual citizen,  shall  then  pay 
the  premium  to  the  designated 
plan. 

4.  That  this  program  shall  be 
voluntary  and  no  individual 
elder  citizen,  regardless  of  the 
inadequacy  of  his  resources, 
shall  be  required  to  seek  such 
assistance. 

5.  That  such  a plan  is  consistent 
with  the  current  policy  of  the 
Oregon  State  Medical  Society 
and  that  the  Society  and  its 
members  cooperate  with  any 
such  plan  which  may  be  de- 
veloped. 

2.  That  Oregon  Physicians’  Service  be 
authorized  by  the  Society  to  offer  an 
indemnity  health  insurance  plan  to 
selected  groups  on  a “pilot”  basis  and 
that  the  level  of  indemnity  benefits  be 
comparable  to  those  offered  by  Blue 
Cross  and  other  standard  indemnity 
plans  available  in  this  area. 

3.  That  the  Society  declare  its  support 
of  the  American  Medical  Association 
in  endorsing  H.R.  5222  now  pending 
before  the  87th  Congress  which  would 
allow  total  tax  exemption  for  all  drugs 
and  medicines  for  persons  65  years 
of  age  or  older. 

4.  That  the  Society  not  support  the  posi- 
tion of  the  American  Medical  Associa- 
tion that  persons  over  65  years  of  age 
be  granted  an  income  tax  credit  in  the 
amount  of  the  premium  paid  for  their 
prepaid  health  insurance. 

5.  That  a member  of  the  Committee  on 
Prepaid  Medicine  be  authorized  to  at- 
tend the  1961  Western  Conference  of 
Prepaid  Health  Insurance  Plans  to  be 
held  in  Victoria,  B.  C.  on  November 
1-2-3. 

The  Reference  Committee  recommend- 
ed that  the  5th  “Whereas”  of  the  first 
recommendation  contained  in  that  re- 
port be  amended  to  read  as  follows: 

5.  That  _if  there  is  need  at  this 
time  for  financial  asistance  by 
government  to  some  of  our 
elder  citizens  who  cannot 
themselves  pay  the  cost  of  ade- 
quate medical  care,  this  So- 


ciety recommend  serious  con- 
sideration  of  this  Resolution, 
(change  in  text  is  underlined.) 
and  that  with  this  above  amendment, 
the  report  and  recommendations  con- 
tained in  it  be  adopted. 

The  House  of  Delegates  APOPTED 
this  recommendation  of  the  Reference 
Committee. 

IV.  The  Report  of  the  Committee  on  Public 
Health  contained  the  following  recommenda- 
tions: 

1.  That  the  Society  participate  in  a pro- 
gram of  promoting  active  immuniza- 
tion among  all  ages  with  a special 
emphasis  upon  adults  by: 

a.  Recommending  to  all  physicians 
that  they  encourage  their  patients  to 
become  immunized,  and  to  maintain 
such  protection  against  all  diseases 
for  which  a recognized  immunizing 
agent  is  available. 

b.  Presenting  the  problem  of  the  im- 
munization level  to  the  physi- 
cians of  Oregon  through  the  Oregon 
Academy  of  General  Practice  and 
all  medical  specialty  organizations 
in  the  State  requesting  their  con- 
sideration, suggestions  and  assist- 
ance in  promoting  this  project. 

c.  That  the  Society  cooperate  with  the 
Oregon  State  Board  of  Health  in  the 
conducting  of  a public  education 
program  promoting  immunization 
protection. 

2.  That  all  component  medical  Societies 
report  to  the  Committee  on  Public 
Health  regarding  the  mass  immuniza- 
tion programs  in  which  they  have  been 
requested  to  cooperate  and  any  such 
projects  which  they  have  sponsored. 

3.  That  the  Committee  on  Public  Health 
be  authorized  to  maintain  liaison  with 
Oregon  Health  Officers  Association. 

4.  That  the  composition  of  the  Society’s 
Committee  on  Public  Health  be  re- 
vised to  provide  for  a smaller  number 
composed  of  those  members  who  have 
a deep  interest  in  public  health  and 
that  the  Committee  be  assigned  the 
function  of  coordinating  the  work  of 
all  other  Committees  of  the  Society 
which  may  have  any  relationship  to 
public  health  matters. 

The  Reference  Committee  recommended  that 
with  the  exception  of  recommendation  No.  4 the 
report  be  adopted  and  that  recommendation  No. 
4 be  referred  to  the  Committee  on  Revision  of 
Articles  of  Incorporation  and  Bylaws. 

This  recommendation  of  the  Reference  Com- 
mittee was  ADOPTED. 

V.  The  Report  of  the  Committee  on  Diabetes 
contained  the  following  recommendations: 

1.  That  the  Oregon  State  Medical  Society 
sponsor,  through  this  Committee,  one 
or  perhaps  two  yearly  symposiums  on 
diabetes  for  the  purpose  of  continuing 
the  professional  advancement  of  phy- 
sicians in  the  diagnosis  and  manage- 
ment of  this  disorder. 

2.  That  component  societies  be  urged  to 
undertake  a more  active  role  in  the 
Diabetes  Detection  Week  sponsored  by 
the  American  Diabetes  Association  to 
be  held  this  year  during  the  week  of 
November  12-18;  that  each  component 
society  appoint  a special  committee  for 
this  purpose;  and  further,  that  each 
component  medical  society  be  request- 
ed to  report  its  activities,  including  the 
number  of  persons  tested  and  the  new 
diabetics  discovered,  to  this  Commit- 
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tee. 

The  Reference  Committee  recommended  that 
the  Report  be  amended  by  adding  a third  recom- 
mendation to  read  as  follows: 

3.  That  the  Committee  on  Diabetes  re- 
quest the  American  Diabetic  Associa- 
tion to  send  its  material  packets  with- 
in at  least  one  month  prior  to  the  Na- 
tional Diabetes  Detection  Week. 

The  report  of  the  Committee  on  Diabetes  as 
amended  by  the  Reference  Committee  was  then 
ADOPTED. 

VI.  The  Report  of  the  Committee  on  Maternal 
Welfare  contained  the  following  recommen- 
dations: 

1.  That  further  effort  be  expended  to 
promote  and  have  enacted  into  law  the 
legislation  which  would  obtain  legal 
immunity  for  this  Committee  from 
possible  litigation  arising  out  of  publi- 
cation of  case  reports,  thereby  enabl- 
ing us  to  disseminate  maternal  welfare 
cases  for  instructional  purposes  to  the 
physicians  throughout  the  State  who 
care  for  obstetrical  patients. 

2.  That  an  investigation  be  conducted 
as  to  the  desirability  and  amount  of 
interest  in  conducting  a series  of  panel 
discussions  or  formal  presentation  be- 
fore interested  hospital  groups  or  med- 
ical societies  throughout  the  State  con- 
cerning suggestions  for  reducing  ma- 
ternal mortality  and  standardization 
of  reports  of  maternal  mortality  and 
morbidity  in  the  State  of  Oregon. 

The  Reference  Committee  recommended  that 
Recommendation  No.  1 in  the  report  be  REFER- 
RED to  the  Committee  on  Public  Policy  and  that 
the  Recommendation  No.  2 be  ADOPTED. 

The  House  of  Delegates  adopted  this  recom- 
mendation of  the  Reference  Committee. 

VII.  The  Report  of  the  Committee  on  Rehabilita- 
tion contained  the  following  recommenda- 
tions: 

1.  That  the  Committee  on  Rehabilitation 
continue  to  be  authorized  to  prepare 
and  distribute  to  all  members  of  the 
Society  a brochure  explaining  the  re- 
habilitation services  which  are  avail- 
able in  our  State.  This  recommenda- 
tion was  sent  originally  to  the  House 
of  Delegates  in  September  1959;  the 
project  has  never  been  completed,  but 
it  is  hoped  that  the  Committee  will 
continue  to  consider  the  project  and 
carry  it  through  to  its  effective  com- 
pletion. 

2.  That  the  Committee  on  Annual  Ses- 
sion be  requested  to  consider  including 
a panel  discussion  on  rehabilitation 
and  the  scientific  program  of  the  So- 
ciety’s 1962  Annual  Session  and,  if  pos- 
sible, obtain  a speaker  whose  interest 
might  be  such  as  to  provide  our  So- 
ciety with  information  concerning  re- 
habilitation. 

3.  That  the  Committee  on  Rehabilitation 
at  the  State  level  continue  to  exist  for 
the  purposes  originally  intended  as 
outlined  by  the  AMA  Report  of  the 
Committee  on  Rehabilitation,  August 
31,  1957. 

The  Reference  Committee  recommended  that 
the  report  of  the  Committee  on  Rehabilitation  be 
amended  by  adding  the  following  recommenda- 
tion and  adopted: 

4.  That  consideration  be  given  to  the 
composition  of  the  Committee  so  that 
the  greater  proportion  of  members  will 
be  in  the  Portland  area  and  that  liaison 
be  established  with  the  Multnomah 
County  Medical  Society’s  Committee 
which  is  studying  the  Rehabilitation 


Institute  of  Oregon. 

The  House  of  Delegates  ADOPTED  this  rec- 
ommendation of  the  Reference  Committee. 

VIII.  The  Report  of  the  Committee  on  Tubercu- 
losis contained  the  following  recommenda- 
tions: 

1.  That  the  medical  profession  join  the 
State  Board  of  Health  and  the  Oregon 
Tuberculosis  and  Health  Association 
in  their  accelerated  efforts  this  year 
to  bring  under  active  medical  treat- 
ment all  patients  with  any  evidence  of 
active  tuberculosis  even  though  it 
may  not  be  in  a contagious  stage. 

2.  That  the  private  practitioner  should  be 
encouraged  to  procure  the  Manual  of 
Tuberculosis  Treatment  recently  pre- 
pared by  the  Oregon  Thoracic  Society 
and  available  on  request  from  the  Ore- 
gon Tuberculosis  and  Health  Associa- 
tion. This  Manual  has  been  approved 
by  this  Committee. 

The  Reference  Committee  recommended  that 
Recommendation  No.  2 be  amended  so  as  to  read 
as  follows  and  that  the  report  be  adopted  as 
amended: 

2.  That  the  Oregon  Tuberculosis  and 
Health  Association  be  requested  to 
send  the  Manual  of  Tuberculosis  Treat- 
ment to  all  physicians  in  the  State. 
This  recommendation  of  the  Reference  Com- 
mittee was  ADOPTED  by  House  of  Delegates. 

IX.  The  Report  of  the  Committee  on  Revision  of 
Bylaws  contained  the  following  recommenda- 
tions: 

1.  That  Chapter  XIII,  Section  1,  be 
amended  so  as  to  read  as  follows: 
Section  1.  The  Society  shall  hold  an 

Annual  Session  and  may 
hold  special  sessions  at  such 
time  and  place  as  shall  be 
determined  by  the  House  of 
Delegates  or  the  Board  of 
Trustees,  provided  that  the 
date  selected  for  the  An- 
nual Session  shall  not  be 
prior  to  the  third  Sunday  in 
September.  Notice  of  the 
selection  of  the  time  and 
place  of  meetings  shall  be 
given  to  the  members  at 
least  30  days  prior  to  such 
Annual  Session.  (New  text 
underlined) 

2.  That  Chapter  X,  Section  7 (r)  be  am- 
ended by  inserting  a new  Section  7 (r) 
to  read  as  follows: 

Section  7.  (r)  The  Committee  on  Neo- 
natal Mortality  shall  serve 
as  a liaison  and  advisory 
committee  to  all  official 
and  voluntary  agencies  in- 
terested in  this  field;  shall 
review  and  interpret  statis- 
tical data  related  to  neo- 
natal mortality  and  report 
its  findings  and  recommen- 
dations to  the  Board  of 
Trustees,  the  House  of  Del- 
egates, and  the  general 
membership;  and  shall, 
with  the  approval  of  the 
Board  of  Trustees  or  the 
House  of  Delegates,  under- 
take to  conduct  such  activi- 
ties as  will  foster  the  con- 
tinuing advancement  of 
neonatal  health  in  this 
State. 

And  that  the  present  Subsection  (r) 
become  Subsection  (s)  and  the  present 
Subsection  (s)  become  Subsection  (t). 
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Upon  the  recommendation  of  the  Reference 
Committee  the  House  of  Delegates  ADOPTED 
the  above  recommendations. 

The  Committee  on  Revision  of  Bylaws 
also  recommended  that  Chapter  VII.,  Sec- 
tion 10  (a)  be  amended  so  as  to  read  as 
follows: 

Section  10.  (a)  The  State  shall  be  divid- 
ed into  fourteen  Trustee  Dis- 
tricts as  follows: 

District  No.  1 Multnomah 
County 

District  No.  2 Clackamas  and 
Yamhill  Counties 
District  No.  3 Columbia  and 
Washington  Counties 
District  No.  4 Clatsop  and 
Tillamook  Counties 
District  No.  5 Marion  and 
Polk  Counties 

District  No.  6 Linn,  Benton 
and  Lincoln  Counties 
District  No.  7 Lane  County 
District  No.  8 Douglas,  Coos 
and  Curry  Counties 
District  No.  9 Jackson  and 
Josephine  Counties 
District  No.  10  Klamath  and 
Lake  counties 

District  No.  11  Jefferson,  De- 
schutes, Crook  and  Harney 
Counties 

District  No.  12  Hood  River, 
Wasco,  Sherman,  Gilliam 
and  Wheeler  Counties 
District  No.  13  Morrow, 
Umatilla,  Union,  Wallowa 
and  Grant  Counties 
District  No.  14  Baker  and 
Malheur  Counties 

The  Reference  Committee  recommended  that 
portions  of  this  proposed  change  in  the  Bylaws 
be  amended  so  as  to  provide  Trustee  Districts  of 
the  following  composition: 

District  No.  2 Clackamas  and 
Columbia  Counties 
District  No.  3 Washington 
and  Yamhill  Counties 
District  No.  12  Hood  River, 
Wasco,  Sherman  Counties. 
District  No.  13  Morrow, 
Umatilla,  Union,  Wallowa, 
Grant,  Gilliam  and  Wheeler 
Counties. 

This  recommendation  of  the  Reference  Com- 
mittee was  ADOPTED  by  the  House  of  Dele- 
gates. 

The  Report  of  the  Committee  on  Revision  of 
Bylaws  also  contained  the  following  recommen- 
dations which  upon  the  recommendation  of  the 
Reference  Committee  were  ADOPTED  by  the 
House  of  Delegates: 

a.  That  each  component  medical  society 
send  to  the  Trustee  for  its  Districts  an 
announcement  of  all  regular  and  spe- 
cial meetings  and  specifically  request 
his  attendance  at  meetings  when  mat- 
ters of  urgent  importance  are  being 
considered  which  may  involve  action 
by  the  Oregon  State  Medical  Society. 

b.  Because  some  expense  of  travel,  meals 
and  lodging  may  be  involved,  that  the 
Oregon  State  Medical  Society  reim- 
burse Trustees  for  actual  expenses  in- 
volved in  visiting  component  societies 
in  their  Districts. 

X.  The  report  of  the  Executive  Committee  of 
the  Board  of  Trustees  contained  two  recom- 
mendations the  first  of  which  reads  as  follows: 
1.  That  the  action  of  the  Executive  Com- 
mittee of  the  Board  of  Trustees  in 
adopting  the  following  recommenda- 
tions of  the  Ad  Hoc  Committee  on 
Medical  Assistance  for  the  Aged  be  re- 


affirmed: 

“a.  That  the  Society  offer  to  the  State 
Public  Welfare  Commission  the 
services  of  Oregon  Physicians’ 
Service  and  the  four  local  physi- 
cian-sponsored prepayment  med- 
ical care  plans  in  Oregon  in  ad- 
ministering the  claims  adjustment 
functions  under  the  Medical  As- 
sistance for  the  Aged  program 
which  becomes  effective  November 
1,  1961,  and  that  the  costs  of  these 
administrative  functions  be  ab- 
sorbed from  the  professional  fees 
to  be  paid  to  physicians  rendering 
service  under  the  program;  and, 
“b.  That  this  offer,  if  accepted  by  the 
State  Public  Welfare  Commission, 
be  effective  for  a period  of  one 
year.” 

With  respect  to  this  recommendation  the  Ref- 
erence Committee  submitted  the  following  rec- 
ommendation which  was  ADOPTED  by  the 
House  of  Delegates: 

“The  Reference  Committee  has  heard 
much  testimony  regarding  the  Executive 
Committee’s  first  recommendation,  in- 
cluding a request  from  the  Public  Wel- 
fare Commission  that  the  Society  accept 
a temporary  reduced  payment  in  the 
printed  schedule  of  medical  fees.  After 
hearing  all  of  the  testimony,  the  Com- 
mittee strongly  re-affirms  the  offer  of 
the  Executive  Committee  regarding  the 
claims  administration  of  the  Medical  As- 
sistance for  the  Aged  by  Oregon  Physi- 
cian Service  and  makes  no  further  recom- 
mendation.” 

XI.  The  Report  of  the  Executive  Committee  of 
the  Board  of  Trustees  also  included  a recom- 
mendation in  the  form  of  a resolution  which 
read  as  follows: 

whereas,  the  1963  Clinical  Session  of  the 
American  Medical  Association  is 
to  be  held  in  Portland,  Oregon, 
December  1-5;  and, 

whereas,  the  1963  Annual  Meeting  of  the 
Oregon  State  Medical  Society  is 
scheduled  to  be  held  in  Eugene  in 
late  September;  and, 

whereas,  the  Oregon  Academy  of  General 
Practice  is  likewise  scheduled  to 
hold  its  Annual  Meeting  in  the 
Fall  of  1963;  and, 

whereas,  the  1963  Fall  series  of  the  Som- 
mer Memorial  Lecture  Founda- 
tion must  likewise  be  considered 
in  making  plans  for  these  1963 
annual  meetings;  and, 

whereas,  the  holding  of  these  two  annual 
meetings  immediately  prior  to  the 
1963  Clinical  Session  of  the  Amer- 
ican Medical  Association  may  de- 
tract from  the  attendance  of  Ore- 
gon physicians  at  all  three  meet- 
ings and  especially  the  Clinical 
Session  of  the  American  Medical 
Association  and  may  also  discour- 
age commercial  exhibitors  from 
participating  in  the  meetings  of 
the  Society  and  the  Academy;  and, 

whereas,  the  Society  and  the  Academy  have 
in  previous  years  cooperated  in 
the  holding  of  joint  annual  meet- 
ings; and, 

whereas,  the  Academy  of  General  Practice 
has  adopted  a resolution  propos- 
ing that  the  1963  Annual  Meetings 
of  the  Academy  and  the  Society 
be  cancelled  in  order  to  assure 
the  success  of  the  1963  Clinical 
Session  of  the  American  Medical 
Association;  now, 
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THEREFORE  BE  IT  RESOLVED,  that  this  House 
of  Delegates  consider  and  act 
upon  the  following  alternatives 
with  respect  to  the  Society’s  1963 
Annual  Meeting: 

1.  That  the  Academy  of  General 
Practice  and  the  Society  cancel 
their  respective  1963  Annual 
meetings  and  devote  their  full 
attention  to  fostering  the  suc- 
cess of  the  1963  Clinical  Session 
of  the  American  Medical  Asso- 
ciation. 

2.  That  the  Society  and  the  Ore- 
gon Academy  of  General  Prac- 
tice continue  with  their  plans 
to  hold  independent  annual 
meetings  in  1963. 

3.  That  the  Society  and  the  Ore- 
gon Academy  of  General  Prac- 
tice combine  their  1963  annual 
meetings  and  that  such  a joint 
meeting  be  held  in  Eugene. 

4.  That  the  Society  and  the  Ore- 
gon Academy  of  General  Prac- 
tice combine  to  hold  their  1963 
Annual  Meetings  in  Portland  in 
conjunction  with  the  1963  Fall 
Sommer  Memorial  Lectures. 

5.  That  the  Society,  the  Academy 
of  General  Practice  and  the 
Sommer  Memorial  Lecture 
Fund  cancel  all  meetings  in  the 
Fall  of  1963  and  join  to  hold  a 
major  scientific  program  in  the 
Spring  of  1963  in  conjunction 
with  the  Annual  Meeting  of  the 
Alumni  Association  of  the  Uni- 
versity of  Oregon  Medical 
School. 

With  respect  to  this  recommendation  the  Ref- 
erence Committee  recommended  that  the  fourth 
alternative  which  reads  as  follows  be  adopted: 

4.  That  the  Society  and  the  Oregon  Acad- 
emy of  General  Practice  combine  to 
hold  their  1963  Annual  Meeting  in 
Portland  in  conjunction  with  the  1963 
Sommer  Memorial  Lectures  and  that 
the  1964  Annual  Session  be  held  in 
Eugene. 

The  House  of  Delegates  ADOPTED  this  rec- 
ommendation of  the  Reference  Committee. 

XII.  The  Reference  Committee  recommended  that 
the  following  resolution  No.  8 be  introduced 
by  the  Klamath  County  Medical  Society  which 
reads  as  follows  not  be  adopted: 

be  it  resolved,  that  the  Oregon  State  Med- 
ical Society,  and  its  subsidiary  Oregon 
Physicians’  Service,  take  no  part  in  the 
administration  of  the  Kerr-Mills  Bill,  and 
further  that  the  officers  of  the  Society 
in  discussions  with  public  officials  limit 
their  discussions  to  the  principles  of 
proper  medical  care,  and  refrain  from 
any  discussion  of  details  of  administra- 
tion. 

This  recommendation  of  the  Reference  Com- 
mittee was  ADOPTED  by  the  House  of  Dele- 
gates: 

XIII.  The  Reference  Committee  on  Reports  of  Of- 
ficers and  Committees  submitted  the  follow- 
ing recommendations  which  originated  in  the 
Committee: 

a.  That,  if  copies  of  the  address  by  Mr.  Ron- 
ald Reagan  presented  in  Salem  on  Septem- 
ber 27,  1961  are  available  the  Executive 
Secretary  be  directed  to  distribute  them  to 
all  Society  members. 

b.  That,  to  alleviate  the  travail  of  your  Ref- 
erence Committee  in  its  task  of  reviewing 
the  increasing  volume  of  reports,  the  Ex- 
ecutive Secretary  contact  the  President  of 
each  component  society  who  will  direct  all 


committee  chairmen  within  his  area  to  sub- 
mit reports  to  the  State  Society  office  be- 
fore August  1st.  May  it  be  further  empha- 
sized that  Committee  chairmen,  who  ex- 
pect their  reports  to  be  carefully  consid- 
ered by  the  Reference  Committee,  adhere 
to  this  schedule. 

These  recommendations  of  the  Reference 
Committee  were  ADOPTED  by  the  House  of 
Delegates. 

Report  of  Reference  Committee  on  New  Business 

The  Reference  Committee  on  New  Business  was 
composed  of  Alfred  C.  Hutchinson,  Portland, 
Chairman;  Julius  H.  Hessel,  Eugene;  Douglass  S. 
Johnson,  Coos  Bay;  B.  L.  Vandermeer,  Pendleton 
and  Harvey  W.  Kring,  Roseburg. 

This  Committee  had  referred  to  it  eleven  of  the 
thirteen  resolutions  introduced  at  the  House  of 
Delegates  meeting.  The  recommendations  of  this 
Committee  relative  to  these  resolutions  and  the 
action  of  the  House  of  Delegates  is  as  follows: 

RESOLUTION  NO.  1 

whereas,  Oregon  Physicians’  Service  (OPS) 
and  the  State  Public  Welfare 
Commission  are  conforming  to  a 
direction  or  ruling  not  to  prorate 
fees  and  will  pay  only  the  sur- 
gical fee  to  the  operating  surgeon 
and  the  assistant  fee  to  the  assist- 
ant at  the  operation;  and, 
whereas,  the  physician  who  assists  at  the 
operation  in  this  and  similarly  sit- 
uated localities  must  often  per- 
form a measure  of  the  pre  and 
postoperative  care  of  patients; 
and, 

whereas,  the  assistant  who  performs  a mea- 
sure of  these  services  is  not  now 
receiving  compensation  for  his 
services;  and, 

whereas,  there  are  no  other  known  means 
of  collecting  for  such  services; 
now, 

THEREFORE  BE  IT  RESOLVED, 

(1)  That  when  it  is  necessary  for 
the  assistant  to  perform  a 
measure  of  the  pre  and  post- 
operative care,  that  he  re- 
ceive a prorated  fee  to  com- 
pensate him  for  these  services. 

(2)  That  the  amount  prorated  be 
an  amount  mutually  agreed 
upon  by  the  operating  sur- 
geon and  his  assistant. 

(3)  That  this  ruling  is  to  be  made 
retroactive  to  April  1,  1961. 

(4)  That  Oregon  Physicians’ Serv- 
ice and  the  State  Public  Wel- 
fare Commission  be  instruct- 
ed to  follow  this  ruling. 

The  Committee  on  New  Business  recommend- 
ed that  this  Resolution  not  be  adopted. 

RESOLUTION  NO.  2 

Resolution  No.  2 which  was  also  introduced  by 
the  Columbia  County  Medical  Society  reads  as 
follows: 

whereas,  the  assistant-at-operation  fee  is 
insufficient,  as  listed  in  Oregon 
Physicians’  Service,  State  Indus- 
trial Accident  Commission  and 
Oregon  State  Public  Welfare  Com- 
mission schedules,  especially  in 
the  Public  Welfare  Commission 
schedule;  now, 

THEREFORE  BE  IT  RESOLVED,  that  Steps  be 
taken  to  effect  a substantial  in- 
crease in  the  assistant-at-opera- 
tion fee  in  these  organizations. 
Relative  to  this  resolution  the  Committee  on 
New  Business  recommended  that  it  be  amended 
as  follows  and  adopted: 
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1.  That  the  phrase  “Oregon  Physicians’ 
Service”  be  deleted  from  the  Whereas 
portion  of  the  Resolution. 

2.  That  the  resolved  portion  of  the  Reso- 
lution be  amended  so  as  to  read  as 
follows: 

therefore  be  it  resolved,  that  the  Board 
of  Trustees  direct  this  matter  to 
the  appropriate  bodies  for  review 
and  adjustment. 

The  House  of  Delegates  voted  to  amend  the 
recommendations  of  the  Committee  on  New 
Business  by  DELETING  Recommendation  No.  1 
and  amending  Recommendation  No.  2 so  as  to 
read  as 

therefqre  be  it  resolved,  that  the  Board 
of  Trustees  direct  this  matter  to 
the  appropriate  bodies  for  review 
and  upward  adjustment.” 
RESOLUTION  NO.  3 

Resolution  No.  3 introduced  by  the  Yamhill 
County  Medical  Society  reads  as  follows: 

whereas,  it  has  always  been  the  contention 
of  organized  medicine  that  a phy- 
sician should  only  bill  for,  and  re- 
ceive payments  for,  services  which 
he  personally  has  rendered;  and, 
whereas,  the  Oregon  Physicians’  Service,  as 
an  instrument  of  organized  medi- 
cine in  Oregon  should  reflect  this 
principle;  and, 

whereas.  Rule  V of  the  present  OPS  Sur- 
gical Billing  Procedure  is  in  di- 
rect contradiction  to  this  prin- 
ciple; now, 

THEREFORE  BE  IT  RESOLVED,  that  Rule  V of 
the  Surgical  and  Flat  Fee  proce- 
dures of  the  OPS  Billing  Manual 
be  amended  to  read  as  follows: 
“Surgical  fees  may  be  prorated  between 
the  operating  surgeon  and  the  attending 
physician  according  to  the  amount  of 
services  rendered  by  each.  If  the  sur- 
geon and  attending  physician  are  unable 
to  arrive  at  a mutual  agreement  regard- 
ing each  case,  it  shall  be  submitted  to  the 
local  OPS  Supervisory  Committee  for 
consideration.” 

The  Reference  Committee  on  New  Business 
recommended  that  this  resolution  be  amended 
so  as  to  read  as  follows  and  then  be  adopted. 
THEREFORE  BE  IT  RESOLVED,  that  Rule  V Of 
the  Surgical  and  Flat  Fee  proce- 
dures of  the  OPS  Billing  Manual 
be  amended  to  read  as  follows: 
“The  surgical  fee  shall  be  paid  to  the 
operating  surgeon.  If  there  is  an  assist- 
ant at  surgery,  other  than  a resident  or 
intern,  he  shall  be  compensated  on  the 
basis  of  the  listed  assistant’s  fee. 

“If  the  operating  surgeon  and  the  assist- 
ant feel  there  are  unusual  circumstances 
the  operating  surgeon  may  stipulate  in 
writing  to  OPS  that  a specified  portion 
of  his  fee,  in  addition  to  the  asistant’s  fee 
be  forwarded  to  the  assistant  for  services 
rendered,  provided  the  request  is  ap- 
proved by  the  local  supervisory  com- 
mittee. 

“The  listed  minimum  fee  for  surgical  as- 
sistants shall  be  $40  based  on  the  current 
realistic  OPS  fee  schedule  or  20%  of  the 
surgical  fee,  whichever  is  the  greater.” 

The  House  of  Delegates  voted  to  amend  the 
recommendation  of  the  Committee  on  New  Busi- 
ness by  deleting  the  third  paragraph  and  ADOP- 
TED AS  AMENDED. 

RESOLUTION  NO.  4 

Resolution  No.  4 which  was  introduced  by  the 
Linn  County  Medical  Society  reads: 

whereas.  Rule  5 under  the  surgical  section 
of  the  OPS  schedule  of  fees  reads 
in  part  as  follows: 


“Surgical  fees  are  paid  only  to 
the  operating  surgeon,  regardless 
of  the  fact  that  another  physician 
may  participate  in  the  pre  or  post 
operative  management  of  the 
case;”  and, 

whereas.  Rule  5,  as  it  now  stands,  is  con- 
ducive to  fee  splitting;  now, 

therefore  be  it  resolved,  that  the  Ore- 
gon State  Medical  Society  recom- 
mend to  the  Oregon  Physicians’ 
Service  Board  of  Trustees  that  a 
change  be  made  in  Rule  5 which 
would  permit  division  of  the  sur- 
gical fees  in  accordance  with  the 
services  rendered  by  doctors  in- 
volved, provided  that: 

1)  there  is  no  increased  cost  to 
the  patient 

2)  that  the  patient  be  aware  of 
the  arrangements; 

3)  that  there  is  no  compromise  in 
the  quality  of  service  rendered. 

The  recommendation  of  the  Committee  on 
New  Business  that  this  resolution  not  be  ap- 
proved was  adpoted  by  the  House  of  Delegates. 

RESOLUTION  NO.  5 

The  Reference  Committee  on  New  Business 
recommended  the  adoption  of  Resolution  No.  5 in- 
troduced by  the  Multnomah  County  Medical  So- 
ciety without  change. 

The  Resolution  reads: 

whereas,  the  Oregon  State  Medical  Society 
sponsors  and  approves  Oregon 
Physicians’  Service,  and  the  Mult- 
nomah County  Society  sponsors 
and  approves  Oregon  Physicians’ 
Service,  and  in  addition,  the  new 
Multnomah  Foundation  for  Med- 
ical Care;  and  since  the  ultimate 
objective  of  both  the  Multnomah 
Foundation  and  Oregon  Physi- 
cians’ Service  is  to  provide  ade- 
quate “service  benefit,”  medical- 
surgical  coverage  to  the  public 
and  at  the  same  time  guarantee  a 
fair  and  equitable  return  to  the 
medical  profession  for  its  serv- 
ices; and, 

whereas,  the  present  policies  of  Oregon 
Physicians’  Service,  with  respect 
to  income  ceilings  on  “service 
benefits,”  are  not  compatible  with 
those  adopted  by  the  Foundation; 
and, 

whereas,  Oregon  Physicians’  Service  with 
the  approval  of  the  Oregon  State 
Medical  Society,  has  occasionally 
eliminated  the  income  ceiling  for 
certain  union  health  and  welfare 
plan  contracts;  and, 

WHEREAS,  most  of  the  practitioner  and  spe- 
cialist groups  of  physicians  in 
Oregon  already  accept  the  con- 
cept that  a 100  per  cent  payment 
of  Oregon  Physicians’  Service  Fee 
Schedule  represents  a fair  and 
equitable  schedule  of  charges  for 
their  services;  and, 

whereas,  the  highest  schedule  of  the  Mult- 
nomah Foundation  for  Medical 
Care  is  virtually  the  equivalent 
of  the  100  per  cent  Oregon  Physi- 
cians’ Service  Fee  Schedule;  and, 

whereas,  it  would  be  understood  that  any 
Oregon  Physicians’  Service  con- 
tracts written  through  the  Foun- 
dation would  be  paid  on  the  Foun- 
dation Fee  Schedule  and  not  on 
the  Oregon  Physicians’  Service 
Fee  Schedule;  now, 

therefore  be  it  resolved,  that  Oregon 
Physicians’  Service  be  specifically 
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authorized  to  write  contracts 
through  the  Multnomah  Founda- 
tion for  Medical  Care,  and  to  com- 
ply with  the  Foundation’s  mini- 
mum standards  as  regards  income 
ceilings,  fee  schedules,  and  sub- 
scriber benefits,  in  any  contracts 
written  through  the  Foundation; 
and, 

be  it  further  resolved,  that  Oregon  Phy- 
sicians’ Service  be  authorized  to 
apply  the  income  ceiling  on  “serv- 
ice benefits”  to  the  group’s  em- 
ployee average  income,  rather 
than  to  the  individual,  on  con- 
tracts written  through  the  Foun- 
dation and  that  the  Oregon  State 
Medical  Society  and  Oregon  Phy- 
sicians' Service  recognize  and  ap- 
prove the  fact  that  under  the 
group  average  principle,  certain 
individuals  of  substantial  means 
will  be  entitled  to  receive  “service 
benefits”  who  would  not  be  so 
entitled  without  the  group  aver- 
age approach. 

The  House  of  Delegates  ADOPTED  the  recom- 
mendation of  the  Committee  on  New  Business 
relative  to  Resolution  No.  5. 


WHEREAS, 


WHEREAS, 


RESOLUTION  NO.  6 

The  Reference  Committee  on  New  Business  rec- 
ommended that  Resolution  No.  6 introduced  by  the 
Multnomah  County  Medical  Society  be  adopted  as 
submitted.  The  text  of  the  resolution  reads  as 
follows: 

national  and  local  surveys  reveal 
a reduction  in  recent  years  in  the 
number  of  qualified  applicants 
for  medical  school;  and, 
there  is  a continued  growth  in  the 
nation’s  population  along  with  a 
greater  demand  for  personal 
health  care  services;  and, 
whereas,  several  surveys  by  the  Portland. 

Oregon,  Public  School  System  in- 
dicate a surprisingly  large  num- 
ber of  top  grade-average  seniors 
indicate  a desire  to  become  physi- 
cians; and, 

whereas,  inadequate  financing  for  graduate 
education  undoubtedly  is  a deter- 
rent to  some  otherwise  qualified 
students;  now, 

therefore  be  it  resolved,  that  the  Ore- 
gon State  Medical  Society  consider 
the  feasibility  of  establishing  a 
loan  fund  for  worthy  medical  stu- 
dents, interns  and  residents. 

The  House  of  Delegates  ADOPTED  the  rec- 
ommendation of  the  Committee  on  New  Business. 


RESOLUTION  NO.  I 

Relative  to  Resolution  No.  7 also  introduced  by 
the  Multnomah  County  Medical  Society,  the  Com- 
mittee on  New  Business  recommended  that  it  be 
favorably  considered  and  referred  to  the  Com- 
mittee on  Public  Health  for  incorporation  in  a 
more  comprehensive  plan  for  poliomyelitis  immu- 
nization. The  Resolution  reads: 

whereas.  Type  I of  a new  oral  vaccine  for 
poliomyelitis,  known  as  the  Sabin 
vaccine,  will  soon  be  available  in 
Oregon  in  plentiful  supply;  and, 
whereas,  this  vaccine  has  been  licensed  and 
approved  as  safe  for  clinical  use 
by  the  United  States  Public 
Health  Service;  and, 

whereas,  there  has  been  a sharp  decrease 
in  the  incidence  of  polio  since  dis- 
covery and  use  of  Salk  vaccine, 
thus  proving  its  effectiveness  in 
prevention  of  the  disease;  and, 
whereas,  there  has  been  a recent  increase 
in  the  percentage  of  polio  cases 


among  pre-school  children;  and, 
whereas,  Sabin  vaccine  has  been  found  safe 
for  use  by  infants,  insures  pro- 
tective coverage  during  the  first 
days  of  life  and  is  easily  adminis- 
tered in  hospitals;  now, 
therefore  be  it  resolved,  that  the  Ore- 
gon State  Medical  Society  does 
hereby  recommend  the  use  of 
Sabin  vaccine  in  appropriate  dos- 
ages for  infants  at  three  days  and 
encourages  physicians  to  adopt 
this  policy;  and, 

be  it  further  resolved,  that  parents  of 
such  infants  be  strongly  advised 
to  commence  a regular  or  com- 
plete polio  immunization  series  at 
three  months  of  age  to  be  con- 
cluded in  not  less  than  one  year. 

The  House  of  Delegates  ADOPTED  this  rec- 
ommendation of  the  Committee  on  New  Busi- 
ness. 


resolution  no.  9 

Resolution  No.  9 introduced  by  Dr.  O.  F.  Krau- 
shaar  of  Salem  received  the  favorable  recommen- 
dation of  the  Committee  on  New  Business  which 
was  ADOPTED  by  the  House  of  Delegates.  The 
resolution  relating  to  the  creation  of  a Physicians- 
Artists  Association  reads  as  follows: 

whereas,  the  response  to  the  Physicians’ 
Art  Exhibit  held  for  the  first 
time  in  Oregon  at  this  Annual 
Meeting  of  the  Oregon  State  Med- 
ical Society  has  far  exceeded  all 
expectations;  now, 

therefore  be  it  resolved,  that  the  Ore- 
gon State  Medical  Society  spon- 
sor an  Oregon  Physicians’  Artist 
Association  to  include  members 
of  the  Society  and  the  members 
of  their  immediate  families;  and, 
be  it  further  resolved,  that  the  Board  of 
Trustees  of  the  Society  appoint  a 
special  committee  to  consider  the 
establishment  of  such  an  Associa- 
tion and  develop  a plan  for  its  or- 
ganization. 

RESOLUTION  NO.  10 

The  following  Resolution  No.  10  relating  to  the 
activities  of  the  American  Society  of  Abdominal 
Surgeons  was  introduced  by  Dr.  N.  D.  Wilson: 

whereas,  the  American  Society  of  Abdom- 
inal Surgeons  attempted  to  obtain 
AMA  approval  by  designated 
means,  and  failed;  and, 
whereas,  this  same  Surgical  Society  then 
planned  to  obtained  the  desired 
approval  by  other  means;  and, 
whereas,  the  members  of  the  above  Society 
were  circularized  by  their  officers 
with  instructions  for  the  packing 
of  the  regular  business  meeting  of 
the  Surgical  Section  of  the  AMA 
for  their  own  interest;  and, 
whereas,  after  capturing  the  above  meeting, 
they  did  pass  resolutions  extend- 
ing to  themselves  the  approval 
that  had  been  denied  them  by  the 
Council  on  Medical  Education  and 
Hospitals  of  the  AMA;  and, 
whereas,  the  House  of  Delegates  of  the 
AMA  unanimously  rejected  the 
above  resolutions  of  approval; 
now, 

THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  Oregon  State 
Medical  Society  deplore  the  mis- 
use of  the  democratic  processes 
by  the  Society  of  Abdominal  Sur- 
gery; and, 

be  it  further  resolved,  that  the  House  of 
Delegates  of  the  Oregon  State 
Medical  Society  take  note  of  the 
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fact  that  the  resolution  approving 
the  American  Board  of  Abdominal 
Surgery  passed  by  the  Section  on 
Surgery  at  its  June  meeting  has 
been  unanimously  disapproved  by 
the  House  of  Delegates  of  the 
AMA;  and, 

BE  IT  STILL  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  the  Oregon 
State  Medical  Society  instruct  the 
Oregon  delegates  to  the  American 
Medical  Association  to  prepare  a 
similar  resolution  for  presenta- 
tion to  the  House  of  Delegates  of 
the  AMA. 

The  Reference  Committee  on  New  Business 
recommended  that  the  resolution  be  amended 
by  deleting  the  sixth  paragraph  and  then  adopt- 
ed. The  sixth  paragraph  reads  as  follows: 

“therefore  be  it  resolved,  that  the  House 
of  Delegates  of  the  Oregon  State 
Medical  Society  deplore  the  mis- 
use of  the  democratic  processes 
by  the  Society  of  Abdominal  Sur- 
gery; and,” 

The  House  of  Delegates  ADOPTED  the  reso- 
lution AS  AMENDED  by  the  Committee  on  New 
Business. 

RESOLUTION  NO.  11 

Resolution  No.  11  was  introduced  by  the  Marion- 
Polk  Medical  Society  and  reads  as  follows: 

whereas,  from  1941  to  1951  the  bylaws  of 
OPS  permitted  repeated  re-elec- 
tion to  office  in  the  corporation 
with  the  result  that  the  same  per- 
son held  office  for  10  years;  and, 
whereas,  in  1951  new  bylaws  were  adopted 
which  provided  that  no  person 
might  serve  more  than  two  con- 
secutive terms  of  one  year  each 
in  any  office;  and, 

whereas,  in  1961  the  provision  preventing 
continuous  re-election  to  office 
was  removed  without  prior  con- 
sultation with  the  sponsoring 
medical  society;  and, 

whereas,  the  broadest  possible  physician 
representation  is  important  in  the 
conduct  of  the  physician-sponsor- 
ed service  benefit  program;  now, 

THEREFORE  BE  IT  RESOLVED,  that  this  body 

requests  the  OPS  Board  of  Trus- 
tees to  reinstate  the  bylaw  limit- 
ing the  number  of  terms  to  which 
an  officer  can  be  re-elected. 

The  Reference  Committee  on  New  Business 
recommended  that  the  “resolved”  portion  of  the 
resolution  be  amended  so  as  to  read  as  follows 
and  then  be  adopted: 

“therefore  be  it  resolved,  that  this  body 
requests  the  OPS  Board  of  Trus- 
tees to  reinstate  the  bylaw  limit- 
ing the  number  of  terms  to  which 
an  officer  can  be  re-eleced  effec- 
tive at  the  close  of  the  current 
OPS  fiscal  year;  and, 

be  it  further  resolved,  that  OPS  be  in- 
structed to  print  and  circulate 
copies  of  the  present  bylaws  to 
all  member  physicians;  and, 
be  it  still  further  resolved,  that  any 
contemplated  changes  in  the  OPS 
bylaws  be  brought  to  the  atten- 
tion of  the  House  of  Delegates.” 

The  House  of  Delegates  voted  to  amend  the 
recommendations  of  the  Committee  on  New 
Business  by  deleting  Paragraph  1 
of  the  recommendation  then 
ADOPTED  it  AS  AMENDED. 

RESOLUTION  NO.  12 

Resolution  No.  12  also  introduced  by  the  Marion- 
Polk  County  Medical  Society  dealt  with  the  distri- 
bution and  administration  of  the  Sabin  oral  vaccine 


and  reads  as  follows: 

whereas,  the  introduction  of  Sabin  oral  vac- 
cine presents  problems  of  a dif- 
ferent nature  than  those  of  exist- 
ing vaccines;  now, 

therefore  be  it  resolved,  that  the  Com- 
mittee on  Public  Health  be  re- 
quested to  study  the  possibility  of 
setting  up  state-wide  recommen- 
dations regarding  the  distribution 
and  administration  of  Sabin  oral 
vaccine. 

The  Reference  Committee  on  New  Business 
recommended  that  the  resolved  portion  of  this 
resolution  be  amended  so  as  to  read  as  follows 
and  then  adopted: 

“therefore  be  it  resolved,  that  the  Com- 
mittee on  Public  Health  be  re- 
quested to  develop  at  the  earliest 
possible  date  statewide  recom- 
mendations regarding  the  distri- 
bution and  administration  of 
Sabin  oral  vaccine.” 

The  House  of  Delegates  ADOPTED  the 
recommendation  of  the  Committee  on  New 
Business  AS  AMENDED. 

Other  New  Business 

At  the  final  session  of  the  House  of  Delegates 
on  September  29th,  the  following  resolution  was 
introduced  at  the  request  of  the  scientific  section 
on  ophthalmology  and  otolaryngology: 

whereas,  the  Bylaws  of  the  Oregon  State 
Medical  Society  provides  for  the 
establishment  of  scientific  sections 
and  now  has  one  such  section  in 
the  field  of  ophthalmology  and 
otolaryngology;  and, 

whereas,  the  Constitution  and  Bylaws  of 
the  American  Medical  Association 
provide  that  each  establishea 
specialty  section  shall  have  an 
official  representative  in  the 
House  of  Delegates  of  the  Asso- 
ciation; now, 

therefore  be  it  resolved,  that  the  Com- 
mittee on  Revision  of  Bylaws  be 
requested  to  consider  the  practi- 
cality of  providing  for  represen- 
tation in  the  House  of  Delegates 
for  the  existing  scientific  section 
and  for  any  such  sections  which 
may  be  established  in  the  future 
and  report  its  recommendations  at 
the  next  meeting  of  the  House  of 
Delegates 

The  House  of  Delegates  ADOPTED  this  reso- 
lution. 

Report  of  the  Committee  on  Resolutions 
Committees 

The  Committee  on  Resolutions  whose  chairman 
was  Marvin  J.  Robb  of  Hillsboro  submitted  twenty 
commendatory  resolutions  expressing  the  Society’s 
appreciation  to  its  officers,  committees,  Woman’s 
Auxiliary  and  its  officers,  participants  in  the 
scientific  program  including  guest  speakers,  the 
Marion-Polk  County  Medical  Society  and  others 
who  contributed  to  the  success  of  the  annual  meet- 
ing, the  news  media  of  the  State,  Governor  Mark 
O.  Hatfield,  President  Arthur  S.  Fleming  of  the 
University  of  Oregon,  Congressman  Edwin  R. 
Durno,  the  Society’s  special  consultants  Mr.  John 
J.  Coughlin,  Legal  Counsel,  Mr.  John  P.  Misko, 
Legislative  Representative  and  Mr.  Hollis  Good- 
rich, Public  Relations  Counsel.  The  House  of  Dele- 
gates then  amended  the  report  to  direct  that  com- 
mendatory resolutions  be  prepared  for  Dr.  Russel 
L.  Baker,  Chairman,  Board  of  Trustees  of  Oregon 
Physicians’  Service,  Mr.  Ronald  Reagan,  Dr.  Her- 
bert L.  Hartley,  Editor  of  Northwest  Medicine, 
and  the  members  of  the  Society’s  executive  staff. 
The  report  of  the  Committee  on  Resolutions  AS 
AMENDED  was  then  ADOPTED. 
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OFFICIAL  PUBLICATION 


Washington  State  Medical  Association 


Proceedings  of  the  seventy-second  Annual  Meeting  of  the 
House  of  Delegates  in  Seattle  September  17-20,  1961 


The  Seventy-Second  Annual  Meeting  of  the  House 
of  Delegates  of  the  Washington  State  Medical  As- 
sociation was  called  to  order  by  the  Speaker,  Dr. 
Dean  K.  Crystal,  in  the  Georgian  Room,  Olympic 
Hotel,  Seattle,  Washington,  on  September  17,  1961, 
at  1:30  p.m. 

REPORT  OF  CREDENTIALS  COMMITTEE: 

Dr.  John  R.  Hahn,  Snohomish  County,  Chairman 
of  the  Credentials  Committee,  reported  all  Dele- 
gates’ credentials  were  in  order. 

ROLL  CALL: 

The  Secretary-Treasurer  called  the  roll,  and  a 
quorum  was  found  to  be  present;  the  duly  certified 
delegates  and  alternates  answering  were  as  follows: 
BENTON-FRANKLIN,  G.  Charles  Sutch. 

Orval  W.  Patchett,  Alternate. 

CHELAN,  Malcolm  W.  Bulmer,  Alfred  J. 
Stojowski. 

CLALLAM,  J.  J.  Fairshter. 

CLARK,  Horace  L.  Eldridge,  Edward  J.  La- 
Londe. 

COWLITZ,  John  A.  Nelson,  Jr. 

GRANT,  Harold  L.  Tracy. 

GRAYS  HARBOR,  Emmett  L.  Calhoun. 
JEFFERSON,  Clayton  M.  Schaill 
KING,  James  W.  Haviland,  Hugh  W.  Jones, 
E.  Harold  Laws,  W.  Maurice  Lawson, 
Gayton  S.  Bailey,  Daniel  H.  Coleman,  Don- 
ald T.  Hall,  Roland  D.  Pinkham,  Allan 
W.  Lobb,  Frank  H.  Douglass,  Richard  C. 
Greenleaf,  Edward  C.  Guyer,  Wayne  A. 
Chesledon,  Robert  M.  Levenson,  Gordon 
A.  Logan,  Frederic  C.  Moll,  Robert  A. 
Tidwell,  Joseph  Crampton,  Alternate,  Otto 
A.  Vogeler,  Alternate,  Del  M.  Ulrich,  Al- 
ternate, Cedric  Northrop,  Alternate,  Gia- 
coma  Pirzio-Biroli,  Alternate. 

KITSAP,  Robert  B.  Bright,  Charles  D.  Muller. 
KLICKITAT-SKAMANIA,  Robert  L.  Becker. 
LEWIS,  Wayne  M.  Smith. 

LINCOLN,  Charles  G.  Smick. 

OKANOGAN,  Fred  C.  Schnibbe. 

PIERCE,  Arnold  J.  Herrmann,  Herman  S. 
Judd,  Geo.  S.  Kittredge,  Stanley  W.  Tuell. 
Wayne  W.  Zimmerman,  Charles  R.  Bogue, 
Alternate. 

SKAGIT,  J.  Waif  red  Wallen. 

SNOHOMISH,  Leeon  F.  Aller,  Kenneth  H. 

Kinard,  Geo.  B.  Youngstrom. 

SPOKANE,  Francis  M.  Brink,  Fred  C. 


Harvey,  Jr.,  Joseph  H.  Delaney,  Gilman  E. 
Sanford,  Samuel  E.  Shikany,  Harold  T. 
Pederson,  Alternate,  Martin  P.  Conroy,  Al- 
ternate. 

STEVENS,  Edmund  W.  Gray. 
THURSTON-MASON,  Burnett  B.  Forman, 
Edmund  V.  Olson,  Alternate. 

WALLA  WALLA,  Peter  T.  Brooks. 
WHITMAN,  John  L.  Hardy,  Jr.,  Alternate. 
YAKIMA,  Ralph  F.  Nuzum,  Richard  R. 
Sackmann,  Andrey  W.  Stevenson. 

DELEGATES  OR  ALTERNATES  FROM  THE  FOLLOWING 
COUNTIES  DID  NOT  RESPOND 

PACIFIC,  John  L.  Campiche,  Delegate,  J. 

Claude  Profitt,  Alternate. 

WHATCOM,  Frederick  M.  Graham,  Dele- 
gate, Edw.  K.  Stimpson,  Alternate,  Warren 
E.  Bergholz,  Alternate,  James  R.  Stancil, 
Alternate. 

OFFICERS  AND  TRUSTEES  PRESENT  WERE: 

Homer  W.  Humiston,  President,  Willard  B. 
Rew,  President-Elect,  Frederick  A.  Tucker, 
Immediate  Past  President,  Wendell  C.  Knud- 
son,  Vice-President,  Wilbur  E.  Watson,  Sec- 
retary-Treasurer, Carl  E.  Mudge,  Assistant 
Secretary-Treasurer,  Arthur  L.  Ludwick, 
Trustee,  Robert  B.  Hunter,  Trustee,  John  R. 
Hogness,  Trustee,  C.  E.  Benson,  Trustee,  John 

R.  Hahn,  Trustee,  William  H.  Hardy,  Trus- 
tee, A.  Bruce  Baker,  Trustee,  J.  W.  Bowen, 
Jr.,  Trustee,  Joseph  L.  Greenwell,  Trustee, 
Clarence  L.  Lyon,  Trustee,  Heyes  Peterson, 
Trustee,  William  E.  Watts,  Trustee,  Louis 

S.  Dewey,  Trustee. 

TRUSTEE  ABSENT  WAS: 

Quentin  Kintner. 

ALSO  PRESENT  WERE: 

Dean  K.  Crystal,  Speaker,  House  of  Dele- 
gates; A.  G.  Young,  A.M.A.  Delegate;  M. 
Shelby  Jared,  A.M.A.  Delegate;  Jess  W. 
Read,  A.M.A.  Delegate;  V.  W.  Spickard, 
Chairman,  Finance  Committee;  Donald  T. 
Hall,  Chairman,  Medical  Defense  Fund  Com- 
mittee; Mr.  Henry  E.  Kastner,  Legal  Counsel; 
Mr.  Ralph  W.  Neill,  Executive  Secretary;  Mr. 
Richard  F.  Gorman,  Public  Relations  Direct- 
or; Mr.  Harlan  Knudson,  Office  Manager; 
Mrs.  Carol  McPhillips,  Secretary. 


4 


90 

Northwest  Medicine,  January  1962 


HOUSE  OF  DELEGATES-FIRST  SESSION 

MINUTES: 

The  Minutes  of  the  71st  Annual  Meeting  of  the 
House  of  Delegates  of  the  Washington  State  Medical 
Association,  1960  Session,  were  presented  and  AP- 
PROVED AS  PUBLISHED. 

AWARDS: 

Homer  W.  Humiston,  M.D.,  President,  presented 
the  following  Awards: 

Dr.  A.  O.  Adams,  Spokane— A.  H.  Robins’ 
“Community  Service  Award  for  1961” 

Dr.  R.  B.  Bramble,  Auburn  — A.M.E.F. 

“Award  of  Merit  for  1959-1960” 

Dr.  Julius  R.  Rehal,  Stevenson— A.M.E.F. 
“Citation  for  1959” 

Drs.  Adams  and  Rehal  accepted  their  Awards  and 
received  congratulations  of  the  members  of  the 
House.  Dr.  Bramble  was  not  present,  but  all  re- 
cipients received  an  ovation  from  the  Delegates. 

ANNOUNCEMENT  OF  REFERENCE  COMMITTEES: 

The  following  Reference  Committee  members 
were  announced  by  the  Speaker: 

Necrology  Committee:  Frank  H.  Douglass,  King 
County,  Chairman,  Carl  W.  Olander,  Kittitas 
County,  Joseph  R.  Delaney,  Spokane  County 
Committee  on  Resolutions:  Clarence  L.  Lyon,  Spo- 
kane County,  Chairman,  Malcolm  W.  Bulmer, 
Chelan  County,  Leeon  F.  Aller,  Snohomish  Coun- 
ty 

Committee  on  Special,  Special  Committee  Reports: 

E.  Harold  Laws,  King  County,  Chairman,  Ralph 

F.  Nuzum,  Yakima  County,  Wayne  W.  Zimmer- 
man, Pierce  County 

Committee  on  Report  of  Standing  Committees:  Peter 
T.  Brooks,  Walla  Walla  County,  Chairman,  Fred- 
eric C.  Moll,  King  County,  John  A.  Nelson,  Cow- 
litz County 

Committee  on  Report  of  Special  Committees:  Stanley 
W.  Tuell,  Pierce  County,  Chairman,  Louis  S. 
Dewey,  Okanogan  County,  Robert  A.  Tidwell, 
King  County 

Committee  on  Place  of  1963  Meeting:  Fred  C.  Har- 
vey, Spokane  County,  Chairman,  Waldo  Mills, 
King  County,  Robert  B.  Bright,  Kitsap  County 

NEW  BUSINESS: 

PROPOSED  AMENDMENTS  TO  THE  BY- 
LAWS: (1)  Chapter  X,  Section  5,  Component  So- 
cieties; and,  (2)  Chapter  VIII,  Section  8,  Standing 
Committees,  were  presented. 

The  Speaker  referred  the  two  proposed  amend- 
ments to  the  by-laws  to  the  Reference  Committee  on 
Resolutions. 

OLD  BUSINESS: 

The  two  PROPOSED  ADMENDMENTS  TO 
THE  CONSTITUTION:  (1)  Article  V,  Section  1, 
Officers;  and,  (2)  Article  VII,  Section  2,  Composi- 
tion, presented  to  the  1960  Session  of  the  House  of 
Delegates  and  deferred  for  final  action  to  the  1961 
House  of  Delegates,  having  met  all  publication  re- 
quirement, were  presented. 

After  discussion,  a standing  vote  was  called  by 
the  Speaker  and  BOTH  AMENDMENTS  FAILED 
TO  PASS. 

COMMUNICATIONS:  None 


LEGISLATIVE  REPORTS: 

Dr.  A.  O.  Adams:  (State  Representative  from  Spo- 
kane County) 

Dr.  Adams  spoke  briefly  on  the  present  position 
of  the  State  Medical  Association  with  regard  to  its 
legislative  activities,  and  advised  that  in  general  we 
have  been  very  successful.  He  called  particular  at- 
tention to  the  newly-created  Board  of  Medical  Ex- 
aminers; enactment  of  the  “Tissue  Bill,”  and  im- 
provements made  in  the  Medical  Practice  Act. 

He  pointed  out,  that  although  we  can  consider  this 
legislative  session  as  successful,  several  problems 
have  arisen  as  a result  of  our  legislative  efforts  which 
must  be  given  future  consideration  if  we  are  to  con- 
tinue to  operate  to  our  best  interests  and  those  of 
the  public: 

1.  We  need  more  Doctors  in  the  State 
Legislature.  We  cannot  delegate  to  lay  people 
the  full  responsibility  of  legislation  affecting  our 
own  profession.  We  must  have  men  in  both  the 
House  and  Senate,  fully  informed  on  medical 
issues. 

2.  We  must  present  a united  front  in  our 
legislative  activities.  During  the  past  Session, 
we  had  physicians  coming  to  the  Legislature  op- 
posing the  very  measures  for  which  the  State 
Association  was  working.  This,  of  course,  could 
defeat  our  purpose  and  certainly  is  most  con- 
fusing to  legislators  who  expect  solidarity. 

3.  We  must  avoid  the  awkward  situation 
created  by  individual  physicians  or  groups  of 
physicians  coming  to  the  Legislature,  with  bills 
or  proposals  not  cleared  through  our  State  Asso- 
ciation. These  bills  may  not  even  be  good  legis- 
lation, and  should  be  closely  scrutinized. 

4.  Above  all,  political  activity  requires 
contribution  of  thought  and  activity  to  be  suc- 
cessful. I urge  all  members  of  the  Association 
to  become  increasingly  more  aware  of  your  po- 
litical and  legislative  responsibilities,  and  to  put 
these  thoughts  into  action. 

Dr.  Adams  said  the  Profession  failed  to  enact  one 
measure  important  to  the  public— the  “Good  Samari- 
tan” bill.  This  was  because  of  legislative  involve- 
ments, and  he  suggested  it  be  re-introduced  next 
Session. 

Dr.  James  L.  McFadden:  (State  Representative 

from  Clallam,  Jefferson  and  Mason  Counties) 

Dr.  McFadden  advised  that  much  of  the  legisla- 
tive activity  of  concern  to  the  Profession  has  been 
covered,  with  the  possible  exceptions  of  the  various 
Coroners’  Bills,  and  those  submitted  by  the  nursing 
professions. 

He  pointed  out  that  none  of  the  Coroners’  Bills 
were  totally  acceptable,  and  all  subsequently  died  in 
various  committees.  The  nursing  bills  proposed  were 
a “headache,”  as  they  have  been  in  the  past  three  or 
four  Sessions.  The  LPN’s  and  the  RN’s  could  not 
agree  and  could  not  compromise  with  a measure  ac- 
ceptable to  both  groups.  The  Practical  Nurses  did 
pass  a bill  allowing  them  to  administer  medications 
under  direct  supervision,  but  this  contained  a time 
limit  provision  and  undoubtedly  will  be  held  up  again 
next  Session  for  reconsideration.  He  said  both  groups 
were  working  diligently,  with  the  aid  of  allied  or- 
ganizations, in  an  attempt  to  iron  out  their  differ- 
ences. 

Dr.  McFadden  said,  “We  had  an  excellent  House 
Committee  on  Medicine,  Dentistry  and  Drugs— a 
very  intelligent  group.”  A number  of  bills  were 
submitted  which,  if  passed,  would  have  certainly 
harmed  not  only  the  Profession  but  the  public  as 
well.  Fortunately,  we  were  able  to  prevent  their 
enactment. 
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REPORT  OF  THE  BOARD  OF  TRUSTEES— (Supplemental  and 
Published) 

The  Speaker  referred  the  Annual  and  Supple- 
mental Reports  of  the  Board  of  Trustees  to  the 
Reference  Committee  on  Standing  Committees,  with 
the  exception  of  Item  1-B  of  the  Supplemental  Re- 
port relating  to  the  creation  of  a medical  political 
action  Committee.  This  item  was  referred  to  the 
Reference  Committee  on  Special  Committee  Reports. 

REPORTS  OF  A.M.A.  DELEGATES: 

Dr.  A.  G.  Young: 

Dr.  Young  said  he  was  very  impressed  with  the 
actions  of  the  House  of  Delegates  at  both  the  Wash- 
ington, D.C.  and  New  York  meetings.  No  action 
was  taken  without  complete  discussion;  no  one  was 
reluctant  to  state  his  position  on  any  question. 

He  said,  “Dr.  Vincent  Askey  assured  the  new  Ad- 
ministration in  Washington  of  the  American  Medical 
Association’s  cooperation  whenever  and  wherever 
possible,  but  he  emphasized  that  it  will  not  change 
its  policies  merely  for  the  sake  of  conformity.” 

In  summary.  Dr.  Young  discussed  the  following 
actions  of  the  House  of  Delegates  at  both  Meetings: 

Scholarship  and  Loan  Program:  This  program  is 
designed  to  help  needy  and  talented  students  acquire 
a medical  education.  The  amounts  have  not  as  yet 
been  stipulated  nor  many  of  the  technical  details 
worked  out,  but  the  Board  of  Trustees  was  instructed 
to  proceed  at  once  with  the  Program’s  implementa- 
tion which  includes  a student  honor  program,  and  a 
student  loan  program,  comprised  of  grants,  scholar- 
ships and  loans. 

Foreign  Medical  School  Graduates:  Foreign  stu- 
dents, under  the  supervision  of  our  State  Depart- 
ment, may  participate  in  this  Program  until  June, 
1962,  in  order  to  be  given  further  opportunity  to  pass 
an  examination  and  be  certified  by  the  Educational 
Council  for  Foreign  Medical  Graduates.  Hospitals 
are  encouraged  to  develop  programs  of  educational 
worth  to  the  foreign  graduate,  but  must  divorce  him 
from  any  patient-responsibility.  This  will  allow  the 
non-certified  foreign  physician  the  opportunity  of 
taking  the  April,  1962  examination  which,  if  he 
then  fails  to  pass,  he  must  return  to  his  home  coun- 
try. 

AMA  Dues  increase:  The  AMA  dues  increase, 

$10.00  to  take  effect  January  1,  1962,  and  $10.00  on 
January  1,  1963,  was  approved  because  of:  (1)  Rise 
in  operating  costs;  (2)  financial  assistance  to  stu- 
dents; (3)  Health  advice  to  the  lay  public;  (4) 
medical  research;  and,  (5)  Expansion  of  communi- 
cations and  television. 

Medical  Care  for  persons  of  all  ages:  The  AM  As 
position  on  this  subject  was  clearly  stated  by  Dr. 
Larson : 

1.  “We  the  American  Medical  Association 
believe  that  medical  care  should  be  available  to 
all  our  citizens,  regardless  of  age  or  ability  to 
pay. 

2.  “We  believe  ardently  in  helping  those 
who  need  help  to  finance  their  medical  care 
costs. 

3.  “We  do  not  believe  that  the  tax  dollars 
of  the  working  people  of  America  should  be 
used  to  finance  medical  care  for  any  person  who 
is  able  to  take  care  of  himself. 

4.  “Furthermore,  we  believe  in  preserving 
man’s  dignity  and  self  respect  at  all  ages. 

5.  “We  believe  that  people  should  not  be 
set  apart  or  isolated  on  the  basis  of  age. 

6.  “We  believe  that  the  experience,  per- 


spective, wisdom  and  skill  of  men  and  women 
at  all  ages  should  be  utilized  to  the  fullest.” 

General  comments:  Because  of  the  ever-increasing 
demands  on  the  activities  of  the  President  and  Presi- 
dent-Elect of  the  AMA.  a Resolution  was  adopted 
resolving  that,  “The  House  of  Delegates  recommends 
that  the  President  and  President-Elect  accept  only 
such  engagements  as  they,  and  the  official  family  of 
the  Association,  deem  appropriate.” 

Dr.  M.  Shelby  Jared: 

Dr.  Jared  called  attention  to  several  actions  of  the 
House  of  Delegates  at  the  Washington,  D.C.,  Meet- 
ing: 

Physician  Location:  The  1958  House  of  Delegates 
referred  a Resolution  concerning  the  trend  of  physi- 
cians’ offices  being  located  in  or  adjacent  to  hospitals, 
to  the  AMA  for  further  study.  This  problem  was 
again  considered  but  because  there  were  so  many 
arguments  for  and  against  this  practice,  the  House 
felt  the  difference  of  opiniions  expressed  indicated 
additional  study  and  periodic  re-evaluation  of  this 
trend. 

Relative  Value  Studies:  A report  from  the  Com- 
mittee on  Medical  Care  was  considered  and  adopted 
with  regard  to  workshop  conferences  on  Relative 
Value  Studies.  The  report  noted  that  the  next  step 
in  the  Committee’s  activity  is  to  bring  together  at 
one  meeting,  representatives  of  all  areas  in  which 
relative  value  studies  are  in  effect.  Out  of  such  a 
meeting,  an  exchange  of  methods,  techniques  and 
applications  or  relative  values  can  be  developed  to 
serve  as  a source  of  information  for  the  future.  Even 
at  this  state,  it  must  be  acknowledged  that  relative 
value  studies  are  in  their  infancy.  As  medical  so- 
cieties become  accustomed  to  their  use  and  applica- 
tion, the  studies  could  become  more  efficient  tools 
and  guides. 

Blue  Cross  Plans  and  Hospitalization  Insurance : 
Because  the  Blue  Cross  Plans  should  provide  pay- 
ment for  authorized  hospital  services  only,  and  not 
provide  coverage  for  the  unauthorized  practice  of 
medicine,  the  AMA  expressed  its  renewed  opposi- 
tion to  this  practice  and  adopted  the  following  Reso- 
lution: “The  AMA  urges  all  constituent  associations 
take  such  action  as  may  be  deemed  necessary  to 
effect  the  transfer  of  professional  services  from  Blue 
Cross  Plans  and  all  other  hospitalization  plans  to 
Blue  Shield  or  that  section  of  insurance  plans  pro- 
viding for  professional  services,  wherever  such  sit- 
uations exist.” 

Voluntary  Prepaid  Health  Insurance:  As  a result 
of  a report  from  the  Committee  on  Insurance  and 
Medical  Service  to  the  effect  that  voluntary  health 
insurance  is  the  primary  alternative  to  a compulsory 
governmental  program,  and  because  the  AMA  has 
consistently  pledged  itself  to  make  available  the 
highest  type  of  medical  care,  the  following  Resolu- 
tion was  adopted:  “That  the  House  of  Delegates  di- 
rect the  Board  of  Trustees  and  the  Council  on  Medi- 
cal Service  to  assume  immediately  the  leadership  in 
consolidating  the  efforts  of  the  AMA  with  those  of 
the  National  Association  of  Blue  Shield  Plans;  the 
American  Hospital  Association;  and  the  Blue  Cross 
Association  into  maximum  development  of  the  vol- 
untary, non-profit  prepayment  concept  to  provide 
health  care  for  the  American  people;  that  similar 
leadership  be  undertaken  to  coordinate  the  efforts  of 
private  insurance  carriers  through  conferences  with 
their  national  organizations,  and  where  feasible,  ef- 
forts be  made  to  cooperate  with  representatives  of 
other  types  of  medical  care  plans,  other  professional 
groups,  and  representatives  of  Industry,  Labor,  and 
the  public  at  large.” 
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Dr.  Jess  W.  Read: 

Dr.  Read  reported  on  certain  subjects  from  the 
vast  amount  of  material  that  was  presented  at  both 
the  Washington,  D.C.  and  the  New  York  City  Meet- 
ings: 

Blood  Replacement:  The  Resolution  on  “Blood 

Replacement"  passed  by  the  Washington  State 
House  of  Delegates  last  year,  and  introduced  at  the 
Washington,  D.C.  meeting  was  approved,  with  the 
following  minor  amendment:  “Although  exceptions 
may  need  to  be  made  in  cases  where  an  unusually 
large  number  of  transfusions  are  required,  and  where 
volunteer  blood  donors  are  not  available.” 

Medical  Disciplinary  Committee  Report:  The 

AMA  Medical  Disciplinary  Committee,  as  authorized 
in  1958,  to  study  and  make  recommendations  with 
regard  to  disciplinary  action,  received  approval  of 
its  report  by  the  House  of  Delegates.  The  Commit- 
tee recommended  greater  utilization  of  county  and 
state  grievance  committees,  and  the  use  of  grievance 
committees  as  grand  juries.  A recommendation  that 
AMA  By-Laws  be  changed  to  confer  original  juris- 
diction on  the  AMA  to  suspend  or  revoke  AMA 
membership  of  a physician  guilty  of  a violation  of 
the  principles  of  medical  ethics  or  the  ethical  policy 
of  the  American  Medical  Association  regardless  of 
whether  action  has  been  taken  against  him  at  a local 
level,  was  approved. 

Osteopathy:  The  AMA  policy  with  regard  to  os- 
teopathy was  re-stated  in  New  York,  briefly  that: 
“the  policy  of  voluntary  professional  relationships 
with  osteopaths  is  to  be  applied  individually  at  state 
level  and  not  deemed  unethical,  based  on  whether 
the  osteopath  practices  a cult  system  of  healing  or  a 
method  of  healing  founded  on  a scientific  basis  with 
the  same  scientific  principles  as  those  adhered  to  by 
members  of  the  American  Medical  Association.” 

This  re-appraisal  of  policy  by  the  AMA  recognizes 
the  facts  of  the  current  situation,  and  apparently  will 
not  interfere  with  transitions  taking  place  in  some 
parts  of  the  country. 

The  American  Osteopathic  Association  insists  that 
the  practice  of  osteopathy  is  not,  and  can  not  be  dif- 
ferentiated from  the  practice  of  osteopathic  medi- 
cine, and  is  resisting  any  transition  of  osteopathy  to- 
ward medicine. 

Medicine’s  Relationship  with  Allied  Health  Pro- 
fessions and  Services:  The  joint  Committee  to  study 
the  relationships  of  medicine  with  allied  health  pro- 
fessions and  services  was  appointed  in  1957  and  its 
report  to  the  House  was  accepted.  The  report  em- 
phasized the  complexity  of  the  problem  of  relation- 
ship and  the  large  number  of  disciplines  concerned. 
Continuance  of  study  of  these  problems  was  recom- 
mended to  the  Board  of  Trustees.  At  the  New  York 
Meeting,  the  Board  of  Trustees  requested  that  a new 
council  on  this  subject  be  established.  The  House 
of  Delegates  did  not  approve  formation  of  a new 
council,  but  did  recommend  the  creation  of  a com- 
mission to  Coordinate  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Services.  Sub- 
committees selected  from  the  scientific  sections  will 
represent  specific  areas  of  interest  and  the  commis- 
sion will  correlate  reports  and  act  as  liaison  with 
the  various  councils. 

Office  of  Assistant  Secretary  of  Defense  (Health 
and  Medical):  The  matter  of  the  discontinuance  of 
the  office  of  Assistant  Secretary  of  Defense  was  pre- 
sented to  the  AMA  House  of  Delegates  in  the  form 
of  a Resolution  as  recommended  by  the  WSMA 
Board  of  Trustees.  This  Resolution  disapproved  the 
action  of  the  Secretary  of  Defense  and  urged  that 
the  office  be  re-established.  Several  other  similar 


Resolutions  were  introduced,  and  all  were  approved 
by  the  House  of  Delegates. 

Dr.  Frederick  A.  Tucker: 

From  the  June  Meeting  in  New  York,  and  of  par- 
ticular concern  to  us  in  Washington  are  the  following 
actions  reported  by  Dr.  Tucker: 

Surgical  Assistant  Fees:  A Resolution  from  the 
Reference  Committee  on  Insurance  and  Medical 
Service  with  regard  to  fees  of  surgical  assistants  was 
considered,  and  the  House  adopted  the  following 
five  basic  principles  concerning  this  subject: 

1.  “Each  member  of  the  AMA  is  expected 
to  observe  the  Principles  of  Medical  Ethics  in 
every  aspect  of  his  professional  practice. 

2.  “Each  Doctor  engaged  in  the  care  of 
the  patient  is  entitled  to  compensation  com- 
mensurate with  the  value  of  the  services  he  has 
personally  rendered. 

3.  “No  Doctor  should  bill  or  be  paid  for 
a service  which  he  does  not  perform;  mere  re- 
ferral does  not  constitute  a professional  service 
for  which  a professional  charge  should  be  made 
or  for  which  a fee  may  be  ethically  paid  or  re- 
ceived. 

4.  “It  is  ethically  permissible  for  a sur- 
geon to  employ  other  physicians  to  assist  him  in 
the  performance  of  the  surgical  procedure  and 
to  pay  a reasonable  amount  for  such  assistance. 
This  principle  applies  whether  or  not  an  assist- 
ing physician  is  the  referring  Doctor  and  wheth- 
er he  is  on  a per-case  or  full-time  basis.  The 
controlling  factor  is  the  status  of  the  assisting 
physician.  If  the  practice  is  a subterfuge  to  split 
fees  or  to  divide  an  insurance  benefit,  or  if  the 
physician  is  not  actually  employed  and  used  as 
a bona  fide  assistant,  then  the  practice  is  con- 
trary to  ethical  principles. 

5.  “Under  all  other  circumstances  where 
services  are  rendered  by  more  than  one  physi- 
cian, each  physician  should  submit  his  own  bill 
to  the  patient  and  be  compensated  separately.” 

General  Practice  Residencies:  “For  the  past  sever- 
al years,  I have  attended  the  Reference  Committee 
meetings  on  Medical  Education  and  Hospitals  and 
have  noted  how  they  have  been  influenced  to  leave 
obstetrics  and  surgery  out  of  the  family  practice 
residency  programs— this  in  spite  of  all-out  efforts 
of  the  AAGP  to  have  obstetrics  and  surgery  in  the 
program.  This  year,  for  the  first  time,  progress  is 
being  made  toward  a well-rounded  2-year  General 
Practice  residency.” 

The  House  of  Delegates  agreed  that  there  appears 
to  be  a need  for  such  programs  for  those  individuals 
who  desire  more  experience  in  obstetrics  and  surgery 
than  may  be  available  in  the  currently  existing  Fam- 
ily Practice  Program.  It  approved  a substitute  resolu- 
tion directing  the  Council  on  Medical  Education  and 
Hospitals  to  consider  for  approval  other  two-year 
programs  in  general  practice  which  incorporate  ex- 
perience in  obstetrics  and  surgery.  The  Council  will 
review  these  programs  on  the  basis  of  their  individu- 
al merits  and  conduct  a long-range  evaluation  of  the 
new  programs  as  well  as  the  previously  established 
Family  Practice  Programs. 

Dr.  James  W.  Haviland: 

Dr.  Haviland,  Alternate  for  Dr.  Jared  at  the  New 
York  meeting,  said  he  returned  with  the  impression 
that  the  mechanics  of  our  own  House  of  Delegates 
permits  considerable  more  discussion  and  more  ef- 
fective expressions  of  “grass  roots”  feeling  than  was 
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true  of  the  AMA  House  of  Delegates.  He  discussed 
actions  of  the  New  York  Meeting  with  regard  to  the 
following: 

General  Practitioner  Award:  After  considerable 

discussion  concerned  mainly  with  the  involvements 
of  qualifications,  the  House  voted  to  discontinue  this 
Award. 

Annuity  and  Retirement  Program  for  AMA  mem- 
bers: An  Annuity  and  Retirement  Program  was  con- 
sidered but  it  was  reported  to  be  “impossible  to  ob- 
tain a group  annuity  or  retirement  plan  for  mem- 
bers of  the  AMA  which,  by  reason  of  AMA  sponsor- 
ship and  the  Group  approach,  would  have  any  ad- 
vantage over  an  annuity  or  retirement  plan  which 
members  of  the  AMA  might  secure  as  individuals.” 

Polio  Vaccine:  The  House  approved  a report  by 
the  Council  on  Drugs  on  the  present  status  of  polio- 
myelitis vaccination  in  the  United  States  and  urged 
that  it  be  made  available  to  all  physicians  through 
the  most  effective  communications  media.  The 
House  agreed  that  the  report  provides  the  practicing 
physician  with  a reliable  series  of  answers  to  the 
mam  questions  which  will  arise  during  the  change- 
over from  Salk  vaccine  to  oral  vaccine.  Physicians 
who  are  interested  will  find  it  worthwhile  to  write 
for  the  complete  report  by  the  Council  on  Drugs. 

Narcotic  Addiction:  AMA  Delegates  from  Wash- 
ington State  offered  a Resolution  concerning  treat- 
ment of  narcotic  drug  addicts  which  was  considered 
by  the  Reference  Committee  on  Public  Health  and 
Occupational  Health,  and  its  Report  was  adopted  to 
the  effect  that  the  purpose  of  this  Resolution  is  al- 
ready embodied  in  the  policies  of  the  AMA,  and 
therefore  recommends  that  no  action  be  taken  by 
the  House  at  this  time  and  that  the  Resolution  be 
referred  to  the  Council  on  Mental  Health  for  its  in- 
formation in  connection  with  a continuing  study  of 
this  subject. 

Social  Security:  The  House  again  re-affirmed  the 
AMA’s  opposition  to  compulsory  inclusion  of  physi- 
cians under  the  Social  Security  System,  by  a vote  of 
147  to  29.  Endorsed  by  the  House  were  Resolutions 
declaring  that  “the  traditional  philosophical  princi- 
ples of  the  medical  profession  are  opposed  to  any 
extension  of  socialistic  trends;  and  that  it  is  impossi- 
ble to  reconcile  opposition  to  extension  of  social  se- 
curity such  as  the  King  Bill,  and  yet  willingly  em- 
brace the  compulsory  inclusion  of  physicians  under 
Social  Security.” 

SECRETARY-TREASURER'S  REPORT: 

Dr.  Wilbur  E.  Watson  read  the  Secretary-Treasur- 
er’s Report  which  was  APPROVED. 

FINANCE  COMMITTEE  REPORT: 

Dr.  V.  W.  Spickard,  Chairman  of  the  Finance 
Committee,  reviewed  the  Finance  Committee  Report 
which  was  ACCEPTED. 

LEGAL  COUNSEL  REPORT: 

Mr.  Henry  E.  Kastner,  Legal  Counsel,  submitted 
the  Legal  Counsel  Report  which  was  FILED  FOR 
REFERENCE. 

(The  three  above  Reports  are  available  at  the 
Central  Office  to  any  member) 

REPORTS  OF  STANDING  COMMITTEES: 

The  Speaker  referred  all  Annual  Reports  of  Stand- 
ing Committees  to  the  Reference  Committee  on 
Standing  Committee  Reports,  with  the  exception  of 
Item  1-B  of  the  Supplemental  Report  of  the  Board 
of  Trustees,  and  Item  14  of  the  Supplemental  Re- 
port of  the  Executive  Committee. 


The  Speaker  then  referred  the  above  Items  (1-B 
and  14)  to  the  Reference  Committee  on  Special 
Committee  Reports.  The  Items  mentioned  both  deal 
with  the  creation  in  the  State  of  Washington  of  an 
American  Medical  Political  Action  Committee. 

REPORTS  OF  SPECIAL  COMMITTEES: 

The  Speaker  referred  all  Annual  Reports  of  Spe- 
cial Committees  to  the  Reference  Committee  on  Spe- 
cial Committee  Reports. 

RESOLUTIONS: 

The  Speaker  referred  all  PROPOSED  AMEND- 
MENTS TO  THE  BY-LAWS,  and  those  RESOLU- 
TIONS published  in  the  Book,  or  accepted  by  the 
House  for  consideration  at  this  time,  to  the  Refer- 
ence Committee  on  Resolutions. 

The  NECROLOGY  COMMITTEE,  and  the 
COMMITTEE  ON  PLACE  OF  1963  MEETING, 
may  meet  at  the  time  and  place  specified  by  the 
Chairmen  of  these  respective  Committees. 

ADJOURNMENT: 

The  First  Session  of  the  House  of  Delegates  was 
adjourned  at  3:36  P.M. 


HOUSE  OF  DELEGATES-SECOND  SESSION 

WOMAN'S  AUXILIARY  REPORT— (ANNUAL) 

Wayne  W.  Zimmerman  and  Charles  D.  Muller 
escorted  Mrs.  George  R.  Kingston,  President  of  the 
Woman’s  Auxiliary  to  the  Washington  State  Medical 
Association,  to  the  Speaker’s  platform. 

Mrs.  Kingston  presented  the  Annual  Auxiliary 
Report  to  the  House  of  Delegates. 

Dr.  Humiston,  Dr.  Rew,  Mr.  Neill,  Members  of 
the  House  of  Delegates  and  Guests,  I count  it  a 
privilege  to  be  able  to  appear  before  you  to  report 
on  the  past  year’s  Auxiliary  activities.  I wish  to  take 
this  opportunity  to  thank  the  Washington  State 
Medical  Association  for  its  cooperation,  financial 
assistance  and  for  the  very  existence  of  the  Washing- 
ton State  Medical  Auxiliary.  I especially  wish  to 
thank  Dr.  Humiston  for  his  wise  counsel  and  guid- 
ance, and  Mr.  Neill  and  his  office  staff  for  all  of  the 
willing  assistance  which  they  have  given  to  the 
Auxiliary  throughout  the  year. 

The  1960-61  Auxiliary  theme  chosen  by  the  Na- 
tional President,  Mrs.  Wm.  Mackersie  was  “Preserve 
and  Enhance  the  Heritage  of  American  Medicine.” 
We  of  the  Washington  State  Auxiliary  outlined  and 
submitted  for  approval  of  our  Medical  Advisors,  a 
program  for  carrying  out  this  theme.  It  called  for  the 
giving  of  top  priorities  to  the  following: 

1.  Good  Citizenship  and  Legislation.  Last  fall,  prior 
to  the  election,  we  engaged  in  a “Get  Out  the 
Vote  Campaign”  and  a concerted  effort  to  try  to 
elect  those  candidates  deemed  most  friendly  to 
Medicine’s  Cause.  Perhaps,  we  should  have 
worked  a little  harder. 

During  the  late  spring  and  summer,  coffee 
pots  perked  merrily  while  platters  turned  in 
living  rooms— to  quote  Drew  Pearson— “Turning 
out  the  sexy  voice  of  Ronald  Reagan,  stirring 
np  the  Ladies  against  Socialized  Medicine,’  in 
what  Mr.  Pearson  said  was  an  attempt  by  the 
Woman’s  Auxiliary  to  the  AMA  to  sabotage  the 
President’s  Health  Bill.  Maybe,  we  can  not  really 
claim  that  much  credit,  but  at  least,  we  feel  sure 
that  “Operation  Coffee  Cup”  did  noticeably  swell 
the  mail  pouring  into  Washington,  D.C. 
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Also,  during  the  past  year  we  have  emphasized 
the  fact  that  we  must  stop  just  talking  to  our- 
selves and  start  talking  to  other  people  if  we  are 
to  enlist  their  much  needed  support  in  this  battle 
we  are  waging  for  the  free  enterprise  system. 
Now,  this  should  not  prove  too  difficult  a com- 
mitment for  physicians’  wives,  for,  as  you  gentle- 
men no  doubt  are  well  aware,  they  have  man- 
aged to  infiltrate  into  the  high  places  of  about 
every  worthwhile  organization  in  town,  and 
therefore,  have  a ready-made  audience.  The 
public’s  growing  interest  in  everything  pertain- 
ing to  Health,  plus  their  apparent  belief  that  the 
physician’s  wife  is  a walking,  talking  fund  of  in- 
formation on  matters  medical— apparently  some 
of  the  doctor’s  medical  knowledge  is  presumed  to 
have  rubbed  off  on  his  wife— makes  it  compara- 
tively easy  for  her  to  guide  the  conversation  into 
the  proper  channels,  giving  her  a golden  oppor- 
tunity, not  only  to  disseminate  accurate  health  in- 
formation, but  also,  to  set  the  record  straight  for 
medicine  about  such  things  as  health  needs  of  the 
aging,  growth  of  private  insurance  and  reasons 
behind  the  high  cost  of  medical  care. 

But,  if  we  are  to  be  good  ambassadors  for 
medicine,  we  must  know  whereof  we  speak— we 
must  be  well  informed.  Trying  to  help  our  mem- 
bers to  be  well  informed  is  a vital  part  of  the 
Auxiliary  program.  To  this  end,  the  National 
Auxiliary  publishes  a quarterly  bulletin,  to  which 
all  members  are  urged  to  subscribe,  and  the  State 
Auxiliary  sends  a biannual  publication  to  all 
members;  both  contain  a wealth  of  information 
on  the  various  facets  of  Auxiliary  work.  Members 
are  urged  to  read  Today’s  Health,  give  it  to  their 
friends  and  to  educators,  and  to  place  it  in 
schools.  Special  emphasis  is  placed  upon  keeping 
informed  in  proposed  Medical  Legislation  and 
we  regard  the  AM  A News  as  one  of  our  best 
sources  of  information.  Very  few  of  our  members 
do  receive  this,  however;  so  won’t  you  gentle- 
men, please,  take  your  copies  home  to  your 
wives. 

2.  Helping  to  keep  the  medical  schools  free  from 
federal  control  by  the  raising  of  funds  for  the 
American  Medical  Education  Foundation.  For 
this  high  priority  project,  this  year,  the  county 
auxiliaries  of  the  State  raised  $4167  through  a 
wide  variety  of  projects— some  fun,  some  not  so 
much  fun.  Physicians  making  contributions  to 
Medical  Schools  have  been  urged  to  do  so 
through  the  American  Medical  Education  Foun- 
dation, earmarking  the  money  for  the  school  of 
their  choice.  Only  in  this  way,  can  the  Medical 
Association  and  its  Auxiliary  reap  the  credit. 

3.  Health  Careers.  If  the  present  high  quality  of 
medicine  is  to  be  maintained,  the  need  for  di- 
recting top  caliber  students  into  Medicine  and 
its  supporting  fields  cannot  be  over  emphasized, 
so  health  careers  has  become  an  important 
project,  too. 

The  providing  of  nursing  scholarships,  long  a 
popular  Auxiliary  endeavor,  has  been  broad- 
ened to  include  scholarships  in  other  medical 
fields.  Special  emphasis  is  now  being  placed 
on  the  recruitment  of  medical  students. 

The  Auxiliary  places  health  careers  guidance 
material  in  the  schools  and  where  possible, 
arranges  for  health  careers  programs,  and  tours 
of  medical  facilities,  and  organizes  future 
nurse’s  clubs. 

The  most  effective  programs  result  from  good 
cooperation  from  the  county  medical  society; 
the  Auxiliary  arranges  the  details  for  the  pro- 


gram and  a physician  talks  to  prospective 
students  and  their  parents  about  a career  in 
medicine. 

The  county  auxiliaries  gave  45  scholarships, 
mostly  to  nurses,  amounting  to  $7010,  and 
made  5 loans  in  the  amount  of  $880.  One 
county  established  a loan  fund  of  $300  for 
Medical  Students  to  be  administered  through 
the  Deans’  office  of  the  University  of  Wash- 
ington Medical  School. 

4.  Civil  Defense.  Realizing  that,  important  as  the 
aforementioned  objectives  are  to  preserving  and 
enhancing  the  Heritage  of  American  Medicine, 
they  would  avail  us  nothing  were  we  to  lose  the 
battle  for  survival  against  the  Communist  forces, 
so  we  have  added  last,  but  not  least,  civil  de- 
fense to  our  priority  projects.  For  the  past  two 
years,  it  has  been  our  very  great  privilege  to 
work  with  the  fine  Civil  Disaster  Committee  of 
your  organization  and  to  us,  each  year,  has  been 
delegated  the  responsibility  for  publicizing  its 
annual  Civil  Disaster  Program  to  the  Allied 
Health  Organizations.  This  past  year,  we  par- 
ticipated with  that  Committee  in  the  formation 
of  the  Washington  State  Council  for  Emergency 
Medical  Care. 

Being  well  aware  that  survival  is  woman’s  work, 
our  members  have  been  urged  to  put  their  own 
homes  in  order  for  any  emergencies  through  the 
Home  Preparedness  Plan,  then  to  participate 
in  community  survival  plans. 

Be  assured.  Gentlemen,  that  the  State  and  County 
Medical  Auxiliaries  “Exist  to  assist  the  Washington 
State  Medical  Association  and  its  Component  So- 
cieties.” “Ours,”  to  quote  Mrs.  Mackersie,  “is  the 
only  organization,  outside  the  Medical  Association, 
itself,  whose  sole  interest  is  the  advancement  of  the 
aims  of  the  medical  profession.”  We  do  not  act  in- 
dependently of  our  State  and  County  Advisors.  But, 
we  beg  of  you,  do  not  rely  too  much  upon  that 
famous  woman’s  intuition  which  we  are  supposed  to 
possess,  for  it  may  sometimes  fail  us.  We  can  be  of 
the  greatest  service  to  your  organization  when  you 
tell  us  what  you  would  like  us  to  do.  It  is  especially 
true  of  the  County  Auxiliaries  that  they  are  much 
more  eager  to  undertake  work  delegated  to  them  by 
their  own  Medical  Society  than  when  the  directives 
come  from  higher  levels  of  the  Medical  Association 
or  Auxiliary.  You,  therefore,  may  be  overlooking  a 
good  bet  if  your  society  is  not  exploiting  to  the  ut- 
most, this  tendency  of  your  local  Auxiliary. 

We  are  acutely  aware  that  before  our  organization 
can  reach  its  full  potential  in  aiding  the  Medical 
Profession,  we  must  build  our  membership  to  a fig- 
ure more  comparable  to  that  of  the  Association,  and 
here,  we  ask  your  assistance.  If  the  woman  in  your 
life  is  not  an  active  member  in  the  Auxiliary  to  your 
County  Society,  won’t  you  please  urge  her  to  be- 
come one.  The  knowledge  that  you  are  interested 
in  her  participation  is  far  more  effective  than  pleas 
from  our  organization. 

In  closing,  I wish  to  pay  tribute  to  my  own  hus- 
band, Dr.  George  R.  Kingston,  and  to  the  husbands 
of  all  Past  Presidents  of  the  State  Auxiliary  for 
their  patience,  understanding  help,  and  willingness 
to  accept  necessary  sacrifices  which  have  so  greatly- 
aided  us  in  the  performing  of  the  duties  of  our  of- 
fice. It  does  seem  that  they  merit  some  type  of  a 
medal. 

Thank  you  again.  Gentlemen,  for  the  privilege  of 
appearing  before  you,  and  for  the  many  courtesies 
extended  to  me  and  the  members  of  the  Auxiliary 
during  the  past  year  and  during  this  Convention. 

Mrs.  George  R.  Kingston,  President 
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It  was  moved,  seconded  and  CARRIED  that: 
"The  Woman’s  Auxiliary  Report  BE  ACCEPTED. 

Mrs.  Harlan  English,  National  President  of  the 
Woman’s  Auxiliary,  was  unable  to  remain  for  the 
Second  Session. 

Mrs.  Kingston,  President,  and  Mrs.  John  A.  Nel- 
son. Past-President  of  the  Woman’s  Auxiliary  re- 
ceived a standing  ovation  from  the  House  of  Dele- 
gates. 

NECROLOGY  COMMITTEE  REPORT 

Dr.  Frank  H.  Douglass,  Chairman,  presented  the 
Necrology  Report: 

Barker.  Robert  E.,  Sequim.  age  55,  died  Julv  13, 
1961 

Blackman,  James  F.,  Seattle,  age  55,  died  Februarv 
8,  1961 

Blair,  Samuel  L.,  Tacoma,  age  98,  died  June  17,  1960 
Bohn,  Julius  C.,  Tacoma,  age  84,  died  October  31, 

1960 

Booth,  Frederick  A.,  La  Jolla,  Calif.,  age  89,  died 
August  21,  1961 

Botts,  Ellery  L.,  Seattle,  age  76,  died  October  2,  1960 
Bovnton,  Solon  R.,  Jr.,  Bellingham,  age  82,  died 
July  4,  1961 

Crookall,  Arthur  C.,  Santa  Barbara,  age  85,  died 
July  5.  1961 

Davis,  William  J.,  Spokane,  age  46,  died  June  17, 

1961 

Dempsay,  Gordon  R.,  Los  Angeles,  age  61,  died 
April  6,  1961 

Etienne,  Emile  A.,  Quincy,  age  53,  died  August 
12,  1961 

Freeman,  Robert  E.,  Seattle,  age  38,  died  Februarv 
6,  1961 

Garhart,  Maneh  N.,  Seattle,  age  73,  died  October 

3,  1960 

Gay,  John  O.,  Spokane,  age  75,  died  December  30, 

1960 

Godfrey,  John  E.,  Seattle,  age  86,  died  May  15,  1961 
Gray,  Conner  E.,  Mercer  Island,  age  83,  died  Feb- 
ruary 26.  1961 

Jacobs,  Jerome  H.,  Seattle,  age  61,  died  August  2, 

1961 

Kane,  Joseph  P.,  Palo  Alto,  Calif.,  age  88,  died  June 
27,  1961 

Keller,  William  N.,  Fort  Steilacoom,  age  86,  died 
January  16,  1961 

Keves,  William  C.,  Bellingham,  age  88,  died  Sept. 
21,  1960 

Lundv,  L.  Fred.,  Seattle,  age  75,  died  March  15, 
1961 

McClure,  Charles  E.,  Seattle,  age  86,  died  Septem- 
ber 8,  1960 

McNamara,  Leonard  M.,  Soap  Lake,  age  43,  died 
August  12,  1961 

Maves,  Robert  A.,  Burien,  age  47,  died  January  31, 
1961 

Norris,  Jesse  L.,  Longview,  age  73,  died  November 
20,  1960 

Penney,  Warren  B.,  Bellevue,  age  82,  died  Novem- 
ber 22,  1960 

Plastino,  John  B.,  Spokane,  age  59,  died  June  6, 
1961 

Redner,  Leo  R.,  Ontario,  Calif.,  age  86,  died  April 
23,  1961 

Rogers,  Philip  M.,  Seattle,  age  59,  died  March  14, 
1961 

Rohrer,  Pius  A.,  Seattle,  age  71,  died  March  20,  1961 
Rotchford,  Robert  L.,  Spokane,  age  64,  died  October 

4,  1960 

Rudolph,  John  F.,  Seattle,  age  46,  died  August  26, 
1961 


Schutt.  John  P.,  Bremerton,  age  85,  September  12, 

1960 

Secoy,  Harry  Raymond,  Everett,  age  70,  died  Dec. 
13,  1960 

Shirey,  Ralph  W.,  Yakima,  age  64,  died  January  22, 

1961 

Spiekard.  Warren  B.  Seattle,  age  43,  died  August 
20,  1961 

Stollwerck,  George  H.,  Burlington,  age  56,  died 
Oct.  31,  1960 

Whyte,  Kenneth  G.,  Mercer  Island,  age  66,  died 
April  15,  1961 

A moment  of  silence  was  observed  in  memory  of 
the  many  friends  and  colleagues  who  had  departed 
this  past  year. 

The  Necrology  Report  WAS  ACCEPTED. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  SPECIAL,  SPECIAL  COMMITTEE  REPORTS: 

Dr.  E.  Harold  Laws,  Chairman,  presented  the  Re- 
port of  the  Special  Reference  Committee  on  Special 
Committee  Reports. 

The  motion  was  made,  seconded  and  CARRIED 
that  Item  I,  paragraph  B,  of  the  Supplemental  Re- 
port of  the  Board  of  Trustees;  and  Item  14  of  the 
Supplemental  Report  of  the  Executive  Committee, 
referred  to  this  Committee  for  action,  BE  ADOPT- 
ED. 

Both  Items  recommending  that:  “A  state-wide 

political  education  and  action  committee  be  spon- 
sored by  the  Washington  State  Medical  Association, 
as  a separate  organization;  and,  (1)  that  this  com- 
mittee would  cooperate  fully  with  the  newly-created 
American  Medical  Political  Action  Committee 
(AMPAC);  (2)  that  this  committee  would  cooper- 
ate fully  with  any  similarly  constituted  political  edu- 
cation and  action  committee  which  may  be  sponsored 
by  a constituent  county  medical  society;  and,  (3) 
that  such  state  committee  would  consist  of  seven 
members  appointed  by  the  Board  of  Trustees,  and 
would  be  patterned  after  the  above  mentioned 
AMPAC,”  were  discussed  with  Mr.  Joe  Miller,  Na- 
tional Director  of  AMPAC;  Dr.  Ernest  B.  Howard, 
Assistant  to  the  AM  A s Executive  Vice  President; 
representatives  of  WSMA’s  Executive  Committee, 
Trustees,  Delegates,  and  Members,  with  favorable 
reaction. 

Because  implementation  of  this  new  organization 
will  be  of  considerable  importance  to  each  of  the 
county  medical  societies.  Speaker  Dean  K.  Crystal 
outlined  briefly  its  purpose  and  objectives  as  an 
educational  committee  to  interest  all  Doctors  in 
precinct  politics  and  to  get  local  Doctors  acquainted 
with  political  issues  affecting  the  Medical  Profes- 
sion. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  ANNUAL  REPORTS  OF  STANDING  COM- 
MITTEES: 

Dr.  Peter  T.  Brooks,  Chairman,  presented  the  Re- 
port of  the  Reference  Committee  on  Annual  Reports 
of  Standing  Committees.  Each  Annual  Report  and 
its  Reference  Committee  recommendations  were  con- 
sidered by  the  House,  and  the  following  action  tak- 
en: 

The  motions  were  made,  seconded  and  CARRIED 
that: 

BOARD  OF  TRUSTEES: 

The  Published  Report  of  the  Board  of  Trustees  BE 
ADOPTED  AS  AMENDED;  and,  the  Supplemental 
Report  of  the  Board  of  Trustees  BE  FILED,  with  the 
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exception  of  Item  I,  paragraph  B,  which  was  refer- 
red to  the  Special  Reference  Committee  on  Special 

Committee  Reports. 

The  Published  Report  is  amended  by  adding  a 

paragraph  (20). 

Since  the  1960  Session  of  the  House  of  Dele- 
gates, the  Board  of  Trustees  has  taken  the  fol- 
lowing action: 

1.  Reviewed  and  approved  the  Secretary-Trea- 
surer’s Reports,  and  the  Bills  Payable. 

2.  Approved  the  membership  of  the  Executive 
Committee. 

3.  Elected  membership  of  Committees  for  which 
the  Board  is  responsible. 

4.  Reviewed  and  approved  the  Executive  Com- 
mittee’s action  regarding  the  endorsement  of  the 
Mills  Bill  in  principle. 

5.  Approved  the  1961  proposed  Budget  and  the 
Finance  Committee’s  recommendation  that  the 
high  quality  scientific  program  of  the  past  two- 
years  be  continued  with  costs-over-income  being 
underwritten  out  of  the  General  Fund  and  thus 
being  spread  over  the  total  State  Association 
membership. 

6.  Commended  Homer  W.  Humiston  on  his  far- 
sighted vision  and  study  of  matters  of  vital  con- 
cern to  the  Association,  giving  of  his  time  on  an 
individual  basis  as  well  as  President  of  the  Asso- 
ciation. 

7.  Received  an  oral  report  from  A.  O.  Adams, 
State  Representative,  on  the  status  of  proposed 
legislation  of  interest  to  the  Association,  to  date, 
and  recommended  the  following  definite  action 
on  several  proposed  Bills: 

A.  Medical  Examiners  Acts:  Instructed  the 

State  Association’s  representatives  in  legislature 
to  “kill”  these  measures. 

B.  Tissue  Bill  and  Good  Samaritan  Bill:  Ap- 
proved the  Association’s  endorsement  of  these 
two  Bills. 

C.  Child  Adoptions  Bills:  Approved  the  Asso- 
ciation’s opposition  to  proposed  child  adoption 
legislation. 

D.  Medical  Practice  Act:  Approved  the  Execu- 
tive Committee’s  recommendation  to  endorse  the 
amendments  to  the  Medical  Practice  Act,  subject 
to  examination  of  the  final  draft  of  the  Bill. 

E.  Psychologists’  Bill:  Disapproved  WSMA 

support  of  this  Bill. 

F.  Medical  Corporations:  Disapproved  WSMA 
endorsement  of  this  Bill,  and  advised  taking  no 
action. 

8.  Rescinded  the  motion  of  the  Medical  School, 
Teaching  and  Research  Hospital  Committee  to 
approve  the  University  Hospital  and  Medical 
School  Budget  on  the  grounds  that,  “not  having 
had  an  opportunity  to  see  or  study  the  basic 
structure  of  the  proposed  budget,  the  Association 
could  not  properly  approve  it,  and  appointed  a 
Committee  to  formulate  action  acceptable  to 
both  the  Association  and  the  Medical  School  and 
approved  its  statement  that:  “the  record  shows, 
that  the  report  of  the  proposed  budget  increases 
of  the  University  Hospital  and  Medical  School 
Committee  was  received,  and  that  the  Board  of 
Trustees  of  the  Washington  State  Medical  Asso- 
ciation recognizes  the  need  for  adequate  financial 
support  of  the  Medical  School  and  Hospital  in  or- 
der to  maintain  a high-grade  of  medical  educa- 
tion.” 

9.  Endorsed  the  formal  action  of  the  King  County 
Medical  Society  in  urging  the  WSMA  to  take  a 


positive  stand  to  see  to  it  that  the  State  Legisla- 
tive implements,  in  the  state  of  Washington,  ap- 
plication of  the  Mills  Bill;  and, 

Approved  the  statement  of  policy  of  the  King 
County  Medical  Society  to  the  effect  that,  “free 
choice  of  physician  and  hospital  is  in  the  inter- 
est of  good  medical  care  and  we  will  support  its 
implementation  for  recipients  of  all  medical  care 
programs  including  those  under  the  Department 
of  Public  Assistance  or  the  Mills  Bill.” 

10.  Upon  advice  from  the  American  Medical  Asso- 
ciation that  our  membership  tally  of  3,070  mem- 
bers entitles  this  Association  to  another  AM  A 
Delegate  and  Alternate,  Frederick  A.  Tucker  was 
elected  AMA  Delegate,  and  Willard  B.  Rew  was 
elected  Alternate. 

11.  Appointed  Robert  E.  Coe,  Seattle  to  replace 
R.  P.  Moore,  Port  Angeles,  for  his  unexpired  term 
on  the  Publications  Committee. 

12.  Received  reports  from  the  AMA  Delegates  on 
their  attendance  at  the  AMA’s  Clinical  Meeting 
in  Washington,  D.  C.  in  December  1960. 

13.  Approved  a statement  of  policy  booklet  on 
“Scope,  Objectives,  and  Functions  of  Occupa- 
tional Health  Programs”  as  recommended  by  the 
Industrial  Health  Committee  of  the  Washington 
State  Medical  Association. 

14.  Approved  a resolution,  as  amended,  on  “Am- 
bulatory Treatment  of  Narcotic  Addiction”  for 
presentation  by  the  WSMA  Delegates  to  the 
AMA  Meeting  in  June,  which,  in  essence,  states 
that  “successful  and  humane  withdrawal  of  in- 
dividuals addicted  to  narcotics  necessitates  con- 
stant control  under  conditions  affording  a drug- 
free  environment  and  always  requires  close  medi- 
cal supervision.” 

15.  Approved  the  membership  of  the  WSMA  Nom- 
inating Committee. 

16.  Approved  a resolution  submitted  by  Arthur  L. 
Ludwick,  “Pilot  Training  Program  — General 
Practice”  for  presentation  to  the  AMA  resolving: 
“That  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
be  directed  to  formulate  two-year  progressive 
training  programs  which  are  acceptable  to  the 
American  Academy  of  General  Practice,  the  only 
national  association  representing  general  prac- 
tice.” 

17.  Referred  the  two  resolutions;  “Retirement, 
Paid-up  Health  and  Accident  Insurance,”  and 
“Mandatory  Retirement  Age”  sponsored  by  War- 
ren B.  Spickard  and  adopted  by  the  1960  House 
of  Delegates,  to  the  Aging  Population  Committee 
with  a request  for  specific  reports  on  action 
deemed  feasible. 

18.  Accepted  a letter  of  resignation  from  Donal  R. 
Sparkman  as  a member  of  the  Rehabilitation 
Programs  Committee,  due  to  his  appointment  as 
Medical  Consultant  to  the  State  Department  of 
Vocational  Rehabilitation,  and  appointed  Ed- 
ward C.  Guyer,  Seattle,  to  fill  his  unexpired 
term. 

19.  Approved  a resolution,  “Assistant  Secretary  of 
Defense— Health  and  Medical”  submitted  by  R. 
A.  Benson,  Bremerton,  wherein  it  is  resolved  that 
the  AMA  express  to  the  Secretary  of  Defense  its 
disapproval  of  the  discontinuance  of  the  office 
of  the  Assistant  Secretary  of  Defense  ( Health 
and  Medical)  and  requesting  that  the  office  be 
re-established.  (The  resolution  to  be  introduced 
at  the  AMA  Annual  Meeting  in  June.) 

20.  The  subsequent  years’  actions  and  recom- 
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mendations  of  the  Board  of  Trustees  be  dated  to 
facilitate  review  by  this  Committee. 

SUPPLEMENTAL  REPORT  TO  HOUSE  OF  DELEGATES  AS  OF 
SEPTEMBER  16,  1961  MEETING 

1.  The  Board  of  Trustees  approved  the  Executive 
Committee’s  Supplemental  Report  to  the  House 
of  Delegates,  and  took  separate  action  on  the 
following  items: 

A.  Approved,  in  principle,  a Resolution  pass- 
ed by  the  Georgia  State  Medical  Association  to 
the  effect  that,  the  American  Medical  Associa- 
tion does  enjoy  the  full  confidence  and  support 
of  the  entire  membership  of  the  Medical  Pro- 
fession. 

B.  Approved  an  Executive  Committee  recom- 
mendation that  a state-wide  political  education 
and  action  committee  be  sponsored  by  the  WSMA 
as  a separate  organization;  and,  (1)  that  this 
committee  would  cooperate  fully  with  the  newly 
created  AMPAC  (American  Medical  Political 
Action  Committee);  (2)  that  this  committee 
would  cooperate  fully  with  any  similarly  consti- 
tuted political  education  and  action  committee 
which  may  be  sponsored  by  a constituent  coun- 
ty medical  society;  and  (3)  that  such  state  com- 
mittee would  consist  of  seven  members  appointed 
by  the  Board  of  Trustees,  and  would  be  pat- 
terned after  the  above  mentioned  AMPAC. 

C.  Approved  a Retirement  Program  proposed 
by  the  Aetna  Life  Insurance  Company  for  certain 
employees  of  WSMA. 

2.  Approved  the  membership  of  the  Executive 
Committee,  and  made  the  necessary  appoint- 
ments to  the  various  committees. 

3.  Accepted  a report  from  Robert  Hunter,  Chair- 
man of  the  Aging  Population  Committee,  with 
regard  to  two  Resolutions  adopted  by  the  1960 
House  of  Delegates  and  referred  to  this  com- 
mittee by  the  Board  of  Trustees  for  investigation 
and  recommendations: 

A.  Resolution  on  “Mandatoru  Retirement 
Age” 

“It  was  found  that  a mandatory  retire- 
ment age  exists  primarily  as  a rule  of  indi- 
vidual industries  and  that  little  can  be  done  to 
alter  such  company  policies  except  upon  re- 
quest for  advice.” 

B.  Resolution  on  “Retirement,  Paid-Up 
Health  and  Accident  Insurance” 

“It  was  found  that  paid-up  health  and 

accident  insurance  at  retirement  age  is  cur- 
rently being  studied  by  all  groups  contacted 
but  that  no  group  currently  has  such  insur- 
ance in  force.  We  found  that  it  is  a relatively 
new  concept  and  that  other  states  are  taking 
action  along  this  line.  No  specific  recommend- 
ation can  be  made  at  the  present  time  except 
that  further  study  be  made  in  order  to  keep 
abreast  of  developments  as  they  may  occur.” 

4.  Received  as  information  a letter  circulated  by 
a medical  service  bureau  soliciting  financial  as- 
sistance from  other  medical  bureaus  in  defend- 
ing legal  action  instituted  by  an  osteopath  against 
the  Moses  Lake  Public  Hospital  District.  It  was 
the  consensus  of  the  Board  that  such  means  of 
solicitation  of  funds  is  not  proper,  and  the  WSMA 
Executive  Committee  is  already  empowered  to 
take  whatever  action  it  deems  necessary  after 
completing  its  investigation  of  the  matter. 

5.  Received  a report  from  J.  W.  Bowen  of  Taco- 
ma, with  regard  to  numerous  letters  from  physi- 
cians expressing  disapproval  of  the  National 
Foundation’s  activities  in  soliciting  funds  state- 
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wide,  part  of  which  would  be  used  to  establish 
a Congenital  Defects  Clinic  at  the  University 
Hospital,  and  approved  a motion  that,  “In  the 
interest  of  better  patient  care,  physicians  in  their 
local  communities  be  encouraged  to  support 
their  presently  existing  local  Clinics  for  Conge- 
nital Defects.” 

EXECUTIVE  COMMITTEE: 

The  Published  Report  of  the  Executive  Committee 
BE  ADOPTED  AS  AMENDED;  and,  the  Supple- 
mental Report  of  the  Executive  Committee  BE 
FILED,  with  the  exception  of  Item  14,  which  was 
referred  to  the  Special  Committee  on  Special  Com- 
mittee Reports. 

The  Published  Report  is  amended  as  follows: 

A.  Item  14  to  be  Filed. 

B.  Under  Item  17,  add  a paragraph  (E). 

C.  Item  54  deleted.  Substitute  with  Item  54 
and  54-A  as  amended. 

D.  Add  a paragraph  (74). 

1 . Since  the  1960  Annual  Meeting,  the  Executive 
Committee  has  held  eleven  meetings,  during 
which  it  reviewed  all  bills  and  expenditures, 
assisted  in  preparing  the  budget,  supervised  its 
control,  designated  various  officers  and  commit- 
tee chairmen  to  attend  local,  state  and  national 
meetings,  when  deemed  necessary. 

2.  A report  of  all  important  actions  taken  by  this 
Committee  has  been  made  to  the  Board  of  Trus- 
tees during  the  year,  and  several  problems  were 
referred  to  the  Trustees  for  action. 

3.  Referred  to  various  Association  Committees, 
matters  for  action,  recommendation,  and  advice. 

4.  Cooperated  with  the  American  Medical  Asso- 
ciation and  the  county  medical  societies  in  every 
way  possible. 

5.  Reviewed  many  problems  regarding  WSMA 
membership,  and  decided  each  on  its  individual 
merit. 

6.  Approved  payment  of  WSMA  annual  dues  and 
contributions  to  the  following  organizations: 


Washington  State  League  of 

Nursing  $ 50.00 

Seattle  Chamber  of  Commerce  120.00 

Washington  Student,  A.M.A.  200.00 

Washington  State  Health  Council  200.00 

Washington  State  Public  Health 

Association  10.00 

National  Society  for  Medical 

Research  200.00 

Conference  of  Presidents  75.00 


7.  Approved  in  principle  the  attitude  of  the 
American  Medical  Association  with  regard  to  its 
endorsement  of  HR  12580  (known  as  the  Mills 
Bill),  and  recommended  to  the  Board  of  Trustees 
that  it  approve  the  Bill  in  principle. 

8.  Received,  with  commendation,  a written  re- 
port from  J.  C.  Michel  on  the  Orientation  in  Air 
Pollution  Conference  held  in  Seattle,  October 
6-7.  Appointed  Lois  Frayser  as  the  WSMA  rep- 
resentative on  the  state  level  to  coordinate  action 
concerned  with  the  problems  of  air  pollution. 

9.  Recommended  to  the  Board  of  Trustees  that 
R.  B.  Bramble,  Auburn,  and  Julius  R.  Rehal, 
Stevenson,  be  invited  to  the  January,  1961  Board 
of  Trustees  meeting  to  receive  their  certificates 
of  award  for  their  contributions  to  the  American 
Medical  Education  Foundation.  Because  of 
legislative  matters,  this  invitation  was  postponed. 
Both  Bramble  and  Rehal  will  receive  their  Cer- 
tificates at  the  First  Session  of  the  House  of  Dele- 
gates. 

10.  Recommended  that  Garrett  Heyns,  Ph.D.,  Di- 
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rector,  Department  of  Institutions,  and  W.  R. 
Conte,  Supervisor,  Mental  Health  Division,  De- 
partment of  Institutions,  be  invited  to  meet  with 
the  WSMA  Executive  Committee  at  its  Novem- 
ber meeting  to  discuss  the  report  presented  by 
Robert  B.  Hunter  at  the  September  24,  I960 
Board  of  Trustees  meeting. 

Dr.  Conte  and  Dr.  Heyns  did  not  attend  any 
Meetings,  but  information  was  received  at  a later 
date  from  Dr.  Conte  wherein  he  advised  that  the 
situation  reported  by  Dr.  Hunter,  had  been  re- 
solved to  the  satisfaction  of  all  concerned. 

11.  Received  an  oral  report  from  Homer  W.  Hu- 
miston  on  the  AMA  Meeting  on  “Civil  Disaster 
Preparedness”  held  in  Chicago. 

12.  Received  a report  from  Homer  W.  Humiston 
regarding  a meeting  between  himself,  Bernard 
Bucove,  and  Ruth  Dunham,  Advisor  to  the  Na- 
tional Health  Survey,  on  a proposed  health  sur- 
vey in  the  Grand  Coulee  area. 

13.  Accepted  Legal  Counsel’s  approval  of  the 
King  County  Medical  Society’s  proposed  Amend- 
ments to  its  Constitution. 

14.  Recommended  against  adopting  a relative  val- 
ue fee  schedule,  such  as  used  in  California,  on 
the  basis  of  the  tremendous  expense  to  the  State 
Association  and  the  fact  that  this  State  has  a 
working  equivalent  of  such  a schedule  in  each 
county  medical  society. 

15.  Authorized  Louis  S.  Dewey’s  attendance  at 
the  Third  National  Rural  Health  Study  Council 
meeting  in  Chicago,  February  3-4  and  com- 
mended him  for  his  excellent  report. 

16.  Recommended  that  local  county  medical  so- 
cieties investigate  any  situation  where  chiroprac- 
tors are  giving  pre-school  physical  examinations 
without  the  expressed  permission  of  the  parents. 
This  action  stems  from  a report  received  that 
such  a situation  was  supposedly  prevailing  in  the 
Spokane  area. 

17.  Recommended  the  following  action  to  James  W. 
Young,  Chief  of  Staff,  Moses  Lake  District  Hos- 
pital, with  regard  to  a legal  suit  filed  by  a Moses 
Lake  osteopath  to  compel  the  hospital  to  accept 
him  as  a staff  member: 

A.  Action  on  this  case  be  delayed  until  after 
the  legislative  session,  or  as  long  as  possible. 

B.  James  H.  Berge,  Seattle,  member  of  the 
AMA  Medical  Disciplinary  Committee  be  con- 
tacted. The  Committee  felt  Dr.  Berge’s  exped- 
ience would  be  of  help  to  Dr.  Young  and  his 
Associates. 

C.  Mr.  Henry  E.  Kastner,  WSMA  Legal  Coun- 
sel, be  contacted  for  his  assistance  in  obtaining 
information. 

D.  Requested  that  Dr.  Young  keep  the  Execu- 
tive Committee  informed  on  the  proceedings. 

E.  That  the  County  Medical  Societies  are  urged 
to  inform  and  request  the  assistance  of  the  Exec- 
utive Committee  of  the  WSMA  when  faced  with 
litigation  which  bears  on  the  welfare  of  medical 
practice  throughout  the  state,  and  the  Executive 
Committee  is  urged  to  provide  appropriate  assis- 
tance. 

18.  Received  as  information,  Dr.  Clyde  R.  Jensen’s 
recommendations  on  the  “Proposed  Coroners  and 
Medical  Examiners  Act,”  and  advised  Dr.  Jensen 
that  the  Executive  Committee  would  follow  the 
mandate  set  up  by  the  Resolution  adopted  by  the 
1960  WSMA  House  of  Delegates.  (Medical  Ex- 
aminer Law) 

19.  Approved  a request  from  the  Washington  State 
Association  of  Fire  Chiefs  for  a WSMA  member- 
ship list  to  be  used  in  sending  members  infor- 


mation re  a proposed  measure  to  ban  the  sale  of 
fireworks. 

20.  Recommended  that  Homer  W.  Humiston  con- 
tact the  Chairman  of  the  EENT  Section  regarding 
allegations  concerning  Raymond  McKeown,  Coos 
Bay,  Oregon  member  of  the  AMA  Board  of 
Trustees. 

21.  Disapproved  a request  from  the  Western  Inter- 
state Commission  for  Higher  Education  to  have 
a speaker  at  the  1961  WSMA  Annual  Meeting. 

22.  Received  for  information  the  Convention  An- 
alysis for  I960  prepared  by  the  WSMA  Central 
Office. 

23.  Received  for  information,  a letter  from  H.  H. 
Kretzler,  Sr.,  concerning  the  WSMA  exhibit  at 
the  Puyallup  Fair,  expressing  the  opinion  that  a 
good  WSMA  exhibit  should  be  displayed— or 
none  at  all. 

24.  Approved  in  principle,  a request  from  the 
WSMA  Grievance  Committee  which  plans  to 
seek  statistical  data  on  grievance  cases  considered 
by  local  county  medical  society  grievance  com- 
mittees. 

25.  Received  for  information  the  November  17, 
I960  Minutes  of  the  WSMA  Public  Laws  Com- 
mittee, and  took  the  following  action  with  regard 
to  proposed  legislative  measures,  to  date: 

A.  Received  and  deferred  action  until  a final 
draft  of  the  Bill  is  presented,  information  from 
“Psychiatrists  for  Community  Action”  conoern- 
ing  proposed  legislation. 

B.  Received  as  information  a letter  from  the 
AMA  concerning  a National  Medical  Political 
Action  Committee. 

C.  Endorsed  the  action  of  the  Public  Laws 
Committee  approving  in  principle  the  “Implied 
Consent”  Bill  and  “Lowering  Intoxication  Limit” 
Bill. 

D.  Tabled  action  on  the  “Coroners  and  Medical 
Examiners”  Bill  until  the  final  measure  is  drafted. 

E.  Recommended  that  Dr.  Partlow’s  “Tissue” 
Bill  be  referred  to  Legal  Counsel  for  his  ap- 
poval  and  if  approved  that  the  Executive  Secre- 
tary find  a sponsor  for  the  Bill. 

F.  Recommended  that  no  action  be  taken  on  a 
“Radiation”  Bill,  if  one  is  introduced  at  session, 
until  Asa  Seeds  is  contacted  to  explain  its  content 
to  the  Executive  Committee.  Otherwise,  await 
developments. 

G.  Approved  introducing  a “Good  Samaritan” 
Bill  and  recommended  that  the  Executive  Secre- 
tary obtain  a sponsor. 

H.  Recommended  that  no  action  be  taken  on 
the  “Hazardous  Substance”  Bill  until  the  Com- 
mittee sees  a final  draft. 

I.  Endorsed  the  Executive  Secretary’s  remarks 
on  the  “Medical  Practice  Act”  which  suggested 
that  inasmuch  as  Dr.  Adams  has  not  come  up 
with  his  model  bill,  we  coast  along  until  we  find 
out  whether  the  State  License  Department  is 
willing  to  come  out  with  a few  corrective  amend- 
ments. 

J.  Deferred  action  on  the  proposed  “Child  Adop- 
tions” Bill  until  the  final  draft  is  presented. 

K.  Deferred  action  on  the  Nurses  Proposed 
Bills  (Registered  and  Practical)  until  they  are 
presented. 

L.  Deferred  action  on  the  “Podiatrist”  Bill 
until  a final  draft  is  presented. 

M.  Received  for  information  a report  from  Dr. 
Humiston  re  the  possible  introduction  of  an  “Os- 
teopathic” Bill  wherein  the  osteopaths  will  re- 
quest the  privilege  of  practicing  medicine  in  all 
public  hospitals  and  institutions. 


99 

Northwest  Medicine,  January  1962 


N.  Deferred  action  on  a proposed  “Physical 
Therapist  Bill  until  a draft  is  presented. 

O.  Deferred  action  on  a report  “optometry 
legislation  will  undoubtedly  specify  that  the  op- 
tometrists be  included  under  all  government  pre- 
paid programs.” 

26.  Rescinded  the  motion  of  approval  of  the 
University  Hospital  and  Medical  School  proposed 
budget  increases,  made  by  the  Medical  School, 
Teaching  and  Research  Hospital  Committee,  on 
the  premise  that  neither  this  Committee  nor  the 
State  Association,  could  approve  or  disapprove  a 
budget  as  comprehensive  as  this  without  more 
detailed  study,  and  properly,  we  can  do  no  more 
than  say  we  “reviewed”  the  budget  with  repre- 
sentatives of  the  Medical  School  and  University 
Hospital. 

27.  Approved  the  recommendation  of  the  Medical 
School,  Teaching  and  Research  Hospital  Com- 
mittee to  the  Board  of  Trustees,  that  it  recom- 
mend to  the  State  Legislative  Committee  that 
provision  be  made  for  the  admission  to  the  Uni- 
versity Hospital,  with  payment  by  the  Depart- 
ment of  Public  Assistance,  of  welfare  patients 
referred  for  medical  care  not  available  in  their 
local  area,  or  regional  county  hospital. 

28.  Approved  M.  R.  Stuen’s  attendance  at  the 
Seventh  Annual  Conference  on  Mental  Health  in 
Chicago,  January  20-21,  with  the  recommenda- 
tion that  Dr.  Stuen  report  to  the  Executive  Com- 
mittee on  the  value  of  this  meeting  and  the  ad- 
visability of  sending  a representative  in  future 
years. 

29.  Recommended  that  no  WSMA  Representatives 
be  sent  to  the  following  Meetings: 

A.  AM  A Medico-Legal  Conference,  San  Fran- 
cisco, March  10-11,  1961. 

B.  AMA  Eighth  National  Conference  of  Physi- 
cians and  Schools,  Chicago,  March  9-10,  1961. 

C.  Congress  on  Medical  Quackery,  Washington, 

D.  C.  October  6-7,  1961. 

30.  Approved  the  Proposed  1961  Budget,  and  the 
recommendations  of  the  Finance  Committee,  and 
recommended  their  approval  to  the  Board  of 
Trustees. 

31.  Received  a report  from  Hugh  W.  Jones,  Presi- 
dent, King  County  Medical  Society  with  regard 
to  its  recommendations  on  the  implementation 
of  the  Kerr-Mills  Bill  in  the  State  of  Washington, 
and  referred  this  action  to  the  Board  of  Trustees 
for  its  consideration. 

32.  Received  a legislative  report  from  A.  O. 
Adams,  and  recommended  to  the  Board  of  Trus- 
tees that  it  approve  action  taken  on  the  following 
legislative  bills: 

A.  Recommended  consideration  of  the  endorse- 
ment and  support  of  “An  Act  Authorizing  the 
Formation  of  Medical  Corporations.”  (Model 
Act  prepared  by  the  Legal  Division  of  the  AMA.) 

B.  Recommended  the  endorsement  of  amend- 
ments to  the  Medical  Practice  Act  as  outlined  by 
Dr.  Adams,  subject  to  examination  of  the  final 
draft. 

C.  Recommended  disapproval  of  Senate  Bill 
#41  as  printed.  (This  Bill  constitutes  licensing  of 
psychologists ) 

33.  Called  a special  meeting  February  12,  in  Olym- 
pia, to  discuss  current  legislation  before  the  Leg- 
islature. 

34.  Approved  amendments  to  the  Kitsap  County 
Medical  Society  Constitution  & By  Laws  after 
review  by  Legal  Counsel. 


35.  Approved  co-sponsorship  of  a Regional  Meet- 
ing of  the  National  Institute  on  Rehabilitation 
and  Labor  Health  Services  with  the  Washington 
State  Labor  Council,  National  Rehabilitation 
Association  and  University  of  Washington  Medi- 
cal School,  and  appointed  S.  W.  Heath,  and  Al- 
bert L.  Cooper,  Seattle,  as  WSMA  Representa- 
tives to  the  Meeting. 

36.  Met  with  Hugh  W.  Jones,  President,  King 
County  Medical  Society,  and  Warren  B.  Spick- 
ard,  Seattle,  to  discuss  implementation  of  the 
Kerr-Mills  Bill. 

37.  Nominated  Bruce  M.  Zimmerman,  Seattle; 
Dean  K.  Crystal,  Seattle;  and  Willard  B.  Rew, 
Yakima,  for  appointment  of  one  to  the  State 
Selection  Committee  of  the  National  Foundation. 
(Dean  K.  Crystal  was  appointed) 

38.  Received  as  information,  a letter  from  the 
Grant  County  Medical  Society  regarding  the  op- 
position of  that  Society  to  the  continuance  of  the 
drafting  of  physicians  for  military  service. 

39.  Nominated  Alfred  O.  Adams,  Spokane,  to  re- 
ceive the  A.  H.  Robins  Community  Service 
Award— to  be  presented  to  Dr.  Adams  at  the 
First  Session  of  the  House  of  Delegates  in  Sep- 
tember. 

40.  Appointed  Homer  W.  Humiston,  Tacoma; 
James  F.  Burnell,  Seattle;  and  Mr.  Richard  F. 
Gorman,  WSMA  Public  Relations  Director,  as 
representatives  to  the  special  AMA  legislative 
meeting  in  Chicago,  March  17-18,  1961. 

41.  Requested  that  the  WSMA  Central  Office  ob- 
tain further  information  on  the  Medic-Alert  Foun- 
dation and  that  the  WSMA  President,  after  re- 
viewing this  information,  decide  whether  or  not 
the  Association  should  participate  in  this  pro- 
gram. 

42.  Recommended  a meeting  between  Daniel  R. 
Kohli  and  Robert  C.  Coe,  members  of  Northwest 
Medicine’s  Board  of  Trustees,  and  the  WSMA 
President,  Secretary-Treasurer  and  Executive 
Secretary  to  discuss  the  editorial  policy  of  North- 
west Medicine. 

43.  Received  as  information,  a report  from  E.  J. 
Harri,  Dayton,  with  regard  to  the  attitude  of  the 
Public  Hospital  District  Association  on  osteopaths 
practicing  in  District  hospitals,  and  referred  Dr. 
Harris  report  to  the  WSMA  President  for  reply, 
requesting  that  he  advise  him  that  the  Associa- 
tion has  offered  no  funds  in  defense  of  the  Moses 
Lake  suit. 

44.  Recommended  the  following  physicians  to  the 
Governor  for  the  appointment  of  five  to  the  new 
Medical  Examining  Board:  John  L.  Hardy,  Endi- 
cott  (currrent  member),  John  F.  Fiorino,  Everett 
(current  member),  Stanley  Tuell,  Tacoma,  Mur- 
ray L.  Johnson,  Tacoma,  Emmett  L.  Calhoun, 
Aberdeen,  Henry  S.  Atwood,  Yakima,  Maynard 
Johnson,  Mt.  Vernon,  Francis  M.  Lyle,  Spokane, 
A.  G.  Zoet,  Bellingham,  Walter  C.  Moren,  Bell- 
ingham, Robert  W.  Simpson,  Seattle  and  Gor- 
don E.  Jones,  Olympia. 

Appointed  were:  Drs.  John  L.  Hardy;  John  F. 
Fiorino,  Robert  W.  Simpson;  T.  R.  Ingham;  and 
Leo  J.  Rosellini. 

45.  Accepted  the  offer  of  Merck  Sharp  & Dohme 
to  sponsor  a guest  scientific  speaker  at  the  1961 
Annual  WSMA  Meeting. 

46.  Appointed  Homer  W.  Humiston,  Tacoma,  as 
legislative  “Key  Man”  for  the  State  of  Washing- 
ton. 

47.  Recommended  sending  a letter  to  the  AMA 
Board  of  Trustees  urging  the  AMA  to  exhibit  at 
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“Century  21,”  and  that  the  WSMA  send  a rep- 
resentative to  the  AMA  Board  of  Trustees  Meet- 
ing in  Washington,  D.C.  in  April  to  officially  re- 
quest the  AMA  to  participate.  (The  AMA  declin- 
ed to  participate.) 

48.  Received  a report  from  Homer  W.  Humiston 
on  the  Special  AMA  Legislative  Meeting  in  Chi- 
cago, March  18-19,  1961. 

49.  Authorized  the  Secretary-Treasurer  or  the  Ex- 
ecutive Secretary  to  invest  current  surplus  funds 
of  the  General  or  Medical  Defense  Funds  in  the 
following:  A.  Commercial  Banks  Savings  Ac- 
counts, B.  Mutual  Savings  Banks,  C.  Savings  & 
Loan  Associations,  D.  Government  Securities,  E. 
Certificates  of  Deposit. 

50.  Approved  holding  an  unofficial  conference 
with  the  osteopaths  to  explore  professional  rela- 
tionships, and  requested  the  WSMA  President  to 
appoint  an  unofficial  conference  committee.  (The 
President  appointed  Frederick  A.  Tucker;  Jess 
W.  Read;  E.  Harold  Laws;  and  Wayne  Zimmer- 
man.) 

51.  Received  a report  from  Marcus  H.  Stuen,  Ta- 
coma, on  the  Seventh  National  Conference  on 
Mental  Health. 

52.  Established  the  policy  that,  “Scientific  exhibit 
space  at  the  annual  meeting  shall  be  reserved 
exclusively  for  purely  scientific  exhibits  to  be  dis- 
played and  manned  by  individual  members,  and 
that  the  Convention  Manager,  with  the  approval 
of  the  Executive  Committee,  shall  annually  es- 
tablish a standard  rental  fee  which  shall  be  charg- 
ed for  all  additional  space— which  space  shall  be 
devoted  exclusively  to  technical  exhibits  by  phar- 
maceutical companies  and  other  private  enter- 
prises which  sell  equipment,  devices,  and  systems 
of  particular  interest  to  medical  practitioners.” 

53.  Appointed  Peter  T.  Brooks,  Walla  Walla,  as 
WSMA  representative  to  speak  on  “Careers  in 
Medicine”  at  the  1961  Washington  State  Uni- 
versity JESSI,  June  16. 

54.  Approved  the  WSMA  President’s  issuing  a 
news  release  on  hypnosis.  (This  release  was  not 
issued,  because  the  State’s  Attorney  General 
entered  the  picture.  Legislation  on  this  subject 
is  contemplated  at  the  1963  Session.) 

A.  Recommended  that  all  news  releases,  made 
in  the  name  of  the  Washington  State  Medical 
Association  and  its  official  committees  and  sec- 
tions be  released  by  the  President,  members  of 
the  Executive  Committee,  or  by  a spokesman 
designated  by  this  Committee. 

55.  Approved  the  participation  of  the  WSMA  Civil 
Disaster  Committee  in  a three-day  civil  disaster 
course  on  mass  casualty  care  at  the  University  of 
Washington,  School  of  Medicine,  in  the  fall  of 
1961  without  cost  to  the  State  Association  other 
than  a small  quantity  of  clerical  and  publicity 
work  by  the  Association  staff. 

56.  Approved  the  WSMA  Neoplastic  Committee’s 
sponsoring  a conference  with  allied  professional 
groups  to  study  the  desirability  of  establishing 
a cancer  coordinating  committee  in  the  State  of 
Washington,  at  no  expense  to  the  Association. 

57.  Received  a written  report  from  E.  Harold 
Laws,  Seattle,  on  his  assignment  as  a panelist  at 
the  Regional  Conference  of  the  American  Asso- 
ciation for  Health,  Physical  Education,  and  Rec- 
reation. Dr.  Laws  was  commended  on  his  ex- 
cellent report. 

58.  Nominated  the  following  physicians,  for  the 
appointment  of  one,  to  the  Nursing  Home  Ad- 
visory Council:  Del  M.  Ulrich,  Seattle;  James 
E.  Cunningham,  Spokane;  and  John  Skinner, 


Yakima.  (To  date,  no  appointment  has  been 
made. ) 

59.  Referred  to  the  Public  Laws  Committee  a 
proposal  from  the  Washington  State  Psychological 
Association  to  meet  with  WSMA  representatives 
to  discuss  psychology  licensure  before  the  1963 
Legislature.  (This  meeting  has  not  yet  been 
held.) 

60.  Recommended  that  referrals  from  the  WSMA 
Professional  & Hospital  Relations  Committee  be 
included  in  its  Annual  Report  to  the  House  of 
Delegates,  so  they  may  be  given  proper  con- 
sideration. 

61.  In  compliance  with  a request  from  the  State 
Health  Department,  recommended  the  following 
physicians  be  considered  for  appointment  to  the 
new  Technical  Advisory  Board  on  Radiation 
Control:  Edward  F.  Cadman,  Wenatchee,  Rob- 
ert L.  Romano,  Seattle,  Daniel  H.  Coleman,  Se- 
attle, Stanley  J.  Stamm,  Seattle. 

62.  Appointed  the  Executive  Secretary  and  the 
Public  Relations  Director  as  WSMA  representa- 
tives to  the  Allied  Health  Group  meeting  in 
Seattle,  June  2,  1961,  with  the  proviso  that  a 
Doctor  also  attend. 

Del  M.  Ulrich  was  requested  to  be  present,  but 
was  unable  to  attend.  He  was  very  interested  in 
the  project.  During  the  meeting,  the  Nursing 
Groups  were  criticized  because  they  had  not 
previously  gotten  together,  so  some  tangible  ideas 
about  educational  programs  and  further  pro- 
posed legislation  could  have  been  brought  before 
the  Allied  Health  Group  for  consideration. 

63.  Received  as  information  a report  from  the 
WSMA  President  on  his  attendance  at  the  meet- 
ings of  the  National  Institute  on  Rehabilitation 
and  Labor  Health  Service,  in  Portland  and 
Seattle. 

64.  Recommended  that  no  “Art  Exhibit”  be  held 
at  the  1961  Annual  Convention,  because  of  the 
cost  factor,  and  that  this  space  be  utilized  for 
technical  exhibits  with  future  consideration  to 
again  sponsoring  an  art  exhibit. 

Since  this  decision,  physician  artists  have  pro- 
posed they  put  on  their  own  exhibit  at  no  cost 
to  the  Association.  This  request  was  granted  and 
wall  space  was  allotted  on  the  South  walls  of  the 
Spanish  Ballroom. 

65.  Recommended  that  the  Board  of  Trustees  ap- 
prove a Resolution  reconstructed  to  meet  our 
thinking,  suggested  by  the  National  Academy  of 
Sciences,  National  Research  Council,  Division 
of  Medical  Sciences  on  “Ambulatory  Treatment 
of  Narcotic  Addiction.”  The  Committee  refused 
a request  from  the  Narcotic  Bureau  that  our 
AMA  Delegates  be  instructed  to  support  such  a 
Resolution  if  presented  to  the  AMA  House  of 
Delegates. 

66.  R.  A.  Benson,  Bremerton,  was  designated  as 
the  WSMA  representative  to  the  Annual  Confer- 
ence on  Disaster  Medical  Care  to  be  held  in  New 
York  City,  June  24,  1961. 

67.  Authorized  Harlan  R.  Knudson  of  the  WSMA 
to  attend  a course  on  “Association  Management, 
and  Public  Relations”  at  the  University  of  Santa 
Clara,  July  16-24,  1961,  at  WSMA  expense. 

68.  Recommended  that  the  Medical  School,  Teach- 
ing and  Research  Hospital  Committee  suggestion 
that,  “Dean  Aagaard  submit  a summary  of  the 
proposed  increases  in  the  Medical  School  Budget, 
prepared  biennially,  to  this  Committee  with 
copies  to  the  Board  of  Trustees  well  in  advance 
of  the  first  meeting  of  this  Committee”  be  in- 
corporated in  the  Medical  School,  Teaching  and 
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Research  Hospital  Committee’s  annual  report  to 
the  House  of  Delegates  for  action. 

69.  Approved  the  recommendation  of  the  Medical 
School,  Teaching  and  Research  Hospital  Com- 
mittee that  the  Chairman  of  the  King  County 
Medical  Society’s  University  Hospital  Committee 
be  included  as  an  ex-officio  member  of  the  Com- 
mittee. 

70.  Declined  request  for  contribution  to  Washing- 
ton Conference  on  Unemployment  Compensation. 

71.  Approved  the  WSMA  President’s  attendance 
as  an  observer  at  the  Annual  Meeting  of  the 
Western  Interstate  Commission  for  Higher  Edu- 
cation in  Salt  Lake  City  in  August.  WICHE  to 
pay  transportation  expense. 

72.  Disapproved  proposal  of  WSMA  Committee 
on  Rehabilitation  that  the  U.  S.  Public  Health 
Service  pamphlet,  “Strike  Back  at  Arthritis’’  be 
mailed  to  the  membership  at  the  Association’s 
expense,  but  approved  by  WSMA  Newsletter, 
notice  to  members  that  the  Association  would 
mail  pamphlets  at  member’s  request. 

73.  Approved  in  substance  and  principle,  the 
statement  written  by  the  President  for  presenta- 
tion before  House  Ways  and  Means  Committee 
hearings  on  the  King- Anderson  Bill  (H.R.  4222) 
in  August. 

74.  The  subsequent  years’  actions  and  recommen- 
dations by  the  Executive  Committee  be  dated 
to  facilitate  review  by  this  committee. 

SUPPLEMENTAL  REPORT-AUGUST  AND  SEPTEMBER  MEETINGS 
WSMA  EXECUTIVE  COMMITTEE  TO  BOARD  OF  TRUSTEES 
AND  HOUSE  OF  DELEGATES 

1.  Reconsidered  the  request  of  the  Chairman  of 
the  Rehabilitation  Programs  Committee  to  mail 
out  the  pamphlet  “Strike  Back  at  Stroke”  to 
WSMA  membership  at  the  expense  of  the  As- 
sociation and  rejected  the  recommendation.  Fav- 
orable consideration  was  given  to  assisting  Dr. 
Heath  in  finding  a less  expensive  means  of  distri- 
bution. Two  other  smaller  pamphlets  will  be  sent 
out  with  other  mailings  to  the  membership.  It 
was  pointed  out  that  each  Committee  chairman 
should  be  informed  of  the  expenses  involved  in 
mailings  to  the  membership,  and  that  all  mail- 
ings should  be  screened  by  the  Executive  Com- 
mittee, prior  to  sending  them  out. 

2.  Approved,  in  principle,  a Resolution  recently 
passed  by  the  Medical  Association  of  the  State 
of  Georgia  House  of  Delegates  to  the  effect 
that,  “Be  it  resolved,  that  the  various  county' 
medical  societies  of  the  Medical  Association  of 
Georgia  go  on  public  record  (by  paid  advertise- 
ment, if  necessary)  as  stating  emphatically  that 
the  American  Medical  Association  does,  indeed, 
represent  their  will  and  desire  and  that  the  pres- 
ent leadership  of  the  AMA  enjoys  the  full  con- 
fidence and  support  of  the  entire  membership  of 
the  Medical  Association  of  Georgia.  And,  be  it 
further  resolved,  that  other  state  medical  associa- 
tions be  encouraged  to  do  likewise  in  an  effort  to 
squelch,  at  least,  this  bit  of  misinformation  cur- 
rently circulating  through  the  mass  media.” 

3.  Authorized  Willard  Rew  and  the  WSMA  Pub- 
lic Relations  Director  to  attend  the  AMA  Institute 
in  Chicago,  August  30,  31,  and  September  1. 

4.  Referred  to  Public  Relations  Director,  WSMA 
for  review,  a letter  from  the  Marshall  Riconos- 
cuito  Public  Relations  Agency  regarding  the 
offer  of  the  Washington  State  Pharmaceutical 
Association  to  the  WSMA  to  make  public  service 
announcements  over  the  weekly  television  pro- 
gram entitled  “Great  Music  from  Chicago.” 

5.  After  review,  recommended  against  sending 
information  to  the  WSMA  membership  on  the 


advantages  of  U.  S.  Savings  Bonds,  Series  H. 

6.  Rejected  a request  from  the  AMA  for  a token 
check  to  the  American  Medical  Education  Foun- 
dation for  presentation  at  the  AMA  Clinical 
Meeting  in  November,  1961.  It  was  the  con- 
census of  the  Committee  that  the  WSMA  Auxili- 
ary and  the  WSMA  Medical  Education  Founda- 
tion Committee  handled  quite  satisfactorily  the 
collection  of  money  for  the  AMEF. 

7.  Considered  a letter  from  the  Kiwanis  Spade 
Association  requesting  assistance  from  the 
WSMA  in  its  program,  and,  while  we  advised 
them  the  Association  considered  this  to  be  a 
worthwhile  project,  we  declined  to  participate 
because  we  do  not  have  available  funds  for  such 
a project. 

8.  Authorized  President  Humiston  to  express  to 
the  Governor  “our  sorrow  over  the  loss  of  Dr. 
McNamara  and  recommend  to  him  the  replace- 
ment on  the  State  Board  of  Health  of  another 
physician,  specifically  Marion  Kalez  of  Spokane, 
as  Dr.  McNamara’s  successor.” 

9.  Tabled  for  further  consideration,  until  more 
complete  information  is  available,  a definite 
recommendation  for  WSMA  representation  on 
the  new  30-man  Hill-Burton  Council  and  the 
new  12-man  Executive  Committee,  to  be  com- 
prised of  the  membership  of  the  new  Council. 

10.  Authorized  WSMA  President  (which  will  be 
Dr.  Rew)  to  attend  the  Second  National  Council 
on  Prepaid  Health  Insurance  sponsored  by  the 
AMA  in  Chicago,  October  14  and  15,  1961. 

11.  As  information.  Dr.  Humiston  reported  that  he 
and  the  Executive  Secretary  had  met  with  Drs. 
Fairbanks  and  Hughes  of  Moses  Lake  to  discuss 
the  pending  suit  against  the  Moses  Lake  District 
Hospital  by  an  osteopath  seeking  staff  privileges, 
and  that  they  were  informed  that  all  monies 
raised  by  the  hospital  commissioners  and  the  local 
physicians  to  combat  this  suit  had  been  expended 
in  attorney  fees.  Therefore,  Drs.  Hughes  and 
Fairbanks  were  seeking  assistance  and  recom- 
mendations on  future  procedures. 

The  Executive  Secretary  was  instructed  to  dis- 
cuss this  problem  with  WSMA  Legal  Counsel 
and  Mr.  John  Bigelow,  Executive  Secretary  of 
the  Hospital  Association;  and.  Dr.  Tucker  was 
authorized  to  discuss  the  problem  with  Dr.  Jared 
and  Legal  Counsel.  After  further  study,  a reply 
will  be  formulated. 

12.  Recommended  that  the  Executive  Secretary 
reply  to  a letter  from  the  National  Foundation 
that  the  WSMA  Executive  Committee  is  not  in 
agreement  with  the  view  put  forth  in  their  letter 
to  the  effect  that,  “plans  are  being  made  by  the 
Foundation  to  eliminate  payments  to  physicians 
for  their  professional  services  in  the  care  of  pa- 
tients with  acute  or  residual  paralytic  poliomye- 
litis.” 

13.  Authorized  Dr.  Humiston  to  arrange  a meeting 
to  include  himself,  WSMA  Legal  Counsel,  phy- 
sician representatives  from  Grant  County  Medical 
Society,  and  the  attorney  retained  by  the  Moses 
Lake  Public  Hospital  District  with  regard  to  the 
suit  filed  by  a Moses  Lake  osteopath  against  the 
local  Public  Hospital  District. 

14.  Approved  a request  from  Homer  W.  Humiston 
that  this  Committee  recommend  to  the  Board  of 
Trustees  that  a state-wide  political  education  and 
action  committee  be  sponsored  by  the  WSMA  as 
a separate  organization;  and  (1)  That  this  Com- 
mittee would  cooperate  fully  with  the  newly 
created  AMPAC  (American  Medical  Political 
Action  Committee);  (2)  That  this  Committee 
would  cooperate  fully  with  any  similarly  consti- 
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tuted  political  education  and  action  committee 
which  may  be  sponsored  by  a constituent  county 
medical  society;  and  (3)  That  such  state  com- 
mittee would  consist  of  seven  members  appointed 
by  the  Board  of  Trustees,  and  would  be  pat- 
terned after  the  above  mentioned  AMPAC. 

15.  Re-appointed  the  present  members  to  the  Com- 
mittee on  Revision  of  Constitution  and  By-Laws— 
V.  W.  Spickard,  A.  O.  Adams,  and  Jess  W.  Read. 

16.  Submitted  the  following  names  to  the  Depart- 
ment of  Public  Assistance,  Service  for  the  Blind 
at  a request  for  recommendation  of  five  physi- 
cians from  Western  Washington  for  appointment 
of  two  (2)  to  the  Medical  Eye  Advisory  Commit- 
tee: (The  appointees  will  replace  Drs.  Lyda 
and  Pratum  whose  terms  expire  December  31, 
1961)  Edgar  Swartz,  Seattle;  Russell  Horsfield, 
Seattle;  Edgar  Thacker,  Everett;  George  Drum- 
heller,  Everett;  and  Haskell  Meier,  Tacoma. 

17.  Declined  a request  for  WSMA  representation 
to  the  Washington  State  Youthpower  Committee 
Meeting  in  Seattle,  September  21,  1961. 

18.  Referred  to  Legal  Counsel  a request  from 
Earl  L.  Barrett  for  information  re  “doctor-incorp- 
oration” for  income  tax  reduction  purposes,  in  the 
State  of  Washington. 

19.  Authorized  the  inclusion  of  a pamphlet,  “What 
is  an  Ophthalmologist?”  submitted  by  the  WSMA 
Eye  Section,  in  mailings  to  the  Association  mem- 
bership by  the  Central  Office  when  convenient. 

20.  Recommended  to  the  State  Department  of 
Licenses  Nursing  Planning  Council  the  appoint- 
ment of  Emmett  L.  Calhoun  of  Aberdeen  to  re- 
place Edward  B.  Speir,  (Resigned). 

21.  Referred  back  to  the  EENT  Section  of  WSMA 
its  proposed  “Code  of  Ethics  for  Dispensing  Op- 
ticians in  the  State  of  Washington”  with  the 
statement  that,  “This  Association  can  not  set 
up  a Code  of  Ethics  for  a group  outside  the  As- 
sociation.” 

22.  Recommended  to  the  Board  of  Trustees  ap- 
proval of  a Retirement  Program  proposed  by  the 
Aetna  Life  Insurance  Company  for  certain  em- 
ployees of  WSMA. 

GRADUATE  MEDICAL  EDUCATION: 

The  Report  of  the  Graduate  Medical  Education 

Committee  BE  ADOPTED  AS  AMENDED. 

The  Report  is  amended  by  adding  a paragraph 

(4)  • 

1.  The  purpose  of  this  Committee  is  to:  Act  in 
conjunction  with  the  Board  of  Trustees,  to  pro- 
vide post-graduate  courses  and  other  instruction 
for  the  component  societies  and  the  members  of 
the  Association;  shall  cooperate  with  the  AMA 
Council  on  Medical  Education  and  Hospitals. 
All  questions  pertaining  to  graduate  medical  ed- 
ucation shall  be  referred  to  this  Committee  for 
consideration  and  action. 

2.  The  Committee  on  Graduate  Medical  Educa- 
tion had  been  determined  to  be  an  inactive  com- 
mittee unless  business  is  forwarded  to  it  by  the 
Executive  Committee,  or  other  recommendations 
are  made. 

3.  The  Medical  School,  Teaching  and  Research 
Hospital  Committee  suggested  to  Dean  Aagaard, 
“that  steps  be  taken  to  further  cooperate  with 
our  Committee”  in  announcing  the  Medical 
School’s  post-graduate  courses,  “and  to  inform 
this  Committee  of  who  among  the  profession  is 
to  participate.” 

An  attempt  was  made  to  meet  with  Medical 
School  officials  on  this  subject,  but  to  date,  no 
such  meeting  has  been  scheduled. 

4.  That  a member  of  the  Graduate  Medical  Ed- 


ucation Committee  of  the  WSMA  attend  the 
meetings  of  the  Medical  School  Committee  on 
Postgraduate  Medical  Education. 

GRIEVANCE: 

The  Report  of  the  Grievance  Committee  BE 
ADOPTED  AS  AMENDED. 

The  Report  is  amended  in  Item  8,  paragraph  D, 
which  now  reads:  “That  County  Societies  be  urged 
to  give  publicity  to  the  existence  and  availability 
of  these  committees  in  order  to  resolve  and  adjudi- 
cate misunderstandings  and  dissatisfactions  at  an 
early  age.” 

1.  The  purpose  of  this  committee  is:  To  investi- 
gate and  supervise  the  ethical  deportment  of  the 
members  of  the  Association,  and  to  make  periodic 
recommendations  for  the  improvement  of  pro- 
fessional conduct,  and  the  committee  shall  pre- 
fer charges  before  the  appropriate  body  against 
any  physician  deemed  by  the  committee  to  be 
guilty  of  unprofessional  conduct. 

2.  A recommendation  was  received  from  the  com- 
mittee of  1959-1960  that  at  least  one  meeting  of 
the  entire  committee  be  held  during  the  year  to 
formulate  policies  and  to  establish  responsibilities 
and  relationships  of  the  State  and  County  Medi- 
cal Society  Grievance  Committees. 

3.  One  meeting  of  the  committee  was  devoted  to 
a consideration  of  the  above  recommendation, 
with  the  following  conclusions  and  recommenda- 
tions: 

A.  That  the  Washington  State  Medical  Asso- 
ciation Grievance  Committee  remain  as  an  ap- 
pellate body,  and  that  efforts  be  made  to  resolve 
complaints  and  disagreements  first  at  the  county' 
level. 

B.  That  each  of  the  county  medical  societies 
be  requested  to  submit  its  plan  of  grievance 
committee  organization  and  procedure  in  an  at- 
tempt to  standardize  the  suggested  organization 
and  functions  of  the  county  committees. 

C.  That  each  county  grievance  committee 
furnish  a tabulation  of  disagreements  and  com- 
plaints processed  by  their  committee  during  the 
past  two  years. 

D.  That  the  American  Medical  Association 
brochure  “Guides  for  Medical  Society  Grievance 
Committees”  be  accepted  as  a basic  guide  for 
the  organization  and  operation  of  the  grievance 
committees. 

E.  That  reasonable  publicity  regarding  the 
existence  and  functions  of  the  Grievance  Com- 
mittees be  furnished  to  the  public. 

F.  That  the  State  Grievance  Committee  or 
any  of  its  members  be  available  for  consultation 
regarding  procedural  or  policy  matters. 

G.  That  grievance  committees  do  not  accept 
any  complaint  or  grievance  for  mediation  that  has 
been  filed  for  legal  or  court  action. 

4.  Letters  embodying  these  recommendations 
and  requests  for  information  were  sent  to  all 
county  medical  societies.  Twenty-one  societies 


reported  as  follows: 

Active  grievance  committees 17 

Committees  of  the  Whole 2 

No  grievance  committees 2 


They  reported  a total  of  126  grievances  filed, 
103  of  them  by  patients;  of  the  latter,  67  were  on 
basis  of  fees,  and  24  alleged  mishandling  of 
cases. 

5.  It  is  intended  that  a similar  tabulation  be  re- 
quested annually. 

6.  A second  meeting  of  the  entire  committee  was 
held  to  consider  an  appeal  regarding  the  alleged 
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mishandling  and  neglect  of  a case  and  the 
opinion  of  the  county  grievance  committee  in  this 
case  was  upheld. 

7.  Members  of  the  Washington  State  Grievance 
Committee  acted  in  a consulting  capacity  in  local 
problems  by  personal  visits  and  discussions,  by 
telephone  and  by  correspondence  on  several 
occasions. 

8.  It  is  the  recommendation  of  the  committee 
that: 

A.  The  Washington  State  Medical  Associa- 
tion Grievance  Committee  remain  as  an  appeal 
body,  and  as  a consulting  and  advisory  body  to 
the  county  grievance  committees. 

B.  That  more  active  liaison  be  established 
between  this  committee,  the  Medical  Defense 
Committee,  the  Medical  Disciplinary  Board,  and 
the  Board  of  Medical  Examiners  to  more  ade- 
quately maintain  high  standards  of  professional 
ethics  and  conduct,  and  to  more  actively  imple- 
ment the  profession’s  expressed  purpose  of  “keep- 
ing our  own  house  clean.” 

C.  That  the  County  Grievance  Committees 
be  highly  commended  for  their  unselfish  and 
dedicated  efforts  to  maintain  high  standards  of 
professional  conduct  in  the  local  communities, 
and  that  they  be  encouraged  to  continue  and 
expand  their  consideration  of  all  alleged  infrac- 
tions of  medical  ethics  or  conduct  in  their  com- 
munities. 

D.  That  County  Societies  be  urged  to  give 
publicity  to  the  existence  and  availability  of  these 
committees  in  order  to  resolve  and  adjudicate 
misunderstandings  and  dissatisfactions  at  an  early 
stage. 

INDUSTRIAL  HEALTH: 

The  Report  of  the  Industrial  Health  Committee 
BE  FILED  WITH  COMMENDATION'. 

1.  The  purpose  of  the  Committee  is:  To  inform 
itself  concerning  the  actual  conditions  relating 
to  the  health  control  of  and  medical  care  rend- 
ered as  a result  of  industrial  accidents  to  em- 
ployed individuals,  and  shall  study  and  recom- 
mend desirable  criteria  in  the  field.  It  shall  es- 
tablish relations  with  other  agencies  having  a 
legitimate  interest  in  the  health  of  industrial 
workers,  and  shall  cooperate  with  the  Council 
on  Industrial  Health  of  the  AMA. 

2.  Recommendations  of  the  1959-1960  Commit- 
tee: 

A.  That  the  Committee  be  discontinued  as  a 
Standing  Committee  to  avoid  duplication  with 
the  Committee  on  Industrial  Insurance.  (This 
recommendation  was  rejected  by  the  1960  House 
of  Delegates). 

B.  The  most  persistent  recommendation  of 
the  previous  Committees  has  been  the  recom- 
mendation of  the  adoption  of  “The  Scope,  Ob- 
jectives and  Functions  of  Occupational  Health 
Programs”  of  the  Council  of  Occupational  Health 
of  the  AMA  by  the  Washington  State  Medical 
Association.  A review  of  Committee  reports  of 
the  previous  six  years  was  undertaken,  and  this 
had  apparently  met  resistance  to  adoption. 

The  present  Committee  felt  that  it  would  be 
advisable,  as  a clarification  of  principles  and 
methods  of  occupational  health  control,  if  the 
booklet  were  adopted  by  the  WSMA  and  so 
recommended  to  the  Executive  Committee  and 
the  Board  of  Trustees.  At  the  May,  1961  meet- 
ing of  the  Board  of  Trustees,  the  booklet,  “The 
Scope,  Objectives  and  Functions  of  Occupational 
Health  Programs”  was  reviewed  and  approved 


for  adoption.  The  booklet  had  also  been  approved 
by  the  Board  of  Trustees  of  the  AMA,  and  adopt- 
ed by  the  House  of  Delegates  of  the  AMA. 

3.  Report  on  Activities : 

A.  Organizational  Activities : 

(1)  Your  Committee  felt  that  a continuity 
of  purpose  so  that  a greater  accomplishment 
might  be  anticipated  through  Committee  activi- 
ties, could  be  gained  by  a minor  revision  of  the 
By-Laws  in  that  the  Committee  should  consist  of 
six  members  to  be  appointed  upon  a rotating 
basis. 

(2)  In  view  of  the  present  trend  of  termi- 
nology, it  is  recommended  that  the  Committe’s 
name  might  more  appropriately  be  changed  to 
the  “Committee  on  Occupational  Health.” 

(3)  The  Committee  felt  that  the  present 
“purpose”  of  the  Committee  as  outlined  in  the 
By-Laws  is  subject  to  a certain  amount  of  mis- 
understanding and  difference  of  interpretation. 
Therefore,  the  Committee  hopes  an  amendment 
of  the  By-Laws  proposing  the  purpose  and  func- 
tions of  the  Committee  be  defined  as:  “The  Com- 
mittee shall  promote  high  professional  and  ad- 
ministrative standards  of  occupational  health  in 
the  State  of  Washington;  It  shall  cooperate  with 
the  Council  of  Occupational  Health  of  the  AMA” 
will  be  adopted. 

A corrective  amendment  incorporating  the 
above  recommendations  is  being  submitted  to 
the  House  of  Delegates. 

B.  Present  Investigations: 

(1)  In  carrying  out  the  Committee’s  “pur- 
pose” as  outlined,  and  informing  itself  as  to  pres- 
ent standards,  the  Committee  met  with  Lloyd  M. 
Farner,  State  Department  of  Health;  S.  P.  Leh- 
man, Seattle  King  County  Health  Department; 
and,  Donald  R.  Peterson,  King  County7  Health 
Department.  Several  hours  of  discussion  were  car- 
ried out  with  these  gentlemen  in  an  endeavor 
to  determine  their  opinions  of  the  activities  of 
their  Departments  upon  the  occupational  health 
of  the  State  of  Washington,  and  future  plans  of 
their  Departments  in  this  regard.  If  finances  are 
available,  they  apparently  contemplate  an  in- 
vestigation and  general  survey  with  regard  to  oc- 
cupational health  in  the  King  County  District. 

(2)  A Meeting  was  called  with  representa- 
tives of  organized  Labor  to  determine  their  feel- 
ings as  to  occupational  health  conditions  and 
controls  in  the  State  of  Washington.  Unfortun- 
ately, due  to  administrative  difficulties,  they 
were  unable  to  be  present.  It  is  hoped  that  a fu- 
ture meeting  can  be  arranged  with  them. 

C.  Recommendation  for  Future  Activities: 

( 1 ) A survey  of  health  conditions  of  small 
industries. 

(2)  Education  of  the  general  physician  in 
regard  to  occupational  health  for  the  smaller  in- 
dustries. 

(3)  In  regard  to  the  process  of  “informing,” 
it  had  been  hoped  by  the  present  Committee  that 
it  might  subsequently  meet  with  the  representa- 
tives of  the  Environmental  Health  Laboratory  of 
the  University  of  Washington;  representatives  of 
the  Association  of  Washington  Industries;  as  well 
as  the  Department  of  Safety’  of  the  Department 
of  Labor  and  Industries.  In  such  a manner,  a 
more  complete  compendium  of  information  con- 
cerning the  conditions  regulating  the  occupa- 
tional health  of  the  State  of  Washington  might  be 
garnered. 

It  was  the  concensus  of  the  Committee  that 
through  such  meetings,  and  possibly  the  subse- 
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quent  consolidation  of  several  of  these  various 
Groups  into  a larger,  united  meeting,  general 
promotion  of  occupational  health  in  the  State  of 
Washington  could  be  advanced. 

4.  It  is  to  be  noted  that  at  all  Meetings  all  mem- 
bers were  present  (except  one  member’s  ab- 
sence from  a meeting,  due  to  health),  indicat- 
ing the  full  cooperation  obtained  from  all  mem- 
bers of  the  Committee. 

INDUSTRIAL  INSURANCE: 

The  Report  of  the  Industrial  Insurance  Committee 
BE  ADOPTED  AS  AMENDED. 

The  Report  is  amended  in  Item  2,  paragraph  A, 
which  now  reads:  A.  Contacted  some  Specialty 
Groups  with  regard  to  proposed  changes  in  the  fee 
schedule,  or  rules  and  regulations,  which  they  might 
wish  the  Committee,  and  subsequently,  the  Depart- 
ment of  Labor  and  Industries,  to  consider. 

1.  The  purpose  of  this  Committee  is:  To  repre- 
sent the  Association  in  dealing  with  the  State 
Department  of  Labor  and  Industries.  All  nego- 
tiations for  changes  in  the  rules  and  fee  schedule 
are  designated  as  a function  of  this  Committee 
alone. 

2.  Your  Committe  undertook  the  following  pro- 
jects during  the  year: 

A.  Contacted  some  Specialty  Groups  with 
regard  to  proposed  changes  in  the  fee  schedule, 
or  rules  and  regulations,  which  they  might  wish 
the  Committee,  and  subsequently,  the  Depart- 
ment of  Labor  and  Industries,  to  consider. 

B.  Gave  consideration  to  drafting  a definition 
to  clarify,  “Consultations”  along  with  appropriate 
fees. 

3.  To  accomplish  this,  your  Committee  held  four 
meetings  during  the  year.  Two  of  these  meetings 
were  held  with  representatives  of  the  various 
Specialty  Groups,  i.e.,  radiologists,  neurologists, 
orthopedic  surgery,  EENT  and  Ophthalmolo- 
gists; and  one  meeting  was  held  jointly  with  rep- 
resentatives of  the  Department  of  Labor  and 
Industries,  here  in  Seattle. 

4.  The  suggestions  and  recommendations  receiv- 
ed from  each  of  these  Groups  with  regard  to 
more  equitable  adjustments  in  the  present  fee 
schedule,  along  with  problems  referred  to  the 
Committee,  were  assimilated  and  presented  to 
the  Department  at  the  joint  meeting,  and  as  a 
result,  new  fees  were  established  and  certain  re- 
visions or  clarification  of  the  rules  governing 
the  care  of  the  injured  workman  were  agreed 
upon. 

5.  Your  Committee  discussed  with  representatives 
of  the  Department  of  Labor  and  Industries,  the 
problem  of  revising  the  format  of  the  present 
Industrial  Fee  Schedule  in  a manner  acceptable 
to  both  doctors  and  hospitals,  and  eventually  in- 
creasing over-all  fees  to  a more  equitable  figure. 

It  is  the  intention  of  the  Department  to  em- 
ploy a well-qualified  full-time  consultant  to  work 
out  a “model  fee  schedule”  and  in  this  regard, 
your  Committee  proposed  using  as  its  basis  a 
“relative  value”  fee  schedule  which  is  considered 
the  most  equitable  means  of  determining  a basic 
fee.  This  would  put  all  procedures  on  a unit  basis 
with  a “dollar  per  unit”  value  in  keeping  with 
the  “cost  of  living  factor.” 

The  subject  of  a relative  value  fee  schedule 
was  tabled  for  further  study  and  the  entire  prob- 
lem will  be  a future  project  for  the  Committee  in 
conjunction  with  the  Department  of  Labor  and 
Industries. 

6.  Your  Committee  resolved  the  problem  of  “Con- 


sultations’ (one  of  the  projects  for  the  year), 
by  dividing  the  format  into  two  separate  cate- 
gories, and  compromising  on  an  appropriate  fee 
for  each  classification  acceptable  to  the  Depart- 
ment of  Labor  and  Industries. 

7.  Your  Committee  and  representatives  of  the 
Department  of  Labor  and  Industries  again  dis- 
cussed various  means  of  consolidating  or  elimi- 
nating a portion  of  the  unnecessary  correspond- 
ence and  paper  work,  and  it  is  the  opinion  of 
this  Committee  that  through  the  continued  co- 
operation of  the  Department  much  of  this  “red 
tape”  can  be  eliminated  or  simplified.  As  an  ex- 
ample, the  Department  is  now  working  on  a 
printed  or  stenciled  form  to  incorporate  the 
present  progress  report,  the  request  for  treatment 
form,  and  thereby  facilitate  time-loss  claims.  This 
form  will  soon  be  instituted  on  a trial  basis. 

8.  Your  Committee  recommends: 

A.  Continued  review  and  improvement  of 
the  Industrial  Fee  Schedule  through  discussion 
and  recommendations  of  the  various  Specialty 
Groups  meeting  with  the  Committee  on  occasion. 

B.  Continued  study  of  the  Relative  Value 
Fee  Schedule  and  its  application  to  the  present 
Industrial  Fee  Schedule,  as  a unit  basis;  along 
with  any  recommendations  we  may  be  able  to 
give  to  the  Department  of  Labor  and  Industries 
in  its  project  of  revising  the  format  of  the  Fee 
Schedule. 

MEDICAL  DEFENSE  FUND: 

The  Report  of  the  Medical  Defense  Fund  Com- 
mittee BE  ADOPTED  AS  AMENDED. 

The  Report  is  amended  by  adding  a paragraph 

The  Medical  Defense  Committee  of  the  Washing- 
ton State  Medical  Association  submits  for  your  con- 
sideration its  annual  report  for  the  year  1960-61. 

1.  The  purpose  of  the  Committee  is:  To  investi- 
gate all  reported  claims  against  members  of  the 
Association  for  compensation  for  injuries  alleged 
to  have  resulted  from  malpractice.  To  determine, 
as  nearly  as  may  be  practicable,  the  circum- 
stances leading  up  to  the  making  of  the  claim 
itself  and  the  grounds  on  which  the  claim  is 
based.  If  the  Committee  believes  the  claim  un- 
just, it  shall  cooperate,  so  far  as  it  can  lawfully 
do  so,  with  the  member  against  whom  the  claim 
has  been  made  and  with  his  counsel.  If  the  Com- 
mittee believes  that  a claim  is  a just  claim,  it 
shall  cooperate  with  the  member  against  whom 
the  claim  is  made  and  his  counsel,  so  far  as  it 
can  lawfully  do  so,  in  effecting  an  equitable 
settlement. 

In  addition,  the  Committee  continues  to  keep  a 
close  eye  on  the  professional  liability  insurance 
field  together  with  premiums  and  costs,  and  has 
been  carrying  on  a program  of  prevention  in  the 
various  county  medical  societies. 

2.  Our  arrangement  on  premium  credit  by  virtue 
of  defense  Fund  Membership  with  Aetna  Casu- 
alty and  Surety  Company  has  been  working  out 
very  satisfactorily.  Some  members  prefer  to  reject 
the  discount  and  thus  obviate  the  rider  which  re- 
quires the  Defense  Fund  to  pay  half  of  the 
litigation  costs.  This  is  quite  permissable  for  those 
who  wish  to  do  so. 

The  same  arrangements  with  The  Travelers 
Insurance  Company  indicates  that  there  are  very 
few  physicians  carrying  insurance  with  this  com- 
pany who  are  members  of  the  Defense  Fund.  We 
have  had  no  word  whatsoever  from  New  Am- 
sterdam and  may  cancel  this  arrangement  if  we 
do  not  have  any  cooperation  from  them. 
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3.  There  has  been  a very  appreciable  increase  in 
the  number  of  malpractice  cases  filed  and  in  the 
last  nine  months  of  1960,  the  reserves  required 
by  the  insurance  company  were  more  than 
doubled  over  those  of  the  previous  year.  We  still 
have  several  potentially  large  suits  outstanding 
and  had  one  very  large  judgment  rendered 
against  the  doctor  very  recently.  Because  of  the 
increased  number  of  cases  and  the  judgments 
rendered,  we  have  been  threatened  with  a pre- 
mium rate  increase  in  the  very  near  future.  There 
has  been  no  rate  increase  on  professional  liability 
insurance  since  1954  and  one  certainly  may  be 
necessary,  but  your  Committee  is  looking  into 
this  carefully.  Our  loss  experience  is  running  bet- 
ter when  total  limits,  premiums  and  losses  are 
compared  than  when  the  basic  limit  premiums 
and  losses  are  compared,  which  indicates  that  at 
least  in  this  state  we  have  run  consistently  better 
than  other  parts  of  the  country  on  excessively 
large  settlements  or  verdicts. 

4.  Defense  Fund  sharing  costs  have  increased 
considerably  this  year,  as  anticipated,  with  the 
several  complicated  suits  to  defend,  but  even  so, 
we  do  not  anticipate  going  much  over  our  budget 
in  this  respect.  It  should  be  emphasized  that  the 
doctors  of  the  state  are  saving  approximately 
$40,000.00  a year  in  premiums  by  virtue  of  De- 
fense Fund  membership. 

5.  There  has  been  a lull  in  Committee  activity 
this  past  year  insofar  as  programs  of  education 
at  the  various  county  medical  society  levels,  but 
it  is  anticipated  that  this  activity  will  be  stepped 
up  in  the  coming  year. 

6.  The  Committee  has  been  active  the  year-round 
in  surveying  all  cases  filed  against  members,  re- 
viewing the  facts  of  each  case  and  acting  in  an 
advisory  capacity  with  the  defense  counsels.  This 
again  requires  a fairly  good  segment  of  the  time 
of  many  of  the  members. 

7.  Meetings  have  been  held  in  which  problems 
relative  to  other  insurance  companies  have  been 
discussed,  the  clause  on  alcoholism  in  the  Aetna’s 
professional  liability  policy  has  been  clarified, 
we  have  discussed  the  mail  order  insurance  soli- 
citation and  will  shortly  again  inform  the  doctors 
of  the  state  of  the  advantages  of  sticking  together 
with  one  of  several  well-tried  companies,  rather 
than  jumping  off  onto  group  mail  order  solicita- 
tion type  of  policy  with  very  nebulous  benefits. 

8.  Your  chairman  attended  the  Medical-Legal 
Symposium  in  San  Francisco.  We  have  had  con- 
ferences with  members  of  the  insurance  profes- 
sion, our  defense  counsel,  and  have  discussed 
means  of  keeping  doctors  out  of  unfortunate 
situations.  More  will  be  forthcoming  in  this  re- 
spect in  the  near  future.  We  have  likewise  dis- 
cussed the  feasibility  of  pretrial  plans,  Medical- 
Legal  Advisory  Committees  and  such,  and  have 
come  to  the  conclusion  that  our  existing  plan 
seems  most  feasible  at  the  present  time. 

9.  Appended  is  a list  of  the  malpractice  cases 
which  are  open  as  of  December  31,  1960,  as  well 
as  a list  of  those  which  were  closed  during  the 
calendar  year  of  I960.  Several  of  the  cases  listed 
as  open  in  this  report  have  subsequently  been 
closed,  subject  to  the  compilation  of  this  report. 

10.  It  is  urged  that  as  many  members  of  the  pro- 
fession as  possible  become  members  of  the  De- 
fense Fund  because,  by  sticking  together,  we 
can  be  more  effective  in  dealing  with  malprac- 
tice cases  and,  at  the  same  time,  we  can  be  more 
potent  in  our  attempts  to  keep  premium  rates 
at  a reasonable  level. 


11.  That  the  Medical  Defense  Committee  be  en- 
couraged to  maintain  active  liaison  with  the 
Chairman  of  the  Washington  State  Medical  Asso- 
ciation Grievance  Committee,  the  Medical  Dis- 
ciplinary Board,  and  the  State  Board  of  Medical 
Examiners. 

MEDICAL  DEFENSE  FUND  MEMBERSHIP 

1960  1961 


Mbrs 

M.D.F. 

M.D.F. 

Mbrs 

County  Society 

Prctg 

Mbrs 

Mbrs 

Prctg 

Benton-Franklin 

61 

44 

49 

65 

Chelan 

58 

55 

52 

60 

Clallam 

24 

20 

20 

24 

Clark 

69 

54 

53 

71 

Cowlitz-Wahkiakum 

46 

37 

35 

43 

Grant 

27 

22 

22 

24 

Grays  Harbor 

32 

29 

26 

34 

Jefferson 

5 

4 

5 

5 

King 

1,267 

1,045 

1,049 

1,286 

Kitsap 

68 

54 

45 

62 

Kittitas 

13 

12 

12 

13 

Klickitat-Skamania 

9 

8 

8 

9 

Lewis 

26 

20 

21 

27 

Lincoln 

8 

4 

3 

7 

Okanogan 

17 

9 

10 

19 

Pacific 

8 

5 

5 

8 

Pierce 

264 

171 

177 

269 

Skagit 

42 

25 

23 

42 

Snohomish 

109 

83 

81 

107 

Spokane 

329 

163 

185 

332 

Stevens 

12 

7 

6 

11 

Thurston-Mason 

57 

46 

45 

61 

Walla  Walla 

49 

36 

34 

46 

Whatcom 

74 

55 

55 

72 

Whitman 

29 

21 

19 

30 

Yakima 

111 

56 

89 

111 

2,814 

2,085 

2,129 

2,838 

MEDICAL  ECONOMICS: 

The  Report  of  the  Medical  Economics  Committee 
BE  FILED. 

The  Medical  Economics  Committee  of  the  Wash- 
ington State  Medical  Association  submits  for  your 
consideration  its  annual  report  for  the  year  1960-61. 

1.  The  purpose  of  this  Committee  is:  To  study 
and  investigate,  so  far  as  it  and  the  Board  of 
Trustees  may  deem  practicable  or  advisable,  such 
phases  of  general  economics  as  have  a bearing 
on  the  practices  of  medicine. 

2.  The  Medical  Economics  Committee  was  in 
receipt  of  a request  for  a state  fee  schedule.  This 
was  referred  to  the  Executive  Committee  for 
action. 

3.  No  assignments  were  received  from  the  Board 
of  Trustees  inasmuch  as  specific  problems  were 
deemed  more  appropriately  handled  by  other 
committees. 

MEDICAL  SCHOOL,  TEACHING  & RESEARCH  HOSPITAL: 

The  Report  of  the  Medical  School,  Teaching  & 
Research  Hospital  Committee  BE  FILED. 

1.  The  purpose  of  this  Committee  is:  To  provide 
permanent  liaison  between  the  Medical  School 
Administration  and  the  Washington  State  Medical 
Association;  to  maintain  the  principles  and  poli- 
cies, as  explained  in  the  two  resolutions  regarding 
the  Medical  School  Hospital,  adopted  dv  the 
1955  House  of  Delegates,  and  as  they  may  be 
modified  or  changed  by  the  House  of  Delegates 
in  the  future;  to  devise  procedures  and  methods 
necessary  for  the  implementation  of  these  poli- 
cies; and  to  develop  close  liaison  between  the 
Medical  School  and  to  make  recommendations  to 
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the  Washington  State  Medical  Association  as  to 
attitudes  and  help  to  the  school  in  its  relation 
with  the  State  Legislature. 

2.  The  Committee  held  two  meetings  during  the 
year,  the  first  in  November  before  the  session  of 
the  legislature,  and  the  second  in  May  of  this 
year. 

3.  The  major  problems  considered  by  the  Com- 
mittee group  themselves  into  the  following  head- 
ings: 

A.  Review  and  tentative  approval  by  the 
Committee  of  budgetary  increases  asked  for  dur- 
ing this  session  of  the  legislature,  with  accom- 
panying explanation  and  discussion  of  financial, 
personnel,  and  other  problems  confronting  the 
Medical  School. 

B.  Presentation  by  the  Medical  School  of  a 
major  deficiency  in  its  program;  namely,  the 
number  of  obstetrical  patients  delivered  in  the 
University  Hospital,  with  recommendation  by  the 
Medical  School  that  the  “referral  only”  policy  be 
dropped  in  this  matter. 

C.  General  discussion  of  Medical  School 
teaching  policy. 

4.  Major  consideration  of  the  Fall  1960  meeting 
was  a detailed  presentation  of  the  proposed  in- 
crease in  Medical  School  budget  for  the  coming 
biennium,  ably  presented  by  Dean  Aagaard,  Rob- 
ert Williams,  and  Mr.  Leroy  Rambeck,  the  Uni- 
versity Hospital  Administrator.  Only  the  increas- 
ed budget  was  under  discussion,  since  the  pre- 
vious budgets  had  been  prepared  by  the  Medical 
School,  reviewed  by  this  Committee,  and  passed 
as  altered  by  the  State  Legislature.  Your  Com- 
mittee recommended  approval  of  the  proposed 
Medical  School  budgetary  increases. 

5.  When  the  report  of  the  November  meeting  of 
this  Committee  was  reviewed  by  the  Executive 
Committee  and  the  Board  of  Trustees,  they  felt 
that  it  was  not  proper  for  this  Committee  to  state 
that  it  had  “approved  the  Medical  School  bud- 
get,” since  this  would  presuppose  a detailed 
study  of  the  previous  budgets  which  had  not  been 
done.  At  a subsequent  meeting  of  the  Board  of 
Trustees,  it  was  pointed  out  in  defense  of  the 
Committee  action  that  such  an  “approval”  has 
been  given  by  previous  Committees  with  the 
same  type  of  information  available,  that  it  would 
be  literally  impossible  for  any  Committee  to 
adequately  study  the  massively  detailed  Medical 
School  and  University  Hospital  budgets  without 
many  days  of  study,  and  without  considerable 
experience  of  this  sort  of  analysis,  and  that  a lack 
of  any  comment  at  all,  but  particularly  a re- 
jection of  the  Committee’s  approval  by  the  Trus- 
tees, could  actually  weaken  the  University’s  po- 
sition before  the  State  Legislature.  After  discus- 
sion, a statement  was  issued  by  the  Board  of 
Trustees  supporting  in  principle  the  University’s 
stand  (but  not  specifically  recommending  this 
particular  budget). 

6.  Considerable  discussion  was  had  at  the  second 
Committee  meeting  as  to  whether  this  Committee 
should  attempt  to  “approve”  a basic  budget,  or 
merely  budgetary  increases,  or  both,  or  whether 
it  should  not  concern  itself  with  the  budget.  Uni- 
versity representatives  felt  that  the  effort  of  such 
detailed  budget  presentation  would  be  worth- 
while if  the  Committee  and  the  Board  of  Trustees 
could  take  some  definite  stand,  but  that  this 
time  and  expense  would  be  wasted  if  no  action 
were  taken.  Our  Executive  Secretary,  Mr.  Ralph 
Neill,  stated  that  it  was  a great  advantage  to  be 
able  to  tell  interested  legislators  that  proposed 


budgetary  increases  had  been  reviewed  and 
“approved”  by  the  Washington  State  Medical  As- 
sociation, even  if  the  approval  were  understood 
to  mean  a very  general  review. 

7.  Your  Committee,  therefore,  feels  that  to  prop- 
erly fulfill  its  function,  it  should  review  to  the 
best  of  its  ability  a summary  of  the  proposed 
budgetary  increases  and  reasons  therefore,  and 
that  such  approval,  given  by  the  Committee, 
and  as  approved  or  altered  by  the  Board  of 
Trustees,  be  available  during  the  sessions  of  the 
legislature  for  support  of  the  University  position. 

8.  To  assist  the  Committee  and  the  Board  of 
Trustees  to  properly  consider  the  University  po- 
sition, it  was  recommended,  and  the  University 
representatives  agreed,  to  supply  Committee 
members,  and  all  members  of  the  Board  of  Trus- 
tees with  an  appropriate  summary  of  the  Uni- 
versity budgetary  requests  well  in  advance  to 
such  consideration  by  the  Committee  and  the 
Trustees. 

9.  Dean  Aagaard,  Dr.  Williams  and  Mr.  Rambeck 
presented  a serious  academic  and  economic  prob- 
lem in  regard  to  the  obstetrical  department.  This 
department  has  a great  difficulty  in  obtaining 
adequate  numbers  of  patients,  at  present  averag- 
ing about  25  deliveries  per  month,  whereas  a 
minimum  of  100  deliveries  per  month  is  required 
to  satisfy  teaching  requirements  and  make  the 
Department  an  economically  sound  unit  of  the 
University  Hospital.  The  University  has  been  ad- 
herring  to  the  “referral  only”  policy  in  regard  to 
obstetrics,  but  has  been  having  numerous  con- 
ferences with  Committees  of  the  King  County 
Medical  Society,  as  well  as  the  Committee  of 
affected  specialty  groups  within  King  County, 
with  varying  and  no  continued  favorable  action 
being  recommended  by  any  of  these  Committees 
to  date. 

Various  solutions  proposed  by  members  of  the 
profession  have  all  proved  unsatisfactory.  For  in- 
stance, the  majority  of  unwed  mothers  continue 
to  be  delivered  by  arrangements  with  private 
hospitals  who  desire  these  patients  for  their  own 
training  programs.  The  number  of  deliveries  re- 
jected by  King  County  Hospital  is  so  small  as 
to  be  insignificant,  and  suggestions  that  privately 
practicing  obstetricians  bring  their  patients  to 
the  University'  Hospital  have  been  explored,  but 
have  in  general  been  rejected  as  impractical  by 
the  men  who  would  be  involved. 

University  representatives  also  stated  that  no 
other  University  Hospital  in  the  country,  to  their 
knowledge,  demands  a “referral  policy”  for  ob- 
stetrics. The  University,  therefore,  urgently  de- 
sires to  abandon  the  referral  policy  in  this  area 
only  with  respect  to  University  of  Washington 
students,  and  offer  them  obstetrical  care  at  the 
University  Hospital  without  the  necessity  of  be- 
ing referred  by  a privately  practicing  physician. 
After  considerable  discussion,  it  was  agreed  that 
this  is  indeed  a serious  problem  without  other 
apparent  solution. 

Therefore,  this  Committee  recommends  that 
re-consideration  be  given  by  the  House  of  Dele- 
gates to  the  removal  of  the  referral  policy  on 
obstetrical  patients  only. 

10.  Your  Committee  also  recommended  to  the  Uni- 
versity representatives  that  a resolution  embody- 
ing their  needs  in  reference  to  the  obstetrical 
policy  be  submitted  to  the  House  of  Delegates  at 
the  coming  annual  session. 

11.  Your  Committee  feels  that  matters  of  major 
policy  change  should  always  be  brought  up 
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through  the  county  society  level  to  the  appropri- 
ate state  committee  for  approval  by  the  Board  of 
Trustees,  and  the  House  of  Delegates. 

12.  Since  many  of  the  University  problems  are 
largely  concerned  with  members  of  King  County 
Medical  Society,  your  Committee  recommends  to 
the  WSMA  President  that  he  include  as  an  ex- 
officio  member  of  this  Committee,  the  chairman 
of  the  King  County  Medical  Society’s  University 
Hospital  Committee,  and  that  this  appointment 
be  changed  as  the  King  County  named  office- 
holder changes  rather  than  at  the  usual  time  of 
WSMA  appointments  so  that  close  coordination 
may  be  had  between  the  county  and  state  com- 
mittees. 

13.  Your  Committee  feels  that  it  may  be  occas- 
sionally  important  to  hold  joint  meetings  of  the 
state  and  county  committees  in  reviewing  prob- 
lems chiefly  affecting  the  practice  of  medicine 
within  King  County. 

14.  General  discussion  was  had  of  “philosophic 
concepts’’  regarding  present-day  trends  of  medical 
education,  use  of,  and  availability'  or  non-avail- 
ability  of  volunteer  faculty  in  various  fields,  con- 
flict of  interest  on  occasion  between  University 
and  Teaching  Hospital  programs  in  private  hos- 
pitals, etc.  While  no  final  answers  were  or  could 
be  reached,  your  Committee  feels  that  discus- 
sions of  this  sort  are  very  valuable  and  make  for 
much  better  understanding  and  cooperation  be- 
tween the  Medical  School  and  physicians  in  pri- 
vate practice. 

MENTAL  HEALTH: 

The  Report  of  the  Mental  Health  Committee  BE 

FILED. 

1.  The  purpose  of  this  Committee  is:  To  study 
problems  in  connection  with  the  state  mental  in- 
stitutions and  all  matters  of  mental  health  pertin- 
ent to  the  practice  of  medicine. 

2.  Your  Committee  studied  the  legislative  pro- 
gram of  the  Department  of  Institutions  and  ap- 
proved all  but  two  minor  points  on  which  we 
took  a neutral  position. 

3.  The  Committee  encouraged  an  exchange  of 
views  and  information  between  the  Committee 
of  Psychiatrists  concerning  their  legislative  goals 
in  the  field  of  mental  health,  and  the  Washing- 
ton State  Medical  Association  to  achieve  as  near 
as  possible  a united  front.  The  Committee  further 
proposed  that  the  Committee  of  Psychiatrists 
consider  becoming  a Section  on  Psychiatry  and 
thus  operating  from  within  the  Washington  State 
Medical  Association.  From  time  to  time,  the 
Committee  was  consulted  concerning  proposed 
mental  health  legislation  while  legislature  was 
in  session. 

4.  The  Chairman  was  unable  to  attend  the  Sixth 
Annual  Meeting  of  Mental  Health  representa- 
tives of  the  State  Medical  Associations,  under  the 
auspices  of  the  AMA,  in  Chicago,  January,  1961. 
Mark  R.  Stuen,  our  Project  Director,  attended  in 
his  place.  At  this  meeting,  the  AMA  assumed  re- 
sponsilibity  of  leadership  in  the  field  of  mental 
health  and  announced  the  first  AMA  Confer- 
ence on  Mental  Health,  and  set  up  a Planning 
Committee,  date,  place,  and  program  to  be  an- 
nounced. 

5.  It  is  the  Committee’s  opinion  that  the  most 
important  problem  in  our  area,  and  in  the  area 
of  the  Medical  profession,  is  bridging  the  gap 
between  psychiatry  and  the  rest  of  medicine  be- 
cause the  doctor-patient  relationship  is  as  im- 
portant in  the  therapy  as  our  scientific  techniques 
and  the  expectation  of  results  from  treatment. 


both  ours  and  the  patients’,  are  based  on  scien- 
tific knowledge  and  skill  which  does  not  ma- 
terially affect  the  emotional  component  of  illness. 
When  this  component  remains  untreated,  the 
patient  is  disappointed  and  the  Doctor  is  fru- 
strated. Since  a significant  proportion  of  pa- 
tients with  physical  symptoms  (variously  esti- 
mated from  40%  to  80%)  have  underlying  etio- 
logical emotional  problems,  it  seems  to  us  that 
every  physician  will  need  to  develop  his  know- 
ledge and  skill  in  treating  emotional  problems 
in  order  for  medicine  to  continue  its  progress. 
Since  treatment  of  emotional  disorders  is  based 
on  the  establishment  and  use  of  an  inter-personal 
relationship,  and  since  psychiatry  is  largely  con- 
cerned with  the  skill  and  technique  of  the  ther- 
apeutic use  of  this  relationship,  an  exchange  of 
information  between  psychiatry  and  the  rest  of 
medicine  would  be  mutually  beneficial. 

6.  Accordingly,  we  have  been  engaged  in  a pro- 
gram to  help  the  local  physicians  in  three  coun- 
ties develop  their  knowledge  and  skill  in  treating, 
( 1 ) the  discharged  mental  hospital  patient; 
and  (2)  the  patients  in  their  own  practice  whose 
illness  was  caused  by,  or  was  complicated  by, 
emotional  problems.  This  program  has  been  un- 
derwritten by  the  National  Institute  of  Mental 
Health  for  a three-year  period  which  will  end  on 
October  31,  1961.  In  some  ways  we  have  failed; 
in  some  ways  we  have  succeeded.  We  have  done 
much  research,  and  we  are  now  assembling  our 
data  and  writing  our  report— which  will  be  sub- 
mitted to  Northwest  Medicine  for  publication. 
We  have  four  psychiatrists  who  have  gained 
much  valuable  knowledge  and  skill  in  meeting 
with  non-psychiatric  physicians  in  the  clinical 
study  of  emotional  problems. 

7.  Y our  Committe  recommends : 

A.  That  the  Washington  State  Medical  Asso- 
ciation approve  extending  our  program  to  other 
counties  in  the  state  where  there  is  an  interested 
group  of  physicians. 

NEOPLASTIC: 

The  Report  of  the  Neoplastic  Committee  BE 

FILED. 

1.  The  purpose  of  this  Committee  is:  To  corre- 
late the  activities  of  the  various  agencies  dealing 
with  neoplastic  disease  with  those  of  the  Wash- 
ington State  Medical  Association. 

2.  No  particular  recommendations  were  made 
by  the  Committee  last  year. 

3.  At  its  first  Meeting  of  this  year,  your  Commit- 
tee reviewed  the  desirability  of  a central  tumor 
registry  for  the  State  of  Washington. 

4.  Your  Committee  investigated  the  benefits  to 
be  derived  from  a central  tumor  registry  and  a 
state-wide  cancer  coordinating  committee  by 
writing  letters  to  states  having  tumor  registeries 
throughout  the  country.  The  tumor  registries  in 
Connecticut  and  California  were  visited  person- 
ally by  the  Chairman  of  the  Committee.  All 
members  of  the  Committee  wrote  personal 
letters  to  many  M.D.’s  in  the  United  States 
to  investigate  the  desirability  and  feasibility  of 
a central  tumor  registry  or  state-wade  can- 
cer coordinating  committee.  The  Washington 
State  Health  Department  indicated  a willingness 
to  assist  in  the  establishment  of  a central  tumor 
registry  and  they  volunteered  to  instruct  person- 
nel in  the  participating  hospitals  on  the  use  of 
IBM  procedures  in  reporting,  and  said  they 
would  also  help  in  the  processing  and  storage  of 
the  records. 

6.  After  complete  review  and  study,  your  Com- 
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mittee,  with  the  cooperation  of  the  Washington 
State  Department  of  Health,  has  received  the 
approval  of  the  WSMA  Executive  Committee  to 
sponsor,  at  no  cost  to  the  Association,  a two-day 
Conference  to  study  the  desirability  and  feasibil- 
ity of  a Cancer  Coordinating  Committee  for  the 
State  of  Washington,  with  the  study  of  tumor 
registries  as  one  of  the  functions  of  the  Commit- 
tee. The  Conference  to  be  held  September  15-16, 
at  the  Hyatt  House  Hotel,  Seattle. 

7.  As  information,  a recommendation,  from  this 
Committee,  will  be  made  to  the  WSMA  Execu- 
tive Committee  and  Board  of  Trustees  at  their 
October  meetings,  as  to  whether  or  not  the  Wash- 
ington State  Medical  Association  should  sponsor 
a Cancer  Coordinating  Committee  for  the  State 
of  Washington. 

PROFESSIONAL  & HOSPITAL  RELATIONS. 

The  Report  of  the  Professional  & Hospital  Rela- 
tions Committee  BE  ADOPTED  AS  AMENDED. 
The  Report  is  amended  as  follows : 

A.  Item  3,  paragraph  A,  Section  (3)  to  read:  “The 
Committee  praised  the  work  of  pathologists,  radio- 
logists, and  anesthesiologists  who  have  succeeded 
in  obtaining  lease-rental  arrangements  with  hos- 
pitals in  King  County.  A motion  was  made  by 
Dr.  Gibb,  seconded  by  Dr.  Robertson,  and  car- 
ried that:  “The  Washington  State  Medical  Asso- 
ciation commend  certain  hospitals  in  King  County 
for  their  cooperation  with  physicians  in  the  estab- 
lishment of  lease-rental  arrangements  which  pro- 
vide for  the  private  rather  than  the  corporate 
practice  of  medicine  with  particular  regard  to  the 
specialities  of  radiology,  pathology,  and  anesthe- 
siology.” 

B.  Item  3,  paragraph  A,  Section  (4),  Lines  6 and  7: 
Delete  the  words,  “necessity”  and  “pushing,”  and 
inserting  in  lieu  thereof  the  words  “ advisability ” 
and  “ furthering ,”  respectively. 

C.  Item  3,  paragraph  B,  Section  (1),  to  read:  “The 
concensus  was  that  the  local  medical  service  bur- 
eaus should  receive  more  interest,  encouragement 
and  aid  from  the  medical  profession.  We  must 
give  full  attention  to  this  problem  before  the 
public  decides  it  will  call  in  the  Government  to 
take  over.  It  was  pointed  out  that  the  quality  of 
medical  care  could  be  favorably  influenced  by 
local  bureau  practice.” 

1.  The  purpose  of  this  Committee  is:  To  study 
problems  arising  from  institutional  practice,  in 
addition  to  other  common  professional  relation- 
ships. To  study  problems  presented  by  the  prac- 
tice of  medicine  in  hospitals. 

2.  This  Committee  met  on  April  28,  1961  in 
Seattle. 

3.  The  previous  year,  this  Committee  had  re- 
commended vigilant  observation  to  prevent  corp- 
orate practice  of  medicine  by  hospitals.  This  sub- 
ject was  reviewed,  and  this,  and  the  following 
subjects  were  considered: 

A.  Corporate  Practice  of  Medicine: 

(1)  A review  of  this  subject  over  a period  of 
years  was  given.  The  recent  action  of  the  Ore- 
gon State  Board  of  Medical  Examiners  reiter- 
ating its  previous  statement  that,  “any  physician 
who  received  a salary  from  a hospital  or  a per- 
centage of  the  fees  collected  was  illegally  aiding 
a corporation  to  practice  medicine  and  should 
desist,”  was  noted. 

(2)  A motion  directed  to  the  Executive  Com- 
mittee of  our  Society  calling  attention  to  this 
problem  was  made,  and  also  a motion  calling 
attention  to  the  action  of  the  Oregon  State  Board 
of  Medical  Examiners. 


(3)  The  Committee  praised  the  work  of  path- 
ologists, radiologists,  and  anesthesiologists  who 
have  succeeded  in  obtaining  lease-rental  arrange- 
ments with  hospitals  in  King  County.  A motion 
was  made  by  Dr.  Gibb,  seconded  by  Dr.  Robert- 
son, and  carried,  that:  “the  Washington  State 
Medical  Association  commend  certain  hospitals 
in  King  County  for  their  cooperation  with  physi- 
cians in  the  establishment  of  lease-rental  arrange- 
ments which  provide  for  the  private  rather  than 
the  corporate  practice  of  medicine  with  particular 
regard  to  the  specialties  of  radiology,  pathology 
and  anesthesiology.” 

(4)  A summary  discussion  of  the  corporate 
practice  of  medicine  by  hospitals  empha- 
sized the  importance  of  medical  staffs’  ob- 
taining maximum  control  of  hospital  medical 
management  functions  which  have  sometimes 
been  forfeited  due  to  physicians’  lack  of  atten- 
tion to  administrative  details.  It  was  the  consen- 
sus that  radiologists,  pathologists  and  anesthesi- 
ologists have  the  responsibility  to  inform  medical 
staffs  of  the  advisability  for  lease-rental  arrange- 
ments, and  to  suggest  the  ways  and  means  for 
furthering  such  arrangements. 

B.  Hospital  Professional  Insurance  Problems: 
(1)  The  consensus  was  that  the  local  Medical 
Service  Bureaus  should  receive  more  interest, 
encouragement  and  aid  from  the  Medical  Pro- 
fession. We  must  give  full  attention  to  this  prob- 
blem  before  the  public  decides  it  will  call  in  the 
government  to  take  over.  It  was  pointed  out  that 
the  quality  of  medical  care  could  be  favorably 
influenced  by  local  bureau  practice. 

A report  of  this  discussion  was  directed  to 
the  Executive  Committee  of  the  Washington 
State  Medical  Association. 

C.  Osteopathy  and  Hospitals: 

(1)  Mr.  Richard  Gorman,  Staff  Member,  dis- 
cussed this  problem,  and  stated  that  at  the  recent 
legislative  session  the  osteopaths  had  just  missed 
being  given  hospital  privileges  in  several  hospital 
districts  throughout  the  state.  The  majority  of 
this  Committee  believes  that  planning  should  go 
on  now  to  combat  a similar  attempt  to  hospital 
recognition  of  osteopaths  at  the  next  legislative 
session. 

D.  United  Laboratories: 

( 1 ) The  Committee  requested  the  Executive 
Committee  to  consider  looking  into  the  activities 
of  the  United  Laboratories  of  Portland,  Oregon 
with  reference  to  mail-order  pathology  services 
to  Washington  State  physicians. 

Does  this  constitute  substandard  and  perhaps 
dangerous  medical  practice;  and  is  United  en- 
gaged in  the  corporate  practice  of  medicine? 

PUBLICATION: 

The  Report  of  the  Publication  Committee  BE 
ADOPTED  AS  AMENDED. 

The  Report  is  amended  by  adding  a paragraph  to 
implement  Item  6,  which  recommends  “an  early 
meeting  between  the  Publication  Committee  and 
the  Board  of  Trustees  of  WSMA.” 

1.  The  purpose  of  this  Committee  is:  To  repre- 
sent the  Association  as  Trustees  for  the  North- 
west Medical  Publishing  Association. 

2.  The  annual  meeting  of  the  Trustees  of  North- 
west Medicine  was  held  in  Seattle,  January  28- 
29,  1961.  The  members  of  the  Committee  on 
Publications  of  the  Washington  State  Medical 
Society,  nominated  by  the  Board  of  Trustees  last 
year,  were  formally  elected  to  membership  on 
the  Board  of  Trustees  of  the  Northwest  Medical 
Publishing  Association. 
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3.  The  business  matters  of  the  Journal  were  re- 
viewed. Expenditures  of  the  previous  year  were 
approved.  The  budget  for  the  coming  year  was 
approved.  The  actions  of  the  Editor,  and  the 
Publishing  Association  were  discussed  with  the 
editorial  staff,  the  advertising  representative, 
and  the  legal  counsel. 

4.  The  finances  of  Northwest  Medicine  have  re- 
flected the  change  in  advertising  attitudes  in  the 
drug  industry  throughout  the  country.  There 
has  been  a general  decline  in  advertising  by  drug 
firms  in  the  ethical  journals.  This  is  due  to  the 
criticism  of  the  drug  industry  by  Congress  and 
the  increase  in  “throw-away  publications”  and 
direct  mail  advertising  to  physicians.  The  recent 
recession  has  influenced  this  also.  This  situation 
has  improved  in  the  last  quarter.  It  can  be 
noted  that  this  adversity  was  anticipated  in  last 
year’s  report  to  the  House  of  Delegates. 

5.  Herbert  Hartley  has  continued  to  function  as 
Editor  in  a most  satisfactory  manner.  He  has 
enjoyed  the  unanimous  approval  of  the  Board  of 
Trustees. 

6.  The  Committee  strongly  recommends  that  a 
closer  liaison  between  The  Washington  State 
Medical  Association  and  Northwest  Medicine 
be  maintained,  and  that  the  Publication  be 
utilized  more  for  direct  communication  between 
the  Association  and  its  membership.  This  was 
requested  by  the  Publication  Committee  in  Feb- 
ruary, 1961.  A suggested  meeting  of  the  Com- 
mittee, and  Officers  of  the  Association  did  not 
materialize.  It  is  suggested  that  this  Committee, 
the  Officers,  the  Central  offices  of  the  Associa- 
tion, and  the  Editor  find  a means  to  use  the  state 
section  of  Northwest  Medicine  for  a more  direct 
and  interesting  means  of  communication  of  in- 
formation to  the  membership. 

To  implement  paraghaph  6,  the  committee 
recommends  an  early  meeting  between  the  Pub- 
lications Committee  and  the  Board  of  Trustees 
of  the  Washington  State  Medical  Association. 

7.  The  Committee,  and  the  Editor,  feel  that  this 
Publication  is  the  responsibility  of  not  only  the 
Editor  and  the  Board  of  Trustees,  but  also  of  its 
subscribers.  This  is  reflected  not  only  in  the 
editorial  content  of  the  Journal,  but  the  expres- 
sion from  those  who  read  it.  The  Board  of  Trus- 
tees, and  the  Editor,  invite  suggestions  and  criti- 
cism from  the  membership.  In  the  past  year,  no 
member  of  the  Washington  State  Medical  Asso- 
ciation has  contacted  any  member  of  the  Com- 
mittee directly  with  suggestions  or  criticisms. 

PUBLIC  LAWS: 

The  Report  of  the  Public  Laws  Committee  BE 
ADOPTED  AS  AMENDED. 

The  Report  is  amended  in  Item  15,  paragraph  B, 
to  read:  “That  the  House  of  Delegates  go  on  rec- 
ord as  urging  all  sections  and  segments  of  the 
medical  profession  to  communicate  and  coordinate 
their  activities  through  the  State  Association  in 
these  fields  of  endeavor”. 

1.  The  purpose  of  this  Committee  is:  To  keep 
informed  with  respect  to  laws,  court  decision, 
court  proceedings,  administrative  rules,  and  pro- 
posed pending  legislation  relating  to  public 
health,  and  such  other  matters  as  relate  to  the 
objectives  of  the  Association. 

2.  Your  Public  Laws  Committee  met  twice,  prior 
to  the  Legislative  Session,  to  consider  available 
proposed  measures,  and  to  hear  reports  on  other 
bills  that  hed  the  possibility  of  introduction. 

3.  Opportunity  was  given  State  officials  and  Asso- 
ciation members  to  present  information  concern- 


ing possible  legislative  matters  and  considerable 
discussion  followed  these  presentations,  as  well 
as  written  material  provided. 

4.  Following  these  meetings,  certain  suggestions 
were  made  to  the  Executive  Committee,  which 
is  our  Legislative  Committee  during  the  Sessions 
of  the  Legislature.  Members  of  your  Public  Laws 
Committee  were  available  to  your  Legislative 
Representatives  and  your  Legislative  Committee 
throughout  the  Session,  and  were  consulted  fre- 
quently. 

5.  After  consideration  of  Legislative  proposals, 
the  Legislative  Committee  referred  as  many  of 
these  proposals  as  were  available  to  the  Board 
of  Trustees  for  further  consideration. 

6.  Action  in  several  cases  was  deferred  for  de- 
cision to  the  Legislative  Committee,  when  final 
drafts  of  bills  became  available. 

7.  These  activities  by  your  Committees  and 
staff  continued  almost  hourly  throughout  the  Reg- 
ular and  Special  Sessions  of  the  Legislature,  with 
considerable  success. 

8.  Whatever  success  was  achieved  must  also  be 
credited  to  our  physician-legislators,  A.  O.  Adams 
of  Spokane  and  James  L.  McFadden  of  Port 
Angeles,  as  well  as  State  Representative  Kathryn 
Epton  of  Spokane,  wife  of  John  Epton,  and  to 
many  Association  members  who  readily  respond- 
ed to  calls  for  help. 

9.  As  a result  of  increased  interest  in  political  and 
legislative  matters  by  the  Medical  Profession, 
legislators  were  more  familiar  with  our  problems, 
and  listened  with  a great  deal  more  attention  to 
our  pleas  for  consideration.  To  these  legislators, 
we  also  should  give  credit. 

10.  Many  of  our  members  were  called  upon  and 
did  appear  at  Legislative  Committee  hearings, 
and  a considerable  number  appeared  voluntarily. 
Others  responded  to  telephone  calls  and  Bulletins. 
For  this  help,  the  profession  should  be  deeply 
appreciative. 

11.  Immediately  following  the  Legislative  Sessions, 
our  President,  Homer  Humiston  of  Tacoma,  in- 
timately familiar  with  politics  and  legislative  pro- 
cedures, and  who  spent  many  hours  in  Olympia 
and  on  his  Tacoma  telephone,  watch-dogging  and 
advising  your  Headquarters  staff,  with  the  assist- 
ance of  the  Executive  Committee,  issued  a Spe- 
cial Bulletin  to  the  membership,  reviewing  the 
entire  legislative  activities  and  the  results  ob- 
tained. 

12.  It  is  not  your  Public  Laws  Committee’s  intent 
to  be  repetitious,  and  much  of  the  information 
contained  in  Dr.  Humiston’s  report  will  not  be 
repeated  in  this  summary. 

13.  However,  there  are  a few  items  worthy  of 
mention,  even  at  the  risk  of  a certain  amount  of 
repetition,  for  the  purpose  of  pointing  our  de- 
velopments: 

A.  Medical  Examiners  Act:  Creating  a Board 
of  five  members,  replacing  the  three-man  Com- 
mittee, and  assumption  by  the  new  Board  of 
prerogatives  formerly  held  by  the  State  Depart- 
ment of  Licenses.  This  is  considered  a forward 
step,  but  there  are  recent  interpretations  that  the 
new  Act  also  includes  reciprocity  with  the  Na- 
tional Board  of  Basic  Sciences.  This  matter  was 
looked  into  by  the  Central  Office  and  the  Basic 
Science  Committee,  and  we  have  received 
assurance  such  is  not  the  case.  Intent  of  the  law 
apparently  was  so  broad  the  chiropractors  felt 
application  would  affect  them  and  an  amendment 
was  attached,  exempting  them  from  the  Act. 

B.  The  So-Called  “Tissue  Bill”  sailed  through 
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the  Legislature  and  was  signed  by  the  Governor 
without  difficulty'.  This  law  will  be  a distinct 
advantage  to  the  public  and  the  medical  pro- 
fession. We  should  be  proud  of  this  accomplish- 
ment. 

C.  The  “Good  Samaritan  Bill”  passed  the 
House  but  was  buried  in  the  Senate  Judiciary 
Committee.  At  this  particular  time,  the  Asso- 
ciation was  involved  with  so  many  bills  that  it 
deemed  advisable  to  let  this  bill  die  and  to  con- 
centrate on  other  legislation,  in  view  of  the  fact 
great  eductation  values  had  been  created  with 
regard  to  this  bill,  and  that  there  is  an  excellent 
possibility  of  passage  of  a similar  measure  in  the 
1963  Session. 

D.  Nursing  Legislation  produced  a session- 
long  headache  for  everyone  involved  in  health 
care.  The  Practical  Nurses  sponsored  a measure 
to  permit  them  legally  to  administer  medications 
under  proper  supervision.  This  the  Registered 
Nurses  opposed,  but  they  had  certain  proposed 
legislation  of  their  own.  Finally',  a compromise 
was  reached,  resulting  in  the  passage  of  the 
Practical  Nurse  Bill,  and  a Registered  Nurse 
Bill  requiring  mandatory  licensing.  The  Practical 
Nurse  Bill  contains  a two-year  limitation,  and  con- 
ferences involving  all  concerned  have  been  held, 
with  the  idea  of  ironing  out  differences,  particu- 
larly with  regard  to  educational  programs  for  the 
Practical  Nurses  who  would  be  permitted  to 
render  medication  services.  We,  no  doubt,  will 
be  faced  with  further  legislation  in  this  field,  and 
our  hope  is,  something  satisfactory  will  be  worked 
out. 

E.  Osteopaths  were  defeated  in  their  several 
attempts  to  force  themselves  into  Public  Hospital 
Districts.  As  a result  of  Southern  California  de- 
velopments and  recent  AMA  actions,  this  prob- 
lem is  in  the  study-stage.  Dr.  Humiston  and 
other  members  have  had  informal  conversations 
with  officers  of  the  Osteopathic  Association,  out- 
come of  which  will  have  to  be  determined  in 
the  future.  Meantime,  there  seems  to  be  an  in- 
direct approach  by  osteopaths,  through  their 
officers,  to  use  the  Unfair  Trade  Practices  Act, 
passed  by  the  1961  legislature,  to  force  our 
Bureaus  to  accept  osteopathic  services  for  our 
subscribers.  This  seems  to  be  a far-fetched  app- 
lication of  this  statute,  but  careful  observation 
is  being  maintained  with  regard  to  future  de- 
velopments. 

Your  committee  believes  this  topic  should  be 
one  for  serious  consideration,  should  further  con- 
versations be  held  with  the  osteopaths. 

F.  The  general  run  of  cultist  bills  were  suc- 
cessfully resisted,  and  a resolution  to  the  Con- 
gress, incorporating  medical  care  under  the  Social 
Security  system,  was  tempered  to  the  extent  it 
was  refused  final  consideration. 

G.  For  years,  our  Association  has  urged  a 
corrective  measure  to  the  State’s  Coroners’  sys- 
tem. Several  bills  have  been  drafted  by  Associa- 
tion members  and  by  various  other  organizations 
and  individuals.  During  the  past  Legislative 
Session  four  such  measures  were  introduced,  re- 
sulting in  such  confusion  that  it  was  determined 
best  for  all  concerned  that  all  four  of  them  should 
be  defeated.  This  was  accomplished,  and  the 
Delegates  should  determine  further  procedures. 

H.  A bill  was  introduced  under  the  sponsor- 
ship of  the  State  Insurance  Department,  which 
among  other  provisions,  classified  the  services  of 
optometrists  as  within  the  health  care  field.  This 
bill  created  quite  a furor.  Aside  from  this  provi- 


sion the  proposed  measure  was  acceptable  to  the 
State  Association.  The  provision  in  question  ap- 
plied only  to  the  Act  itself,  and  was  inserted  by 
the  Insurance  Department  in  order  to  prohibit 
“fly-by-night  ’ operators  from  becoming  health 
service  contractors. 

After  thorough  study  of  the  bill  and  contact 
with  the  Insurance  Department,  it  was  deter- 
mined that  the  bill  in  its  entirety  should  be  sup- 
ported. Thereupon,  the  ophthalmologists  took 
an  opposite  position.  Regardless  of  the  division 
in  opinion  among  the  medical  profession,  the  bill 
was  passed  and  signed  by  the  Governor.  Opti- 
cians also  opposed  the  measure,  but  your  Legis- 
lative Committee  stood  firm  in  the  belief  the 
bill  was  necessary,  in  spite  of  the  objectional 
section. 

14.  Your  Public  Laws  Committee  respectfully 
points  out,  that  legislative  activities  are  becom- 
ing increasingly  difficult,  because  various  sec- 
tions of  the  medical  profession  are  divided  in 
their  opinions.  Thus,  we  are  becoming  less 
effective;  and  the  future  of  medicine,  politically 
and  legislatively  speaking  in  this  state  and  else- 
where, in  your  Committee’s  opinion,  is  more  dif- 
ficult to  predict. 

As  examples,  we  respectfully  should  like  to 
point  out  the  following  incidents  which  occurred 
during  the  past  State  Legislative  Session: 

A.  Various  Association-recognized  Sections 
disagreed  with  our  Public  Laws  and  Legislative 
Committees  with  regard  to  certain  pieces  of  leg- 
islation, to  the  extent  that  medical  lobbying  in 
Olympia,  confused  the  legislators.  This  occurred 
to  the  degree  that  legislators  could  not  determine 
who  was  representing  the  State  Medical  Asso- 
ciation, the  medical  profession  as  a whole,  or 
segments  thereof. 

In  one  case,  for  example,  a certain  Section  of 
the  State  Association,  hired  a lobbyist  to  support 
certain  bills  to  which  our  Association  was  op- 
posed. 

B.  Legislative  Committees  in  several  other 
instances  were  confronted  with  the  confusing 
situation  of  reputable  doctors  appearing  both  for 
and  against  certain  proposed  measures.  Your 
legislative  representatives  were  thus  placed  in 
an  embarrassing  position. 

This  situation  cannot  further  exist,  or  the  medi- 
cal profession  in  this  State,  politically  and  legis- 
latively, will  be  impotent. 

15.  Y our  Public  Laws  Committee  therefore  recom- 
monds  that: 

A.  This  Committee  be  continued,  with  em- 
phatic instruction  that  it  exert  all  energies  toward 
unity  in  political  and  legislative  activities. 

B.  That  the  House  of  Delegates  go  on  record 
as  urging  all  sections  and  segments  of  the  medi- 
cal profession  communicate  and  coordinate  their 
activities  through  the  State  Association  in  these 
fields  of  endeavor. 

C.  Meantime,  Delegates  should  be  informed 
that  efforts  are  being  made  to  draft  several  bills 
of  importance,  to  be  introduced  before  the  1963 
legislature.  These  measures  you  will  be  informed 
about  as  developments  occur. 

PUBLIC  RELATIONS: 

The  Report  of  the  Public  Relations  Committee  BE 
FILED. 

1.  The  purpose  of  this  Committee:  The  Board 
of  Trustees  shall  define  the  duties  and  direct  the 
activities  of  the  Public  Relations  Committee. 

2.  The  previous  year’s  Committee  made  certain 
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recommendations  which  were  acted  upon  as  fol- 
lows: 

A.  Press  Guide  for  Cooperation— In  accord- 
ance with  the  recommendation  of  last  year’s 
Committee,  the  press,  radio,  television,  and  hos- 
pital groups  were  contacted  regarding  the  in- 
clusion by  news  media  of  the  initials  “M.D.” 
following  the  name  of  a Doctor  of  Medicine  when 
making  the  first  reference  to  him  in  a news  story 
in  order  to  distinguish  him  from  others  who  may 
use  the  designation  “Dr.”  The  news  media  ad- 
vised this  would  be  a departure  from  long-estab- 
lished practice  and  might  be  impractical  to  im- 
plement due  to  the  high  turnover  rate  among 
media  personnel.  The  door  has  been  left  open 
for  further  talks  with  the  media,  and  the  Com- 
mittee intends  to  continue  its  efforts  to  gain 
acceptance  of  the  policy. 

B.  Availability  of  Medical  Care— The  House 
of  Delegates  last  year  approved  the  Committee’s 
recommendation  on  this  subject,  as  follows:  “That 
County  Medical  Societies  take  steps  to  imple- 
ment the  AM  A policy  (1957)  of  informing  the 
public  of  the  availability  of  free  medical  care 
when  such  care  is  needed  and  cannot  be  afford- 
ed by  the  patient.”  The  Committee  desires  to 
report  that  the  King  County  Medical  Society  has 
a group  studying  ways  and  means  to  implement 
this  policy.  When  the  group  publishes  its  find- 
ings, the  Committee  will  take  further  action  on 
this  recommendation. 

C.  Recognition  of  Public  Service— Associa- 
tion publications  and  Northwest  Medicine  have 
satisfactorily  fulfilled  the  Committee’s  recom- 
mendation that  physicians  be  recognized  for  their 
public  service  activities,  particularly  those  activi- 
ties outside  the  field  of  medicine. 

3.  Throughout  the  past  year,  the  Public  Relations 
Committee  has  continued  to  promote  and  aug- 
ment the  basic  eight-point  public  relations  pro- 
gram of  the  Washington  State,  and  American 
Medical  Associations. 

4.  Distribution  of  information  and  literature  to 
doctors  and  to  the  public  has  been  continued. 

5.  Our  President,  Homer  W.  Humiston,  contri- 
buted to  our  public  relations  efforts  in  his  ap- 
pearances before  County  Medical  Societies 
throughout  the  state.  The  Executive  Secretary, 
and  the  Public  Relations  Directors  also  consulted 
and  worked  with  the  County  Societies  as  much 
as  time  would  allow. 

6.  A campaign  was  continued  by  your  Central 
Office  to  eliminate  use  of  the  “Dr.”  prefix  by 
cultists,  and  with  the  cooperation  of  members, 
good  results  were  obtained. 

7.  Two  newspapers  in  the  state  published  special 
medical  editions  and  the  Central  Office  assisted 
in  their  preparation. 

8.  During  the  past  year,  the  profession  benefited 
from  an  upsurge  in  physician  participation  in 
community,  civic,  and  political  affairs  through- 
out the  state. 

9.  Substantial  public  relations  and  public  service 
gains  were  made  among  other  organized  groups 
and  with  the  public,  through  the  activities  of 
State  Association  committees  working  in  such 
fields  as  school  health,  maternal  and  child  wel- 
fare, civil  defense,  aging  population,  grievance, 
industrial  health,  cancer,  mental  health,  rehabili- 
tation programs,  rural  health,  legislation,  and 
scientific  work. 

10.  Recommendations : 

A.  It  is  recommended  that  the  Committee 
continue  its  efforts  with  regard  to  2A,  “Press 


Guide  for  Cooperation,  and,  2B,  “Availability  of 
Medical  Care.” 

SCIENTIFIC  WORK: 

The  Report  of  the  Scientific  Work  Committee  BE 
FILED  WITH  COMMENDATION. 

1.  The  purpose  of  this  Committee  is:  To  prepare 
the  program  for  the  annual  meeting  and  also  the 
scientific  exhibits;  to  be  the  editing  agent  of  the 
Association  and  to  arrange,  if  ordered  by  the 
House  of  Delegates,  for  the  proper  publication 
of  the  transactions  of  the  Association  in  its  of- 
ficial organ.  It  may  delegate  its  power  as  it  sees 
fit. 

2.  Your  Committee,  the  planning  group  for  the 
Annual  Convention,  met  December  5,  1960,  with 
the  Scientific  Program  and  Exhibits  Committee 
for  the  purpose  of  planning  the  format  for  the 
1961  convention. 

3.  It  was  recommended  by  the  Committee  that 
the  Chairman  of  the  Scientific  Program  Com- 
mittee be  the  judge  as  to  whether  or  not  a gen- 
eral theme  would  be  necessary  for  this  year’s 
convention. 

“What’s  New”  which  will  be  a review  of  the 
new  and  useful  medical  developments  will  be 
used  as  the  theme  for  the  Tuesday  afternoon 
General  Session. 

4.  A scientific  section  on  psychiatry  is  welcom- 
ed into  the  scientific  program  this  year,  making 
9 scientific  sections  now  participating  in  the  an- 
nual meeting. 

5.  Robert  H.  Barnes,  Seattle,  1960-1961  Scientific 
Exhibits  Chairman,  was  congratulated  by  the 
Committee  for  the  excellent  work  he  and  his  com- 
mittee had  done  in  planning  the  scientific  exhi- 
bits for  the  1960  meeting. 

6.  The  Committee  approved  the  presentation  of 
a suitably  framed  certificate  for  the  best  scien- 
tific exhibit  and  instructed  the  Scientific  Exhibit 
Committee  Chairman  to  arrange  for  the  judging 
of  the  exhibits.  The  certificate  will  be  presented 
by  the  Exhibits  Chairman  during  the  Public  Re- 
lations Luncheon,  Wednesday,  September  20. 

Eleven  scientific  exhibits  have  been  selected 
by  the  Exhibits  Committee  for  this  year’s  conven- 
tion. 

7.  The  Committee  congratulated  Warren  B. 
Spiekard,  Seattle,  1960  Scientific  Program  Com- 
mittee Chairman,  and  his  committee  for  their 
outstanding  work  on  the  1960  scientific  program. 

8.  Ten  guest  scientific  speakers  have  been  invited 
to  present  papers  in  the  1961  scientific  program. 

Approval  was  granted  by  the  WSMA  Executive 
Committee  for  the  American  Cancer  Society  to 
sponsor  one  of  the  ten  guest  speakers. 

The  Washington  Chapter,  American  Academy 
of  General  Practice,  and  the  Seattle  Academy  of 
Medicine  are  each  sponsoring  one  guest  scientific 
speaker  for  the  1961  annual  meeting. 

The  Scientific  Work  Committee  greatly  ap- 
preciates the  contribution  these  groups  are  mak- 
ing to  the  scientific  program. 

9.  The  University  of  Washington  School  of  Medi- 
cine has  made  its  black  and  white  closed  circuit 
television  equipment,  and  personnel,  available  to 
the  Scientific  Program  Committee  for  this  year’s 
meeting.  Our  sincerest  thanks  go  to  the  Uni- 
versity. 

10  Three  full  days  of  scientific  program  are  plan- 
ned for  the  1961  annual  meeting. 

Three  mornings  of  black  and  white  medical 
television,  scientific  section  meetings,  three  after- 
noons of  general  sessions,  and  a Seminar  on 
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Gastroenterology  make  up  the  1961  scientific 
program. 

11.  The  medical  motion  picture  section  of  the 
scientific  program  has  been  dropped  this  year  by 
the  Scientific  Program  Committee  because  of 
poor  attendance  in  1960. 

12.  Plus  the  scientific  meetings  this  year,  business 
meetings,  banquets,  section  lunches,  the  golf 
tournament  and  fishing  derby  make  up  the 
agenda. 

13.  Outstanding  non-scientific  guest  speakers  also 
have  been  invited  to  appear  during  the  Sunday 
Night  Family  Banquet,  General  Assembly,  and 
Public  Relations  Luncheon. 

14.  Your  Committee  urges  all  WSMA  members  to 
visit  the  technical  exhibits  during  the  annual 
meeting.  Their  presence  constitutes  the  financial 
backbone  of  this  convention. 

15.  The  outstanding  contributions  made  by  the 
Scientific  Work  Sub-Committees,  their  chairmen 
and  individual  members  indicate  your  annual 
meeting  will  be  one  of  the  best  in  the  country. 
Their  work  in  arranging  the  many  details  for  the 
program  are  greatly  appreciated  by  your  Scien- 
tific Work  Committee. 

STATE  DEPARTMENT  OF  HEALTH  (ADVISORY): 

The  Report  of  the  State  Department  of  Health 

(Advisory)  Committee  BE  FILED. 

1.  The  purpose  of  this  Committee  is:  To  keep  in 
touch  with  and  investigate  matters  concerned 
with  the  public  health  of  the  State  and  to  carry 
on  such  activities  in  the  field  of  public  health 
information  in  relation  thereto,  as  the  Board  of 
Trustees  may  direct. 

2.  This  committee  met  with  representatives  of 
the  State  Health  Department,  our  State  Medical 
Association  President,  Homer  W.  Humiston,  and 
representatives  of  the  Physicians  Association  for 
the  Advancement  of  Obstetrics  in  the  State  of 
Washington  to  discuss  delivery  room  and  operat- 
ing room  procedures  in  our  local  hospitals  in  re- 
lation to  the  growing  hazards  of  physicians  and 
hospitals  allowing  lay  persons  to  enter  these  areas 
during  the  delivery  or  surgery. 

After  prolonged  discussion,  it  was  generally 
agreed  that  this  question  should  first  be  consid- 
ered by  the  House  of  Delegates. 

3.  Discussed  with  the  State  Department  of  Health 
the  following  proposed  legislative  measures  af- 
fecting the  State  Health  Department. 

A.  A salary  increase  for  the  Director  of  the 
State  Health  Department. 

B.  Amendments  to  the  present  “Swimming 
Pool  Law”  which  would  give  the  Health  Depart- 
ment the  authority  to  institute  safety  factors  by 
setting  up  certain  rules  and  regulations  of  public, 
semi-public  and  private  pools. 

C.  “House  Cleaning  Bill”  on  vital  statistic 
records. 

D.  “Air  Pollution  Bill”  and  “Water  Pollu- 
tion” Control. 

E.  Legislation  that  would  prohibit  Chiro- 
practors, sanopractors,  etc.  from  signing  death 
certificates. 

F.  Legislation  on  Radiation  Control. 

4.  The  committee  would  like  to  make  the  follow- 
ing recommendations  to  function  most  effectively: 

A.  Any  recommendation  made  by  this  com- 
mittee under  jurisdiction  would  be  referred  to 
the  Executive  Committee  so  as  to  receive  official 
sanction. 

B.  The  advice  given  by  this  Committee  on 
problems  referred  to  it,  should  be  channeled  to 
the  proper  place  to  give  it  authority. 


C.  Problems  referred  to  this  Committee, 
must  be  reviewed  first  in  the  Committee,  then 
consideration  given  to  referring  the  problems  to 
some  other  committee  of  the  State  Association 
which  may  have  been  set  up  to  work  in  this 
particular  field.  Once  referral  has  been  made  to 
another  committee,  all  parties  should  work  to- 
gether in  implementing  recommendations. 

D.  Matters  of  policy  involved  in  any  prob- 
lem, should  be  brought  back  to  this  Committee 
for  further  discussion. 

E.  This  Committee  is  given  the  power  to  ap- 
point sub-committees  to  aid  its  work,  and  should 
do  so  whenever  necessary. 

F.  Legislative  matters  should  first  be  referred 
to  the  Public  Laws  Committee,  then  discussed  in 
this  Committee. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  ANNUAL  REPORTS  OF  SPECIAL  COMMIT- 
TEES: 

Stanley  W.  Tuell,  Chairman,  presented  the  Re- 
port of  the  Reference  Committee  on  Annual  Reports 
of  Special  Committees.  Each  Annual  Report  and  its 
Reference  Committee  recommendations  were  con- 
sidered by  the  House,  and  the  following  action  taken: 
The  motions  were  made,  seconded  and  CARRIED 
that: 

AGING  POPULATION: 

The  report  of  the  Aging  Population  Committee  BE 
ADOPTED  WITH  COMMENDATION  AS 
AMENDED. 

The  Report  is  amended  in  Item  8,  paragraph  A,  to 
read:  A.  “That  the  problems  it  considered  be  the 
subject  of  further  investigation  and  study  by  this 
or  other  Committees,  and  that  efforts  be  continued 
to  achieve  a plan  for  private  or  physician-sponsor- 
ed insurance  providing  essential  health  care  pro- 
tection for  aging  citizens  in  the  State  of  Wash- 
ington.” 

1.  The  purpose  of  this  Committee  is:  To  study 
health  problems  of  this  age  group;  and  to  deter- 
mine how  these  people  can  continue  to  work  in 
business  and  industry  and  not  become  dependent 
on  society  for  their  livelihood. 

2.  The  Committee  met  three  times  during  the 
year,  and  considered  the  following  aspects  of  its 
original  assignment: 

A.  The  first  meeting  preceded  the  meeting  of 
the  State  Legislature,  and  made  the  following 
recommendations  to  the  Legislative  Committee 
of  the  WSMA: 

(1)  That  the  physicians  of  this  state  be  pri- 
marily concerned  that  the  best  medical  care  be 
provided  within  whatever  legislative  framework 
is  enacted. 

(2)  That  control  through  existing  organiza- 
tions be  maintained  for  medical  care  of  all  ages. 

(3)  That  a single  financial  and  medical 
standard  be  applied  to  both  medical  indigents 
and  welfare  recipients. 

3.  As  a result  of  the  already  existing  generous 
welfare  provisions  of  the  State  of  Washington,  no 
action  was  taken  by  the  Legislature  to  alter  the 
existing  program  except  to  accept  the  funds 
available  through  Kerr-Mills  legislation,  where 
applicable. 

4.  The  second  and  third  meetings  of  this  Com- 
mittee were  called  to  carry  out  an  assignment 
of  the  Board  of  Trustees  of  the  WSMA  to  imple- 
ment Resolutions  adopted  by  the  House  of  Dele- 
gates in  September,  1960  regarding,  “Retire- 
ment, Paid-Up  Health  and  Accident  Insurance,” 
and,  “Mandatory  Retirement  age.” 
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5.  In  a June  meeting,  discussion  was  held  with 
Elmer  Kennedy  representing  the  Washington 
State  Labor  Council.  It  was  found  that  a man- 
datory retirement  age  exists  primarily  as  a rule 
of  individual  industries  and  that  little  can  be 
done  to  alter  such  company  policies  except  upon 
request  for  advice.  Mr.  Kennedy  stated  unequi- 
vocably  that  if  all  states  had  the  provisions  for 
their  older  people  as  does  the  State  of  Wash- 
ington, no  national  problem  would  exist  nor 
would  organized  Labor  be  emphasizing  their 
desire  for  a national  governmental  plan  for 
medical  coverage  of  the  older  citizen. 

6.  It  was  strongly  emphasized  again  that  re- 
tirement or  “job  shifting”  should  be  predicated 
on  physical  capacities  and  abilities  rather  than 
on  chronologic  age.  Education  toward  retire- 
ment and  pre-retirement  counseling  is  consid- 
ered essential  to  the  medical  welfare  of  the 
retiring  individual. 

7.  At  the  July  meeting,  discussions  were  held 
regarding  existing  insurance  plans  for  persons 
past  65— state-wide  plans  as  recently  imple- 
mented in  the  State  of  Connecticut,  and  the 
economic  feasibility  of  paid-up  insurance  at  the 
time  of  retirement.  After  lengthy  discussion,  the 
Committee  felt  that  such  a program  is  feasible 
at  the  average  working  man’s  pay  scale.  A choice 
may  be  made  between  “paid-up  policies”  or  “pay 
as  you  go”  plans  with  subsidization  during  the 
working  years.  In  either  event,  it  appears  that 
premium  costs  will  be  doubled. 

8.  Your  Committee  recommends : 

A.  That  the  problems  considered  be  the  sub- 
ject of  further  investigation  and  study  by  this 
or  other  Committees,  and  that  efforts  be  con- 
tinued to  achieve  a plan  for  private  or  physician- 
sponsored  insurance  providing  essential  health 
care  protection  for  aging  citizens  in  the  State 
of  Washington. 

BASIC  SCIENCE: 

The  Report  of  the  Committee  on  Basic  Science 
BE  FILED. 

1.  The  purpose  of  this  Committee  is:  To  rep- 
resent the  Association  in  the  Legislative  Coun- 
cil’s investigation  of  the  Basic  Science  Law  and 
to  study  proposed  changes  in  the  law. 

2.  On  November  14,  1960,  a letter  was  sent  by 
the  Chairman  to  all  members  of  the  Committee 
and  a telephone  conversation  was  carried  on  with 
Dr.  Campbell  which  resulted  in  the  decision  to 
not  press  for  any  change  in  the  Basic  Science 
Law  at  the  1961  Legislative  Session. 

3.  The  Chairman  has  reviewed  the  reports  of 
previous  Committees  and  the  Basic  Science  Law 
suggestions  made  to  Ralph  Neill  as  of  August 
7,  1958,  by  Dr.  Wiser,  (Ph.D.).  While  these 
suggestions  are  all  very  worthwhile  and  valid, 
they  should  be  very  thoroughly  considered  and 
any  plan  of  Legislative  action  should  be  started 
long  in  advance,  at  least  a year  or  two,  so  that 
when  legislation  is  presented  it  will  not  open 
up  a pandora’s  box  which  might  result  in  a 
situation  far  worse  than  it  now  is. 

4.  Your  Chairman  was  in  close  contact  with  Mr. 
Ralph  Neill  throughout  the  Legislative  Session, 
but  there  was  no  occasion  for  any  definitive 
action  to  be  taken  in  regards  to  the  Basic  Science 
Law,  in  view  of  developments  which  cannot 
be  mentioned  in  this  report,  except  to  say  we 
believe  the  situation  is  improving. 

5.  Although  the  Basic  Science  Committee  has 
been  relatively  inactive  for  the  past  few  years, 
it  should  be  continued,  if  only  to  be  ready  to  act 


in  the  case  of  an  emergency.  Any  decision  to 
make  a detailed  study,  looking  toward  rather 
marked  revision  of  the  existing  law  should  be 
undertaken  by  the  next  committee  at  least  a 
full  year  in  advance  of  the  Legislative  Session. 

CIVIL  DISASTER: 

The  Report  of  the  Civil  Disaster  Committee  BE 

FILED  WITH  COMMENDATION. 

1.  The  purpose  of  this  Committee  is:  To  work 
on  the  problems  of  Defense  and  Civil  Disaster. 

2.  Your  Committee  held  two  official  meetings 
this  year,  and  its  members  met  several  times 
with  the  Washington  State  Council  for  Emer- 
gency Medical  Service. 

3.  Your  Committee  successfully  sponsored  its 
second  joint  meeting  for  the  members  of  the 
medical  and  health  service  groups  in  this  state 
Sunday,  September  25,  1960.  Approximately 
100  persons  were  in  attendance  at  this  meet- 
ing and  heard  our  state  leaders  in  civil  defense 
speak. 

4.  A joint  meeting  will  be  held  the  first  Sun- 
day of  the  1961  Annual  WSMA  meeting,  with 
approximately  200  representatives  from  the 
various  medical  and  health  service  fields  ex- 
pected. They  will  hear  Walter  C.  Clowers,  Chief, 
Program  Service  Branch,  Division  of  Health 
Mobilization,  Office  of  the  Surgeon  General, 
U.  S.  Public  Health  Service;  and,  Louis  Jolyon 
West,  Professor  and  Head  of  Psychiatric  De- 
partment, University  of  Oklahoma,  speak  on 
“Brainwashing,  and  The  Germ  Warfare  Confes- 
sions; a Decade’s  Overview.” 

5.  It  is  the  concensus  of  your  Committee  that 
this  joint  annual  meeting  will  give  the  members 
of  tbe  para-medical  groups  in  this  state  the 
opportunity  of  hearing  nationally  recognized 
speakers,  and  will  make  for  a better  working 
relationship  in  civil  disaster  activities  between 
the  State  Medical  Association  and  these  groups. 

6.  George  R.  Kingston,  Committee  member;  and 
Homer  W.  Humiston,  WSMA  President,  attend- 
ed the  November,  1960,  County  Civil  Disaster 
Preparedness  Meeting  in  Chicago,  sponsored  bv 
the  AMA. 

7.  Your  Committee  received  the  approval  of  the 
WSMA  Executive  Committee  to  co-sponsor  a 
three-day  civil  disaster  training  course,  at  no 
cost  to  the  Association,  for  the  state  representa- 
tives to  the  Washington  State  Council  for  Emer- 
gency Medical  Service.  Twenty-seven  medical 
and  health  service  organizations  make  up  this 
Council,  which  was  initiated  by  your  Committee 
to  organize  the  medical  and  health  service  groups 
under  the  state  civil  disaster  plan.  Glen  S.  Player, 
and  Walter  S.  Brown  of  your  Committee,  serve 
as  co-chairmen  of  the  Council. 

A meeting  was  called  July  5,  1961,  by  George 

R.  Kingston,  Chairman  of  the  Civil  Disaster  Sub- 
Committee  on  Training  and  Education,  and  plans 
for  a three-day  civil  disaster  course  were  dis- 
cussed with  John  K.  Stevenson,  University  of 
Washington  Medical  School;  Norman  R.  Tufts, 
Chief  Health  Mobilization  Training  Section,  U. 

S.  Public  Health  Service;  Mr.  Robert  A.  Brook, 
Regional  Program  Representative,  Health  Mo- 
bilization Service;  and  Mr.  Tom  Drummey,  State 
Department  of  Health.  A report  will  be  made  to 
the  WSMA  Executive  Committee  when  the 
agenda,  date  and  place  has  been  finalized  for 
the  three-day  course. 

8.  Civil  disaster  preparedness  has  never  been  so 
important  as  it  is  today,  and  your  Committee 
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urges  all  WSMA  members  to  take  an  active  part 
in  their  community  disaster  planning. 

9.  Because  of  illness,  your  Committee  Chairman, 
Richard  B.  Link,  could  not  participate  in  Com- 
mittee activities  as  much  as  he  would  have  liked 
to.  His  strong  leadership  was  missed,  and  your 
Committee  wishes  to  emphasize  its  appreciation 
of  the  many  hours  he  has  donated,  and  the  good 
work  he  has  done,  in  organizing  the  medical 
civil  disaster  plan  in  this  state. 

IONIZING  RADIATION  HAZARD  CONTROL: 

The  Report  of  the  Ionizing  Radiation  Hazard 

Control  Committee  BE  FILED. 

1.  The  purpose  of  this  Committee  is:  To  study 
the  Resolution  on  Non-Scientific  Radiation  as 
adopted  by  the  1959  House  of  Delegates. 

2.  Your  Committee  has  not  had  an  official  meet- 
ing during  the  year,  since  the  fundamental  ma- 
terial was  pretty  well  worked  up,  including  in- 
formation contributed  by  the  Radiologic  Society 
and  the  Governor’s  Committee. 

3.  With  this  available  and  the  legislature  in  ses- 
sion this  year,  the  necessary  liability  for  most 
usefulness  to  the  Executive  Committee  and  the 
Society  did  not  demand  formal  meetings  with 
brittle  conclusion.  Multiple-radii  telephone  con- 
ferences were  of  greater  value  at  the  time  of 
legislative  activity. 

4.  It  should  be  noted  that  substitute  Senate  Bill 
#427  is  now  law.  The  measure  relates  to  the  de- 
velopment, regulation  and  utilization  of  sources 
of  ionizing  radiation;  prohibits  operation  of  cer- 
tain devices;  provides  penalties;  provides  for 
creation  of  a technical  advisory  board  on  Radia- 
tion Control  and  an  advisory  council;  designates 
the  State  Department  of  Commerce  and  Econom- 
ics as  the  agency  for  development  of  nuclear  en- 
ergy; and  makes  the  State  Department  of  Public 
Health  the  agency  for  the  evaluation  of  hazard- 
ous exposure  to  ionizing  radiation  and  adoption 
of  preventive  regulations. 

5.  After  a Senate  Committee  hearing,  at  which 
several  physicians  appeared,  the  substitute  Bill 
was  adopted.  Whether  this  law  solves  all  prob- 
lems remains  to  be  seen,  but  there  always  is  the 
chance  of  remedial  legislation. 

MATERNAL  & CHILD  WELFARE: 

The  Report  of  the  Maternal  and  Child  Welfare 

Committee  BE  ADPOTED  WITH  COMMENDA- 
TION AS  AMENDED. 

The  Report  is  amended  as  follows : 

A.  Delete  paragraph  “G”,  under  Item  2. 

B.  Item  2,  paragraph  “H”,  to  read:  “That  the 
chairmanship  of  the  Maternal  and  Child  Welfare 
Committee  be  rotated  each  year  and  the  chair- 
man be  selected  on  the  basis  of  seniority  and 
service,  and  that  the  chairman  continue  to  serve 
on  the  State  Department  of  Health  (Advisory) 
Committee.” 

C.  Item  4,  paragraph  “C”,  to  read:  “That  the  Com- 
mittee continue  to  maintain  close  liaison  with  the 
Director  of  the  Premature  Infant  Unit,  University 
Hospital,  and  continue  to  the  end  of  promoting 
as  much  contact  as  possible  with  these  cases  by 
private  physicians.” 

1.  The  purpose  of  this  Committee  is:  To  investi- 
gate and  compile  statistics  on  the  Maternal  and 
Child  Welfare  status  throughout  the  state  and  to 
make  recommendations  in  this  field  to  the  Wash- 
ington State  Medical  Association. 

2.  Recommendations  of  the  1960-1961  Commit- 
tee: 

A.  That  the  Maternal  Mortality  subcommittees 


be  continued,  and  use  all  available  means  to 
achieve  wide  publicity  by  reviewing  correctable 
situations  contributing  to  maternal  mortality. 

B.  1 hat  the  Perinatal  Mortality  studies  be  con- 
tinued. 

C.  That  the  subcommittee  on  Sudden  Unex- 
pected Death  in  Infants  at  Home  continue  in  its 
advisory  capacity  to  the  Coronor’s  Office.  The 
Washington  State  Medical  Association  might  well 
send  a reminder  to  the  Coronor  of  King  County 
that  this  subcommittee  is  eager  to  work  with  him. 

D.  That  the  Maternal  and  Child  Welfare  Com- 
mittee continue  to  cooperate  with  the  State 
Department  of  Health. 

E.  That  the  subcommittee  on  Mentally  Retard- 
ed Children  continue  in  its  advisory  capacity  and 
liaison  between  the  Washington  State  Medical 
Association  and  various  schools  for  handicapped 
children. 

F.  That  the  subcommittee  on  Adoptions  con- 
tinue its  excellent  work  of  supervising  the  adop- 
tion practices  and  legislation  in  this  state  to  the 
end  of  protecting  the  best  interests  of  the  children 
to  be  adopted. 

G.  That  the  chairmanship  of  the  Maternal  and 
Child  Welfare  Committee  be  rotated  each  year 
and  the  chairman  be  selected  on  the  basis  of 
seniority  and  service,  and  that  the  chairman  con- 
tinue to  serve  on  the  State  Department  of  Health 
(Advisory)  Committee. 

3.  Report  of  activities  for  1960-1961 : 

A.  The  subcommittee  on  Mentally  Retarded 
Children  have  policed  the  medical  supervision  of 
these  children  who  are  wards  of  the  state  and 
believes  it  is  of  high-quality  at  present. 

B.  The  subcommittee  on  Perinatal  Mortality  has 
been  a big  stimulus  to  the  establishment  of  active 
Perinatal  Mortality  study  committees  in  17  of 
Seattle’s  21  hospitals. 

C.  The  subcommittee  on  Adoptions  has  prepar- 
ed a procedure  outline  for  physicians  participat- 
ing in  adoptions,  which  has  been  given  society- 
wide circulation. 

D.  The  General  Committee  considered  corre- 
spondence from  the  University  of  Washington, 
School  of  Medicine  regarding  its  establishment  of 
a Premature  Infant  Center. 

E.  The  General  Committee  also  considered  a 
proposal  presented  by  the  “Physicians’  Associa- 
tion for  Advancement  of  Obstetrics  in  the  State 
of  Washington.”  This  proposal  was  presented  in 
person  by  the  Association’s  President,  Dr.  H.  J. 
Schroeder,  Seattle.  The  proposal  requested  our 
approval  and  submission  of  a recommendation  to 
the  Washington  State  Medical  Association  as 
mentioned  above.  A lengthy  presentation  of 
facts  pertaining  to  husbands  in  delivery  rooms 
was  made  by  Dr.  Schroeder,  and  supported  by 
Drs.  John  Codling,  and  Paul  G.  Peterson,  Seattle. 

4.  Recommendations  of  the  Committee  for  future 
projects  and  work: 

A.  That  the  present  subcommittees  continue  for 
the  ensuing  year. 

B.  That  efforts  be  continued  to  publicize  classical 
cases  illustrating  correctable  situations  contribut- 
ing to  Maternal  Mortality. 

C.  That  the  Committee  continue  to  maintain 
close  liaison  with  the  Director  of  the  Premature 
Infant  Unit,  University  Hospital,  and  continue  to 
the  end  of  promoting  as  much  contact  as  possible 
with  these  cases  by  private  physicians. 

D.  That  this  Committee  might  well  assume  an 
interest  in  the  status  of  mothers  and  infants  in 
the  rapidly  changing  economic  status  of  general 
medical  care. 


115 

Northwest  Medicine,  January  1962 


MEDICAL  EDUCATION  CAMPAIGN  FUND: 

The  Report  of  the  Committee  on  Medical  Educa- 
tion Campaign  Fund  BE  FILED  WITH  COM- 
MENDATION. 

1.  The  purpose  of  this  Committee  is:  To  stimu- 
late interest  among  the  physicians  of  the  Wash- 
ington State  Medical  Association  for  the  contri- 
bution of  funds  for  the  American  Medical  Edu- 
cation Foundation;  to  organize,  publicize  and 
promote  activity  among  the  County  Chairmen 
and  the  Woman’s  Auxiliary  in  the  promotion  and 
collection  of  funds  for  the  AMEF. 

2.  During  the  year  1960-1961,  your  Committee 
Chairman  met  informally  with  other  members 
of  this  Committee.  The  Regional  Director  of  the 
AMEF,  Jerome  K.  Burton  of  Boise,  Idaho, 
phoned,  but  no  formal  meeting  was  held.  The 
annual  national  convention  was  not  held  in  Chi- 
cago this  past  year. 

3.  In  1960,  our  Washington  State  physicians  and 
Washington  State  Auxiliary  contributed  $14,206.- 
06.  This  amount  is  $4,000.00  less  than  the  year 
of  1959.  The  total  number  of  contributors  were 
326.  I am  happy  to  report  the  Washington  State 
Auxiliary  contributed  $4,000.00  of  this  amount, 
and  have  been  a vital  influence  on  the  contri- 
butions by  their  physician  husbands.  We  owe  the 
Auxiliary  of  Washington  State  a vote  of  thanks 
for  their  great  interest  in  the  AMEF;  as  each 
year  the  amount  of  their  donation  is  increasing. 

4.  Recommendations  made  by  the  Committee 
in  previous  years: 

A.  That  a new  Committee  be  selected  every 
three  years  with  a rotating  Chairman  and  a ro- 
tating Committee. 

To  my  knowledge  this  has  not  been  acted 
upon. 

5.  During  the  year,  your  Chairman  has  sent  to 
each  physician  in  the  state,  through  the  state 
office,  letters  of  information  and  requests  for 
funds.  The  response  to  these  letters  has  been 
excellent,  and  the  contributions  have  increased 
due  to  them.  Many  physicians  in  Washington 
State  contribute  directly  through  their  alumni 
organizations,  and  others  donate  directly  to  our 
medical  schools  for  research  projects.  During 
the  year  a check  for  $1,000.00  was  received  from 
four  pharmacies  in  Spokane,  Whitlock’s;  Miller 
and  Felt;  Cowan’s  and  Hart  and  Dilatush  to  be 
used  for  a scholarship  fund,  and  was  sent  di- 
rectly to  the  University  of  Washington.  This 
amount  is  not  included  in  the  amount  contrib- 
uted by  the  Washington  State  physicians.  Our 
congratulations  to  these  pharmacies  who  have 
played  a vital  part  in  the  helping  of  a needy 
medical  student. 

6.  During  the  year,  your  Committee  Chairman 
wrote  a letter  to  the  Executive  Secretary  of  the 
Washington  State  Medical  Association  request- 
ing that  a letter  be  sent  to  each  county  medical 
society  President  to  appoint  a Chairman  to  solicit 
funds  for  the  AMEF.  A letter  was  received  from 
the  Executive  Secretary  stating  this  material  had 
been  forwarded  to  the  Executive  Committee  En- 
action; was  approved,  and  letters  will  go  out  as 
requested. 

7.  Your  Committee  Chairman  has  talked  by  long 
distance  telephone  with  Mr.  J.  B.  Oliver,  Asso- 
ciate Executive  Secretary,  AMEF,  concerning 
various  campaign  methods  to  raise  funds  for  the 
AMEF. 

S.  The  Spokane  County  Medical  Society  desig- 
nated one  dinner  meeting  to  Medical  Education 
this  past  year.  Dean  Aagaard  of  the  University 
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of  Washington  Medical  School,  was  the  guest 
speaker.  During  the  dinner  meeting,  AMEF 
pamphlets  were  distributed,  and  a discussion 
period  followed  concerning  the  medical  school 
needs,  present  progress  and  future  programs. 
This  type  of  program  is  recommended  for  each 
county  society. 

9.  Your  Committee  recommends: 

A.  That  the  duties  of  this  Committee  be  con- 
tinued. 

B.  That  a county  AMEF  local  Chairman  be 
appointed  by  the  county  medical  society  Presi- 
dent, and  that  at  least  one  meeting  each  year  be 
designated  to  a Medical  Education  night,  with 
a guest  speaker  to  discuss  our  present  Medical 
Education  program  and  its  future. 

C.  That  a letter  of  congratulations  be  sent  to 
our  Auxiliary  of  Washington  for  their  excellent 
participation  in  AMEF  work,  the  amount  of  their 
contributions,  and  the  vital  part  they  play  in 
raising  funds  for  the  AMEF. 

D.  Recommended  again,  that  a new  Commit- 
tee be  selected  every  three  years  with  a rotating 
Chairman  and  a rotating  Committee. 

REHABILITATION  PROGRAMS: 

The  Report  of  the  Rehabilitation  Programs  Com- 
mittee BE  ADOPTED  AS  AMENDED. 

The  Report  is  amended  in  Item  7,  paragraph  “A”, 
to  read:  A.  “That  members  of  this  Committee  serve 
for  three  years  in  order  that  there  be  continuity, 
the  present  Committee  members  to  serve  another 
two  years.” 

1.  The  purpose  of  this  Committee  is:  To  review 
any  problems  related  to  rehabilitation;  to  act  as 
a Medical  Advisory  Committee  for  the  Division 
of  Vocational  Rehabilitation  of  the  State  of 
Washington;  to  act  as  a Medical  Advisory  Com- 
mittee to  the  OASI  District  Offices  in  the  im- 
plementation of  Public  Law  880,  in  accordance 
with  the  principles  of  the  AMA  resolution. 

2.  Your  Committee  recognizes  the  need  to  advise 
our  Association  membership  of  the  availability 
of  Rehabilitation  facilities  within  the  state,  and 
to  encourage  the  use  of  rehabilitative  techniques 
in  office  practice  as  well  as  in  specialized  facili- 
ties. In  these  connections,  the  Committee  recom- 
mended the  general  distribution  of  a pamphlet 
“Strike  Back  at  Arthritis,”  and  brochures  describ- 
ing the  Washington  State  Cerebral  Palsy  Center 
and  the  Good  Samaritan  Rehabilitation  Center. 
These  publications  have  been  obtained  for  dis- 
tribution. 

3.  Committee  members  participated  in  the 
planning  and  program  of  the  Northwest  Regional 
Labor  Health  and  Rehabilitation  Conference  at 
the  University  of  Washington,  May  4-5,  1961. 
As  an  outgrowth  of  that  meeting,  and  to  com- 
plement previous  projects  carried  on  by  county 
society  Rehabilitation  committees,  preliminary 
planning  is  underway  to  formulate  a state-wide 
directory  of  rehabilitation  services.  This  project 
is  envisioned  as  a cooperative  effort  with  the 
Washington  State  Medical  Association,  the  Na- 
tional Rehabilitation  Association,  and  the  State 
Department  of  Health,  with  the  possible  assist- 
ance of  an  OYR  grant. 

4.  Committee  members  are  participating  in  the 
planning  of  a Post-Graduate  Course  in  Cardio- 
vascular Rehabilitation  to  be  conducted  at  the 
University  of  Washington  this  Fall. 

5.  Your  Committee  also  met  in  its  capacity  as  a 
Medical  Advisory  Committee  for  the  Division 
of  Vocational  Rehabilitation  at  the  request  of  that 
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Division’s  Medical  Consultant.  Recommendations 
have  been  made  relative  to  DVR  Medical  policy. 

6.  Consideration  was  given  to  areas  of  future 
Committee  function  and  it  was  generally  agreed 
that  the  licensing  of  handicapped  people  to  drive 
cars  was  of  great  concern,  and  certainly,  it  is 
an  area  of  great  confusion.  It  was  pointed  out 
that  a physician  might  protect  himself  when 
treating  patients  for  a considered  hazardous  ill- 
ness by  not  only  advising  the  patient  that  he 
should  not  drive,  but  also  making  this  advice 
a matter  of  written  record  in  the  patient’s  case 
file.  Your  Committee  will  pursue  this  problem  at 
a future  meeting  with  a view  to  possibly  working 
out  an  acceptable  solution. 

7.  Your  Committee  recommends : 

A.  That  members  of  this  Committee  serve  for 
three  years  in  order  that  there  be  continuity,  the 
present  Committee  members  to  serve  another 
two  years. 

REVISION  OF  CONSTITUTION  AND  BY-LAWS: 

The  Report  of  the  Revision  of  Constitution  and 
By-Laws  Committee  BE  FILED. 

1.  The  purpose  of  this  Committee  is:  To  study 
proposed  revisions  of  the  Constitution  and  By- 
Laws. 

2.  The  Board  of  Trustees  in  1960  instructed  the 
Committee  to  prepare  Constitutional  amend- 
ments to  provide  that  the  immediate  Past  Presi- 
dent, following  his  year  of  duty  as  Chairman  of 
the  Executive  Committee,  serve  on  the  Board  of 
Trustees  for  two  additional  years. 

3.  These  two  amendments  to  Article  V,  Section 
One  and  Article  VII,  Section  Two  were  pre- 
sented to  the  House  of  Delegates  at  the  1960 
Meeting  and  are  to  be  voted  on  at  the  1961 
Session  of  the  House  of  Delegates. 

4.  The  Industrial  Health  Committee  has  sug- 
gested change  of  the  name  of  its  Committee, 
and  enlargement  of  the  scope  of  the  Committee. 
This  matter  is  in  the  form  of  a By-Laws  amend- 
ment for  decision  by  the  House  of  Delegates 
at  the  Wednesday  session. 

RURAL  HEALTH: 

The  Report  of  the  Rural  Health  Committee  BE 
ADOPTED  WITH  COMMENDATION  AS  A- 
MENDED. 

The  Report  is  amended  in  Item  7,  paragraph  A, 
to  read:  A.  “That  the  county  medical  societies  con- 
tinue their  increased  activity  in  the  Fairs  of  their 
area  and  continue  to  sponsor  awards  for  science  ex- 
hibits at  such  Fairs,  or  other  similar  activity,  and 
that  the  State  Association  furnish  appropriate  ma- 
terial towards  this  end.” 

1.  The  purpose  of  this  Committee  is:  To  make 
field  trips  to  encourage  the  setting  up  of  rural 
health  councils;  to  maintain  liaison  and  pro- 
mote medical  public  relations  with  various  farm 
organizations  and  groups;  and  to  work  with  the 
AMA  Council  on  Rural  Health. 

2.  A member  of  your  Committee  represented  the 
Washington  State  Medical  Association  at  each 
of  the  “Power  Through  Health”  meetings  held 
in  Yakima,  and  sponsored  by  the  Washington 
State  Farm  Bureau.  These  meetings  were  origi- 
nated primarily  for  the  purpose  of  encouraging 
better  nutrition  among  teenagers,  but  were  dis- 
continued in  February  because  of  the  lack  of 
cooperation  and  the  inability  to  disseminate  the 
information  to  the  youth  in  the  school  systems 
in  a manner  acceptable  to  the  schools,  and  to 
the  Committee  who  formulated  the  plan.  While 


we  recommended  last  year  continuing  this  pro- 
gram because  we  felt  it  would  be  worth  while, 
we  also  agreed  to  discontinue  the  program  this 
Spring  if  it  became  obvious  that  it  was  futile  to 
continue  planning  when  no  method  of  achieving 
results  could  be  satisfactorily  worked  out. 

3.  Your  Chairman  attended  the  Third  Annual 
Health  Study  Conference  held  in  Chicago,  Feb- 
ruary 3-4,  sponsored  by  the  American  Medical 
Association.  A complete  report  of  the  meeting 
was  submitted  to  the  WSMA  Executive  Com- 
mittee, and  then  published  on  page  422  of  the 
April,  1961  issue  of  Northwest  Medicine.  In 
brief,  I feel  the  meeting  was  very  much  worth- 
while in  the  field  of  public  relations,  and  cer- 
tainly did  much  to  bring  about  a closer  liaison 
between  the  higher  echelons  of  the  Extension 
Services  of  the  States,  the  National  Grange,  and 
the  Woman’s  Auxiliary  of  the  American  Medical 
Association.  From  this  study  conference,  I am 
convinced  that  we  should,  and  must,  get  our 
own  State  Home  Demonstration  Groups,  our 
Woman’s  Auxiliary;  the  County  Extension  Serv- 
ice, and  the  State  Grange  to  work  with  us  on  a 
public  relations  program,  and  I feel  sure  they 
will  if  they  are  approached  properly— as  they 
were  at  the  Chicago  meeting. 

4.  Your  Committee  Chairman  has  received  twelve 
Rural  Health  articles  written  by  members  of 
the  profession  throughout  the  United  States  and 
published  in  National  Farm  Magazines.  To  date, 
three  of  these  have  been  written  by  members 
of  our  State  Association  and  are  excellent  articles. 
Before  the  end  of  the  year,  three  articles  by  our 
own  members  will  be  published  in  National  mag- 
azines. These  articles  are  excellent  public  rela- 
tions builders,  and  I would  like  to  encourage  any- 
one being  asked,  or  having  an  idea  for  a specific 
article,  to  please  submit  it  as  these  are  most  valu- 
able now,  not  only  to  our  State  Association,  but 
to  the  entire  medical  profession  in  a public  rela- 
tions program  through  your  Rural  Health  Com- 
mittee. 

5.  Your  Committee  is  encouraged  by  the  increas- 
ed participation  of  the  different  areas  of  the 
State  in  the  Regional  and  State  Science  Fairs. 
Also,  we  would  like  it  noted  that  we  sent  several 
young  people  from  this  state  to  the  National 
Science  Fair.  Participation  in  the  Fair  was  all 
on  a county  level,  which  is,  we  feel,  where  the 
participation  and  close  personal  touch  is  most 
effective.  Again  we  commend  the  several  coun- 
ties that  have  so  actively  participated. 

6.  Your  Committee  wants  to  commend,  and  call 
to  your  attention,  the  excellent  liaison  in  rural 
health  being  developed  in  Snohomish  County  by 
its  sponsorship  of  a group  of  Explorer  Scouts 
in  a para-medic  program.  Your  Committee  takes 
no  credit  for  this  excellent  work,  but  would  like 
to  point  out  that  it  is  another  means  of  interest- 
ing the  youth  of  our  nation  in  our  profession  as 
was  recommended  in  last  year’s  Rural  Health 
Committee  Report. 

7.  Your  Committee  recommends: 

A.  That  the  county  medical  societies  continue 
their  increased  activity  in  the  Fairs  of  their  area 
and  continue  to  sponsor  awards  for  science  ex- 
hibits at  such  Fairs,  or  other  similar  activity, 
and  that  the  State  Association  furnish  appropri- 
ate material  towards  this  end. 

B.  That  your  Rural  Health  Committee  of  next 
vear  continue  recruiting  articles  for  the  Farm 
Magazine  Health  Column  Service. 
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SCHOOL  HEALTH: 

The  Report  of  the  School  Health  Committee  BE 
ADOPTED  WITH  COMMENDATION  AS 
AMENDED. 

The  Report  is  amended  as  follows: 

A.  In  Item  5,  paragraph  A,  Line  1:  After  the 
word,  “one,”  insert  the  word,  “thorough.” 

B.  In  Item  5,  paragraph  B,  Line  1:  Delete  the 
word,  “information”  and  insert  in  lieu  thereof  the 
word,  “recommendation.” 

1.  The  purpose  of  this  Committee  is:  To  investi- 
gate and  study  public  school  health  activities  and 
to  report  to  the  Board  of  Trustees  with  recom- 
mendations; to  urge  each  county'  medical  society' 
to  form  a Committee  on  School  Health  to  work 
with  the  local  school  districts,  to  act  in  an  ad- 
visory capacity  to  the  component  society  com- 
mittees and  to  state  agencies  interested  in  the 
problems  of  school  health. 

2.  Previous  Committees  have  made  recommenda- 
tions in  regard  to  the  type  of  form  for  annual 
physical  examinations  in  the  schools.  They  have 
made  recommendations  as  to  the  number  of  ex- 
aminations which  should  be  carried  out  during 
a child’s  school  career,  and  they  have  recom- 
mended the  institution  of  Athletic  Injury  Clinics 
to  help  improve  the  health  supervision  of  high 
school  athletes. 

3.  This  Committee  has  continued  to  work  for  es- 
tablishment of  Athletic  Injury  Clinics  by  local 
physicians  and  medical  societies.  This  Commit- 
tee has  continued  to  send  out  the  Guide  for  Ath- 
letic Injury  Clinics,  which  was  revised  this  year. 
To  date,  twelve  (12)  Athletic  Injury  Clinics  have 
been  held  in  the  1960-1961  period  in  the  State 
of  Washington.  Further,  this  Committee  has  set 
up  a display  on  Athletic  Injuries  to  be  seen  by 
those  in  attendance  at  the  annual  meeting  of 
the  WSMA. 

4.  The  major  activities  of  this  Committee  for 
1960-1961  were : 

A.  Continued  publicity  and  establishment  of 
Athletic  Injury  Clinics  and  distribution  of  the 
Guide  for  Athletic  Injury  Clinics. 

B.  Arrangement  for  an  exhibit,  concerning  Ath- 
letic Injuries,  at  the  1961  annual  WSMA  Meeting. 

C.  Planning  and  carrying  out  a Meeting  of  all 
county  medical  society  School  Health  Commit- 
tee Chairmen  at  the  annual  meeting  of  the 
WSMA. 

D.  Participation  in  the  School  Health  Confer- 
ence held  at  the  University  of  Washington,  June 
19-30,  1961  as  speakers,  members  of  the  faculty, 
and  also  as  displayers  of  the  materials  and  pam- 
phlets available  from  the  American  Medical  As- 
sociation concerning  school  health. 

5.  This  Committee  recommends : 

A.  That  each  secondary  school  athlete  be  given 
one  thorough  physical  examination  each  year  in  a 
doctor’s  office,  and  that  this  examination  be  suf- 
ficent  to  qualify  a student  for  all  athletic  activi- 
ties for  the  school  year. 

B.  Further,  that  this  recommendation  be  for- 
warded to  the  Washington  Interscholastic  Activi- 
ties Association  for  their  use  in  drawing  up  their 
rules  and  regulations. 

6.  This  Committee  recommends  as  future  work 
projects: 

A.  The  continuation  of  the  Athletic  Injury  Clin- 
ic Program. 

B.  Continuance  of  communications  between 
County  and  State  School  Health  Committees, 
looking  to  the  establishment  of  a State  Confer- 
ence on  Physicians  and  Schools. 


C.  Further  exploration  of  ways  and  means  of 
establishing  one  thorough  physical  examination 
per  year  to  replace  the  multitude  of  screening 
examinations  which  serve  as  physicals  for  camp, 
YMCA,  Boy  Scout,  and  school  activities. 

D.  That  a member  of  the  School  Health  Com- 
mittee be  sent  to  the  bi-annual  Conference  on 
Physicians  and  Schools  of  the  American  Medical 
Association;  or  to  the  American  College  of  Sports 
Medicine,  which  also  meets  bi-annually. 

STAPHYLOCOCCAL: 

The  Report  of  the  Staphvlococcal  Committee  BE 

FILED  WITH  COMMENDATION. 

1.  The  purpose  of  this  Committee  is:  To  actively 
investigate  the  problem  of  hospital  infections  in 
our  state,  working  actively  with  hospital  admin- 
istration and  public  health  agencies  for  the  con- 
trol of  these  infections. 

2.  This  Committee  has  pursued  its  original  direc- 
tion of  activities  in  working  with  the  Inter-Agen- 
cy Committee  of  Staphylococcal  Infections  com- 
posed of  representatives  of  Washington  State 
Medical  Association  and  the  State  Department  of 
Public  Health.  The  Chairman  of  this  Inter- 
Agency  Committee  is  Dr.  Charles  C.  Reberger. 

3.  The  Inter-Agency  Committee,  early  in  the  year, 
continued  to  hold  meetings  and  in  cooperation 
with  County'  Medical  Societies,  Nurses’  Associa- 
tions and  other  interested  groups,  conducted  sem- 
inars concerning  staphylococcal  infections.  It 
has  been  inactive  since  February,  1961,  and  any 
remaining  work  at  this  time  is  of  a minor  nature. 
The  Inter-Agency  Committee  and  your  Commit- 
tee on  Staphylococcal  infections  are  looking  for  a 
new  approach  to  be  used  if  necessary. 

4.  The  Committee’s  accomplishment  has  been 
gratifying  in  that  cooperation  from  the  local  level 
including  the  County  Medical  Societies,  hospital 
and  nursing  personnel  has  been  excellent. 

5.  The  Staphylococcal  Committee  continues  to 
regard  education  as  the  foundation  of  infection 
control  in  our  state,  and  continues  to  feel  that 
this  instruction  must  reach  not  only  physicians, 
nurses  and  hospital  administrators,  but  also 
housekeepers,  dieticians,  laundry  personnel  and 
sanitation  workers.  It  is  also  felt  that  active  con- 
trols are  best  instituted  and  handled  on  a local 
level. 

STATE  DEPARTMENT  OF  PUBLIC  ASSISTANCE  (ADVISORY) 

The  Report  of  the  State  Department  of  Public  As- 
sistance (Advisory)  Committee  BE  FILED. 

The  State  Department  of  Public  Assistance 
(Advisory)  Committee  of  the  Washington  State 
Medical  Association  submits  for  your  considera- 
ation  its  annual  report  for  the  year  1960-1961. 

1.  The  purpose  of  this  Committee  is:  To  deal 
with  problems  of  the  State  Department  of  Public 
Assistance. 

2.  No  formal  meetings  of  this  Committee  were 
held  during  the  year  but  the  Chairman  kept  in 
contact  with  the  Director  of  the  Medical  Depart- 
ment of  the  State  Department  of  Public  Assist- 
ance, assuring  him  on  various  occasions  that  our 
Committee  stood  ready  to  lend  its  services  if 
such  were  desired.  We  were  assured  by  the  Di- 
rector that  if  any  problems  arose  in  which  he  felt 
that  we  could  be  of  assistance,  we  would  be 
called. 

3.  Aside  from  some  correspondence  in  February 
of  1961  the  Committee  has  not  been  further  con- 
tacted and  no  further  meetings  of  the  Committee 
are  anticipated  in  this  year. 
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VETERANS  MEDICAL  CARE: 

The  Report  of  the  Veterans  Medical  Care  Commit- 
tee BE  ADOPTED  WITH  COMMENDATION  AS 
AMENDED. 

The  Report  is  amended  by  adding  Item  (7),  to 
read:  “Your  committee  recommends  that  the  doctors 
of  the  State  of  Washington  be  encouraged  to  use  lo- 
cal facilities  for  the  care  of  nonservice-connected 
conditions  instead  of  referring  them  to  the  Veterans 
Administration  Hospitals.” 

1.  The  purpose  of  this  Committee  is:  To  confer 
with  Veterans  Administration  Consultants  and 
the  Deans  of  our  Medical  Schools  relative  to  the 
many  problems  that  have  been  stated  in  the  Re- 
port on  Veterans  Affairs  Conference,  as  adopted 
by  the  1957  House  of  Delegates;  and  to  urge  the 
AMA  to  carry  out  in  a more  extensive  way  the 
Washington  Resolution  opposing  Veterans  Ad- 
ministration care  of  veterans  otherwise  insured, 
as  adopted  by  the  House  of  Delegates  of  the 
AMA  in  Seattle,  November,  1956. 

2.  Since  the  last  meeting  of  the  Washington  State 
Medical  Association  in  September,  1960,  there 
have  been  two  meetings  of  the  American  Medical 
Association,  and  one  resolution  having  to  do  with 
Veterans  Medical  Care  was  introduced.  Resolu- 
tion No.  25,  introduced  by  the  Maryland  Delega- 
tion at  the  New  York  meeting,  is  as  follows: 

Subject:  Congressional  Investigation  Abuses 
of  Veterans  Medical  Care 

Whereas,  Washington  conferences  have  shown 
that  a Congressional  “Hearing”  before  a Congres- 
sional Committee  is  easy  to  get  and  generally 
avails  nothing;  and 

Whereas,  It  is  believed  that  only  a Congres- 
sional full  scale  “investigation”  will  obtain  any 
results;  therefore  be  it 

Resolved,  That  the  AMA  House  of  Delegates 
be  requested  to  change  the  words  “Congressional 
Hearing”  to  “Congressional  Investigation”  in  the 
Resolution  (No.  24)  passed  by  the  House  of 
Delegates  at  the  December  1959  meeting  in 
Dallas. 

RESOLUTION  PASSED  BY  THE  AMERICAN 
MEDICAL  ASSOCIATION  AT  DECEMBER 
MEETING  IN  DALLAS 
(Resolution  No.  24  Date:  11/25/51) 

Whereas,  The  medical  profession  of  the  United 
States  feels  a deep  and  abiding  obligation  to  pro- 
vide for  the  needs  of  veterans  with  service-con- 
nected disabilities,  and 

Whereas,  All  replies  to  a recent  communica- 
tion addressed  to  all  state  medical  societies  (28% 
heard  from  as  of  November  15,  1959)  indicate 
that  they  are  in  complete  accord  with  the  fol- 
lowing sentiments: 

(1)  Limitation  of  Federal  Medical  Care  of 
all  veterans  to  service-connected  disabilities. 

(2)  Provision  for  care  of  veterans  with  ser- 
vice-connected disabilities  by  the  Armed  Forces 
Hospitals  or  local  civilian  hospitals  on  a Home- 
town Care  basis  or  U.  S.  Public  Health  Service 
Hospitals. 

Whereas,  The  medical  care  of  veterans,  more 
than  85%  of  which  is  for  non-service  connected 
disabilities,  now  costs  the  taxpayers  nearly  a bil- 
lion dollars  a year— one-fifth  of  the  total  Vet- 
erans Administration  budget;  and 

Whereas,  The  general  Public  is  entirely  un- 
aware of  this  situation;  and 

Whereas,  The  only  means  to  accomplish  the 
above-mentioned  objectives  and  enlighten  the 
public  is  by  a Congressional  Hearing  which  can 


only  be  obtained  by  the  concerted  action  of  State 
Societies  and  the  American  Medical  Association; 
and 

Whereas,  The  proper  medium  for  doing  this  is 
the  American  Medical  Association;  therefore  be  it 

Resolved,  That  the  AMA  House  of  Delegates 
instruct  the  appropriate  Officers,  Committee  or 
Council  to  work  towards  obtaining  a Congres- 
sional Hearing  on  this  matter  WITHOUT  DE- 
LAY; and  be  it  further 

Resolved,  That  such  appropriate  Officer,  Com- 
mittee or  Council  call  upon  the  Component  So- 
cieties of  the  AMA  for  assistance  and  support. 

3.  The  Reference  Committee  report  is  as  follows: 

A.  Veterans’  Medical  Care— Your  reference 
committee  next  considered  Resolution  25,  “Con- 
gressional Investigation— Abuses  of  Veterans’ 
Medical  Care,”  introduced  by  the  Maryland  Dele- 
gation. The  intent  of  Resolution  25  is  to  amend 
Resolution  24  of  the  Dallas  meeting  which  was 
adopted  in  November  25,  1951.  Resolution  24 
resolved: 

“That  the  AMA  House  of  Delegates  instruct 
the  appropriate  officers,  Committee  or  Council 
to  work  towards  obtaining  a Congressional  Hear- 
ing in  this  matter  WITHOUT  DELAY;  and  be  it 
further 

“RESOLVED,  That  such  appropriate  Officer, 
Committee  or  Council  call  upon  the  component 
societies  of  the  AMA  for  assistance  and  support.” 

The  intent  of  Resolution  25  is  to  request  the 
American  Medical  Association  to  work  toward 
obtaining  a full  scale  Congressional  investigation 
instead  of  a Congressional  Hearing.  Members  of 
the  Council  on  Legislative  Activities  and  the 
Committee  on  Federal  Medical  Services  reviewed 
the  action  taken  following  the  adoption  of  Reso- 
lution 24.  It  is  the  conclusion  of  your  reference 
committee  that  Resolution  24  of  the  Dallas  meet- 
ing of  1959  has  been  fully  implemented  and 
further  amendment  to  this  Resolution  is  unneces- 
sary. Your  reference  committee  recommends  that 
no  action  be  taken  on  Resolution  25. 

4.  The  Committee  on  Federal  Medical  Services 
made  the  following  report  for  information  to  the 
House  of  Delegates: 

B.  Free  Choice  Veterans’  Care— It  is  the  policy 
of  this  House  of  Delegates  (adopted  November, 
1959)  that,  since  care  of  service-connected  dis- 
abilities at  federal  expense  is  generally  accepted 
to  be  a right  rather  than  a privilege,  the  veteran 
should  also  have  the  right  to  choose  where  and 
by  whom  he  should  be  treated  and  “that  the 
veterans  requiring  office,  home,  hospital,  nursing 
home  or  convalescent  care  for  any  service-con- 
nected disability  should  have  the  right  to  choose 
between  ( 1 ) care  by  a private  physician  in  a pri- 
vate facility  at  federal  expense,  or  (2)  treatment 
in  Veterans’  Administration  facilities,  rather  than 
that  this  decision  should  be,  as  at  present,  the 
prerogative  of  Veterans’  Administration  officials.” 

This  policy  is  in  accord  with  the  medical  pro- 
fession’s objective  of  the  best  possible  medical 
care  for  service-connected  cases,  injured  or  ill  as 
a result  of  his  service  to  his  country.  In  the  long 
run  it  would  also  be  an  economy  measure,  since 
it  would  relieve  pressure  for  the  construction  of 
additional  VA  facilities  and  for  increased  VA 
staffing.  Further,  it  would  save  the  veteran  him- 
self time  spent  traveling  to  VA  facilities  and 
money  lost  by  being  treated  away  from  family 
and  employment.  With  all  the  emphasis  in  Con- 
gress on  “civil  rights,”  “minority  rights,”  and 
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various  other  “rights”  it  would  seem  that  all 
legislators  would  support  this  “right”  for  veterans 
who  have  suffered  injury  in  their  country’s  ser- 
vice. It  would  seem,  too.  that  veterans  organiza- 
tions would  rally  to  the  support  of  such  a stand. 
Yet,  in  neither  case  is  this  true.  Therefore,  the 
Committee  is  studying  ways  by  which  the  rec- 
ommendation can  be  implemented  and  legislative 
changes  which  might  be  suggested  to  the  ap- 
propriate departments  of  the  Association  for 
further  action. 

5.  The  Committee  on  Military  and  Veterans  Af- 
fairs of  the  Texas  Medical  Association  has  sug- 
gested one  possible  way  of  cutting  down  on  the 
admissions  of  nonservice-connected  cases  to  Vet- 
erans’ Hospitals,  and  I quote  from  the  Texas 
State  Journal  of  Medicine,  August,  I960: 

“WHAT  CAN  WE  DO?” 

“At  first  glance,  it  would  seem  appropriate  that 
the  physician  write  Congressman  and  state  that 
he  is  against  admission  of  patients  to  federal 
hospitals  for  treatment  of  nonservice-connected 
disabilities.  This  has  been  done  repeatedly,  and 
all  instances,  ineffectively.  The  truth  is  that  it  is 
the  will  of  Congress  that  nonservice-connected 
patients  shall  be  cared  for  if  they  are  needy.  The 
first  time  that  the  Congress  so  voted  was  in  1934, 
and  the  bill  was  passed  over  a Presidential  vote. 
What  about  a big  publicity  campaign  to  call 
attention  to  the  free-loaders  who  go  to  the  VA 
hospitals  when  they  can  afford  private  care  or  do 
not  really  need  to  be  in  a hospital?  This,  too,  has 
been  tried  on  a limited  scale  and  has  failed.  That 
is  probably  just  as  well,  because  such  an  ap- 
proach almost  always  has  an  adverse  public  re- 
lations effect  on  the  medical  profession.  The 
record  proves  that  all  other  methods  have  failed, 
too. 

“The  association’s  Committee  on  Military  and 
Veterans  Affairs  has  looked  hard  for  a solution. 
There  seems  to  be  only  one  ultimate  answer.  The 
only  way  that  operations  of  the  VA  hospital  sys- 
tem will  be  curtailed  is  to  decrease  Congressional 
appropriations.  The  only  way  that  Congressional 
appropriations  will  be  decreased  is  by  a marked 
and  sustained  decrease  in  the  inpatient  census  of 
VA  hospitals,  and  the  only  way  that  physicians 
can  decrease  the  in-patient  census  of  VA  hos- 
pitals, is  to  stop  sending  patients  to  VA  Hos- 
pitals. This  means  physicians  in  their  private 
offices,  in  private  hospitals  and  clinics,  in  city- 
county  and  other  public  hospitals,  in  clinics  and 
emergency  rooms,  and  everywhere.  There  really 
is  no  other  solution. 

“The  only  ones  who  can  accomplish  this  task 
are  the  physicians  and  hospitals  of  Texas.  Altern- 
ate routes  for  referral  of  needy  patients  are  avail- 
able. We  must  use  them.” 

6.  If  the  doctors  in  the  State  of  Washington,  the 
State  of  Texas,  the  State  of  Oregon,  and  all  the 
other  forty-seven  States,  would  follow  this  ad- 
vice, we  might  cut  down  considerably  on  the  VA 
admissions  of  nonservice-connected  cases. 

7.  Your  Committee  recommends  that  the  doctors 
of  the  State  of  Washington  be  encouraged  to  use 
local  facilities  for  the  care  of  nonservice-connect- 
ed  conditions  instead  of  referring  them  to  the 
Veterans  Administration  Hospitals. 

WASHINGTON  PHYSICIANS  SERVICE  LIAISON: 

The  Report  of  the  Committee  on  Washington 

Physicians  Service  Liaison  BE  ADOPTED  AS 
AMENDED. 


The  Report  is  amended  in  Item  2,  by  deleting  the 

last  sentence,  which  begins,  “We  do  not  have  full 

cooperation  . ” 

1.  The  purpose  of  this  Committee  is:  To  act  as 
liaison  committee  between  WSMA  and  WPS;  to 
stimulate  close  cooperation  between  the  two  or- 
ganizations; and  to  submit  annual  reports  to  the 
WSMA  House  of  Delegates. 

2.  The  voice  of  your  Washington  Physicians 
Service  is  the  financial  and  professional  answer 
of  the  Washington  State  Medical  Association  to 
the  doctors’  prepaid  plan  of  meeting  some  of  the 
problems  of  increasing  costs  of  injury  and  illness 
in  our  State.  While  this  voice  grows  stronger  as 
this  organization  becomes  the  clearing  house  for 
approximately  six  millions  of  dollars  annually,  it 
still  remains  quiet  and  somewhat  weak  in  some 
areas.  This  quietness  and  weakness  is  deliberate 
because  this  doctor-directed  organization  is  a mu- 
tual expression  of  23  individual  county  bureaus 
which  hold  dear  the  concept  of  local  autonomy. 
The  greatest  amount  of  the  business,  therefore, 
which  is  conducted  is  that  which  is  presented  to 
the  Washington  Physicians  Service,  rather  than 
that  which  is  sought.  This  presented  business  in- 
cludes medical  care  to  the  state  indigent,  Medi- 
care, federal  employees,  and  Veterans  Home 
care.  Negotiations  of  these  matters  have  served 
as  an  excellent  sounding  board  for  the  expanding 
statewide  contracts  and  gradually  there  is  evolv- 
ing an  improved  cooperative  spirit  between  the 
individual  Bureaus. 

As  each  year  evolves,  this  segment  of  medical 
life,  which  is  surely  here  to  stay  remains  com- 
pletely democratic  by  equitable  election  of  doc- 
tor-directors; by  being  non-dictatorial  in  its  poli- 
cies to  its  individual  2800  doctors;  and  by  being 
non-aggressive  as  to  its  growth,  since  no  attempt 
is  made  to  consume  the  business  of  any  one 
Bureau,  nor  to  encroach  upon  the  ideas  and  ideal 
of  a physician’s  private  practice. 

All  decisions  involving  our  organization  are 
well  studied  by  our  Board  members  and  stock- 
voters,  who  are  WSMA  members,  and  fully  alert 
to  both  professional  and  financial  trends.  We 
change,  mature  and  grow  by  evolution,  with  no 
thought  under  the  present  structure  of  contra- 
diction of  WSMA  policies  on  ethics,  professional 
or  financial  matters. 

3.  The  Washington  Physicians  Service  Liaison 
Committee  has  met  in  official  capacity  at  bi- 
monthly intervals  during  this  reporting  period. 

4.  At  the  annual  meeting  of  the  stockvoters  on 
February  25,  1961,  Wayne  Zimmerman,  Pierce 
County,  was  elected  Trustee;  Dennis  Seacat, 
Clark  County,  was  elected  as  Trustee;  and  R.  M. 
Hoag,  Skagit  County,  was  re-elected  as  Trustee. 
At  a special  organizational  meeting  of  the  Board 
of  Trustees  held  on  February  25,  1961,  following 
the  annual  meeting,  Albert  F.  Lee,  King  County, 
was  elected  President;  W.  H.  Tousey,  Spokane 
County,  Vice  President;  A.  J.  Bowles,  King  Coun- 
ty, Secretary-Treasurer;  and  C.  D.  Muller,  Kit- 
sap County,  was  elected  to  the  Executive  Com- 
mittee. Mr.  Henry  Kastner  was  reappointed  as 
Legal  Counsel.  The  Board,  at  this  meeting,  took 
official  action  abolishing  the  position  of  Medical 
Advisor. 

5.  Specific  Activities 

A.  Medicare— The  Medicare  contract  was  re- 
newed, effective  October  1,  1960.  There  were  no 
changes  in  the  previous  contract  and  activities 
therefore  continue  under  this  contract  as  in  the 
past. 
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Volume  of  Transactions 
July  1,  1960- June  30,  1961 


Federal 


County 

State  Contracts 

V.A. 

Welfare 

Medicare 

Employees 

Totals 

Benton-Franklin 

$ 18,000.45 

$ 

2,391.40 

$ 91,494.91 

$ 13,261.25 

$ 12,155.44 

$ 137,303.45 

Chelan 

96,047.46 

7,307.04 

89,573.04 

5,370.75 

10,257.94 

208,556.23 

Clallam 

11,328.12 

1,859.97 

58,483.75 

24,012.12 

4,564.70 

100,248.66 

Clark 

13,858.43 

2,125.69 

171,337.04 

12,274.43 

2,214.33 

201,809.92 

Columbia  Basin 

4,654.55 

1,859.97 

38,614.40 

13,407.20 

12,623.33 

71,159.45 

Cowlitz 

4,430.15 

4,251.37 

109,652.25 

9,798.00 

1,184.01 

129,315.78 

Grays  Harbor 

25,673.93 

398.58 

97,231.86 

13,175.73 

1 193.10 

137,673.20 

Jefferson 

2,152.25 

265.71 

20,729.54 

5,255.25 

4,657.01 

33,059.76 

King 

978,765.05 

13,019.82 

71,328.99 

161,497.40 

1,224,611.26 

Kitsap 

41,506.34 

8,635.60 

117,872.78 

6,942.50 

394,192.94 

569,150.16 

Kittitas 

19,024.42 

132.85 

36,216.16 

1,800.50 

319.60 

57,493.53 

Lewis 

25,458.36 

531.42 

91,059.32 

4,531.75 

769.56 

122,350.41 

Mason 

183,732.79 

21,968.78 

1,475.00 

1,208.30 

208,384.87 

Okanogan 

2,186.90 

929.99 

53,209.15 

2,516.95 

8,298.01 

67,141.00 

Pacific 

2,786.06 

531.42 

31,663.28 

5,938.75 

1,646.44 

42,565.95 

Pierce 

233,554.09 

24,711.09 

406,760.77 

26,343.70 

299,572.50 

990,942.15 

Skagit 

85,233.10 

265.71 

88,578.66 

17,775.00 

43,764.33 

235,616.80 

Snohomish 

103,946.76 

7,572,75 

260,964.59 

60,139.02 

29,659.81 

462,282.93 

Spokane 

40,465.21 

30,556.73 

598,954.37 

121,430.88 

93,003.83 

884,411.02 

Thurston 

103,123.61 

4,251.37 

89,313.17 

11,322.25 

22,397.87 

230,408.27 

Walla  Walla 

4,216.85 

1,727.12 

87,941.30 

4,645.50 

16,668.44 

1 15,199.21 

Whatcom 

103,881.73 

5,712.78 

163,601.58 

20,137.05 

3,675.89 

297,009.03 

Yakima 

13,816.95 

326,173.37 

29,372.40 

369,362.72 

I.W.A.  Welfare  Trust 

292,100.05 

Totals 

$2,104,026.61 

$ 

132,855,33 

$3,051,394.07 

$ 482,254.97 

$1,125,524.78 

$7,188,155.81 

B.  Veterans  Administration— The  Veterans  Ad- 
ministration contract  is  presently  in  the  process 
of  being  renewed,  with  four  fee  schedule  in- 
creases and  a revision  of  certain  of  the  admini- 
strative procedures  involved. 

C.  State  Department  of  Public  Assistance— The 
SDPA  contract  was  renewed,  effective  July  1, 
1961,  for  one  year  only.  The  per-capita  rate 
remains  the  same  as  during  the  past  biennium. 
The  contract  was  renewed  for  one  year  due  to 
specific  Legislative  action  which  prevented  an 
increase  of  fees  until  July  1,  1962.  This  con- 
tract will  be  renegotiated  at  that  time. 

D.  Statewide  Contracts— The  number  of  state- 
wide contracts  has  increased  from  32  to  36 
during  the  last  period.  These  contracts  cover 
approximately  150,000  people  and  are  exclusive 
of  Government  contracts  previously  mentioned. 

E.  Legislative  Activities— A Legislative  Session 
was  conducted  during  this  reporting  period  and 
the  Washington  Physicians  Service  participated, 
in  conjunction  with  the  Washington  State  Medi- 
cal Association.  These  co-ordinated  activities 
are  designed  to  provide  information  to  the  pro- 
fession concerning  any  legislation  which  might 
affect  adversely  the  successful  operation  of 
doctor-sponsored  prepaid  Medical  Plans  and  the 
individual  practice  of  medicine  itself,  and  to 
oppose  any  such  legislation,  as  well  as  support- 
ing legislation  favorable  to  the  free  practice  of 
medicine  in  general. 

F.  Federal  Employees  Contract—  During  this 
reporting  period,  the  Federal  Employees  con- 
tract has  continued  in  successful  operation,  with 
a minimum  of  administrative  difficulties  and 
the  maximum  of  satisfaction  among  the  approxi- 
mately 20,000  individuals  covered.  The  contract 
is  in  process  of  renewal,  which  will  become  ef- 
fective October  1,  1961.  No  radical  changes  are 
anticipated  in  the  contract. 

G.  Major  Medical  Extended  Coverage— The 
Board  of  Trustees  took  action  to  discontinue  our 
agreement  with  United  Pacific  Insurance  Com- 
pany to  underwrite  the  Major  Medical  Extended 
Coverage  offered  in  conjunction  with  statewide 
contracts,  and  approved  of  this  organization 


underwriting  this  coverage  itself.  This  was  an 
actuarially  sound  step  in  that  an  adequate  reserve 
has  been  established  during  the  period  when  this 
coverage  was  purchased  through  United  Pacific. 
This  activity  began  as  of  April  1,  1961.  This 
provides  greater  financial  benefit  to  the  Bureaus 
and  physicians  throughout  the  State,  since  it 
eliminates  the  necessity  of  paying  a percentage 
of  premiums  to  the  United  Pacific. 

H.  Volume  of  Transactions— The  volume  of 
transactions  for  the  12-month  period  ending 
June  30,  1961,  is  tabulated  on  the  attached  sheet. 
It  is  of  interest,  particularly,  to  note  the  increase 
in  the  overall  volume.  This  is  largely  attributable 
to  the  new  Federal  Employees  contract  and  the 
increase  in  statewide  contracts.  This  total  volume 
of  business,  amounting  to  $7,188,155.81,  may  be 
divided  into  two  distinct  categories,  to  reflect 
the  two  methods  of  disseminating  funds  through 
the  Washington  Physicians  Service.  These  two 
categories  are  as  follows: 

( 1 ) . Dollars  paid  direct  to  physicians  in  the 
State  from  the  Washington  Physicians  Service 
office: 

Veterans  Administration  $ 132,855.33 

Medicare  482,254.97 


$ 615,110.30 

(2.)  Dollars  paid  to  local  Bureaus  for  payment 
by  the  local  Bureaus  for  medical  services: 

State  Dept.  Public  Assistance  $3,051,394.07 
Statewide  Contracts  2,104,026.61 

Federal  Employees  1,125,524.78 


$6,280,945.46 

6.  Recommendations— Vie  jointly  advise  firm 
continued  support  of  the  Washington  Physicians 
Service  by  the  Washington  State  Medical  Asso- 
ciation and  its  members. 

WSMA  SPECIAL  CONVENTION: 

The  Report  of  the  WSMA  Special  Convention 

Committee  BE  FILED  WITH  COMMENDATION. 

1.  The  purpose  of  this  Committee  is:  To  survey 
the  “format”  of  the  Annual  Meeting  and  to  con- 
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sider  participation  in  medical  scientific  programs 
of  “Century  21”. 

2.  Committee  recommendations  in  1959-1960: 

A.  That  various  General  Practitioner  and 
Specialty  Groups  be  further  encouraged  to  in- 
crease their  participation  in  the  State  Association 
Annual  Meeting. 

The  Groups  are  to  be  commended  for  their 
increased  participation  as  demonstrated  by  the 
content  of  the  Scientific  Program  for  the  1961 
Annual  Meeting. 

B.  That  this  Committee  be  continued  with  con- 
sideration of  added  representation  from  the  vari- 
ous groups  in  the  appointment  of  the  Scientific 
Program  Committee. 

This  recommendation  was  carried  out  with 
the  result  that  every  Group  in  the  state  desiring 
it  has  had  a representative  on  the  Scientific  Pro- 
gram Committee. 

C.  That  careful  consideration  be  given  to  the 
membership  of  the  Scientific  Work  Committee 
to  insure  its  continued  high  efficiency.  Consulta- 
tion should  be  held  between  the  WSMA  Presi- 
dent, and  the  Committee  Chairman  before  the 
completion  of  appointments  for  next  year. 

This  recommendation  has  received  full  im- 
plementation. 

3.  Your  Committee  has  the  following  to  report 
relative  to  “Century  21”: 

In  April,  1961,  Dr.  Humiston  appeared  before 
a Committee  of  the  Board  of  Trustees  of  the 
American  Medical  Association  in  advocacy  of  the 
AMA’s  sponsoring  a medical  exhibit  in  the  Cen- 
tury 21  Seattle  World’s  Fair.  Mr.  Ed.  Stimson, 
of  the  Century  21  staff  in  Washington,  D.C., 
participated  in  the  presentation.  All  parties  pres- 
ent at  the  meeting  agreed  that  a medical  exhibit 
should  be  of  the  highest  quality  and  consistent 
with  the  Exposition’s  theme  of  previewing  the 
coming  century.  Minimum-maximum  costs  for 
such  a exhibit  were  projected  as  being  from 
one-quarter  to  one-half  million  dollars.  After  two 
weeks  of  study  and  careful  consideration,  the 
AMA  Board  of  Trustees  notified  the  State  Asso- 
ciation that  the  AMA  “regretted  it  would  be 
unable  to  participate  due  to  the  necessity  for 
allocating  funds  to  other  programs  and  projects 
more  national  in  character.” 

Consideration  has  also  been  given  to  develop- 
ing an  exhibit  on  a lesser  scale.  Your  Committee 
has  found  it  would  cost  the  State  Association,  or 
a combination  of  the  State  Association  and  the 
King  County  Medical  Society,  approximately 
$30,000  plus  the  cost  of  staff  physicians  and 
other  personnel  to  install  and  maintain  a modest 
and  possibly  disappointing  exhibit  at  Century' 
21.  To  date,  it  has  not  seemed  appropriate  to 
recommend  expenditures  for  such  an  exhibit. 

6.  Y our  Committee  recommends : 

A.  That  it  continue  to  function  as  a Special 
Convention  Committee  to  which  problems  con- 
cerning the  Convention  may  be  referred  by  the 
House  of  Delegates,  the  Board  of  Trustees,  and 
the  Executive  Committee. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RESOLUTIONS: 

Dr.  Clarence  L.  Lyon,  Chairman,  presented  the 
Report  of  the  Reference  Committee  on  Resolutions. 
Each  Amendment  to  the  By-Laws,  and  each  Resolu- 
tion with  its  Reference  Committee  recommendations, 
was  considered,  and  the  following  action  taken: 

The  motions  were  made,  seconded  and  CAR- 
RIED that: 


AMENDMENT  TO  THE  BY-LAWS-CHAPTER  X,  SECTION  5— 
Delegates  and  County  Society  Officers 

The  Amendment  to  Chapter  X,  Section  5,  of  the 
By-Laws  BE  ADOPTED  AS  AMENDED. 

The  Amendment  is  amended  in  its  Title  by: 
Changing  the  Roman  Numeral  (X)  after  the  word, 
“Chapter,”  to  the  Roman  Numeral  (I)  . 

AMENDMENT  TO  THE  BY-LAWS-CHAPTER  VIII,  SECTION  8- 
Standing  Committees,  Industrial  Health: 

The  Amendment  to  Chapter  VIII,  Section  8,  of  the 
By-Laws  BE  ADOPTED. 

RESOLUTION:  "Control  of  Unauthorized  Personnel  in  Hospital 
Delivery  Rooms": 

The  Resolution,  recommending  that  all  persons 
except  the  patient  and  necessary  authorized  medical 
and  hospital  personnel  be  excluded  from  hospital 
delivery  rooms  in  the  state  of  Washington,  BE 
TABLED. 

RESOLUTION:  "King  Bill — (H.R.  4222)": 

The  Resolution,  expressing  WSMA  disapproval  of 
the  furnishing  of  medical  care  in  kind  by  Govern- 
ment to  persons  other  than  the  needy,  WAS 
ADOPTED. 

RESOLUTION:  "Medical  Consultant,  Department  of  Labor  and 
Industries": 

The  Resolution,  urging  WSMA  to  take  immediate 
action  to  effect  the  guarantee  that  the  position  of 
Medical  Consultant  to  the  Department  of  Labor  and 
Industries  be  non-political  and  filled  only  by  a quali- 
fied licensed  M.D.,  endorsed  by  the  Washington 
State  Medical  Association,  BE  REJECTED. 

The  rejection  was  based  on  the  feeling  that  im- 
plementation of  this  Resolution  is  not  politically 
expedient  and  in  some  cases,  not  legal. 

RESOLUTION:  "Mental  Health  Committee": 

The  Resolution,  recommending  that  WSMA  take 
steps  to  implement  an  exchange  of  information  be- 
tween psychiatry  and  the  rest  of  medicine  regarding 
the  therapeutic  use  of  the  relationship  between  Doc- 
tor and  patient  in  the  interest  of  improved  skill  in 
the  art  of  medicine,  and  increased  benefit  to  the 
patient,  BE  TABLED. 

The  Resolution  is  a duplication  of  the  activity  pre- 
sented by  the  Standing  Committee  on  Mental  Health, 
and  requires  no  separate  action. 

RESOLUTION:  "Osteopathy": 

The  Resolution,  re-affirming  recent  action  of  the 
AMA  House  of  Delegates  relative  to  this  subject, 
WAS  ADOPTED  and  now  reads: 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Washington  State  Medical  Associa- 
tion approves  in  principle  the  Statement  of  Policy 
on  the  subject  of  osteopathy  adopted  by  the 
AMA  House  of  Delegates,  June  25-30,  1961,  as 
follows : 

1.  There  can  never  be  an  ethical  relationship  be- 
tween a doctor  of  medicine  and  a cultist,  that  is, 
one  who  does  not  practice  a system  of  healing 
founded  on  a scientific  basis. 

2.  There  can  never  be  a majority  party  and  a 
minority  party  in  any  science.  There  cannot  be 
two  distinct  sciences  of  medicine  or  two  dif- 
ferent, yet  equally  valid  systems  of  medical 
practice. 
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3.  Recognition  should  be  given  to  the  transition 
presently  occurring  in  osteopathy,  which  is  evi- 
dence of  an  attempt  by  a significant  number  of 
those  practicing  osteopathic  medicine  to  give 
their  patients  scientific  medical  care.  This  tran- 
sition should  be  encouraged  so  that  the  evolu- 
tionary process  can  be  expedited. 

4.  It  is  appropriate  for  the  American  Medical 
Association  to  reappraise  its  application  of  policy 
regarding  relationships  with  doctors  of  osteo- 
pathy, in  view  of  the  transition  of  osteopathy 
into  osteopathic  medicine;  in  view  of  the  fact 
that  the  colleges  of  osteopathy  have  modeled 
their  curricula  after  medical  schools;  in  view  of 
the  almost  complete  lack  of  osteopathic  litera- 
ture and  the  reliance  of  osteopaths  on,  and  the 
use  of,  medical  literature;  and,  in  view  of  the 
fact  that  many  doctors  of  osteopathy  are  no 
longer  practicing  osteopathy. 

5.  Policy  should  now  be  applied  individually  at 
state  level  according  to  the  facts  as  they  exist. 
Heretofore,  this  policy  has  been  applied  col- 
lectively at  national  level.  The  test  now  should 
be:  Does  the  individual  doctor  of  osteopathy 
practice  osteopathy,  or  does  he  in  fact  practice 
a method  of  healing  founded  on  a scientific  bases? 
If  he  practices  osteopathy,  he  practices  a cult 
system  of  healing,  and  all  voluntary  professional 
associations  with  him  are  unethical.  If  he  bases 
his  practice  on  the  same  scientific  principles  as 
those  adhered  to  by  members  of  the  American 
Medical  Association,  voluntary  professional  rela- 
tionships with  him  should  not  be  deemed  un- 
ethical. 

and,  be  it  further 

RESOLVED,  that  the  Washington  State  Medi- 
cal Association  stand  ready  to  further  imple- 
ment this  statement  of  policy. 

RESOLUTION:  “Physician  Examinations'7: 

The  Resolution,  recommending  that  the  Washing- 
ton State  Medical  Association  place  on  record  its 
appreciation  of  Charles  McArthur’s  dedicated  lead- 
ership in  establishing  a Scientific  Exhibit,  “An  An- 
nuel P.E.  for  every  M.D.”  at  many  AMA  Conven- 
tions, WAS  TABLED. 

RESOLUTION:  "President's  Salary": 

The  Resolution,  recommending  that  the  President 
receive  a $5,000.00  per  year  salary  during  his  term 
in  office,  WAS  REJECTED. 

It  was  noted  the  President  of  the  Association  dur- 
ing his  term  of  office,  has  a fund  to  subsidize  his 
expenses  incurred  in  service  to  the  Association. 

RESOLUTION:  "Development  of  State  Relative  Value  Study": 

The  Resolution,  requesting  WSMA  to  approve  the 
principle  of  Relative  Value  Studies,  and  the  Board 
of  Trustees  to  develop  a Relative  Value  Study  for 
presentation  to  the  1962  Session  of  the  House  of 
Delegates,  WAS  ADOPTED  and  now  reads: 

WHEREAS,  the  number  of  people  covered  by 
private  medical  insurance  is  increasing,  and 
WHEREAS,  such  insurance  companies  are 
an  important  bulwark  against  socialized  medicine, 
but  they  are  in  need  of  some  type  of  relative 
values  in  order  to  estimate  costs,  and 

WHEREAS,  the  Federal  Government  has 
entered  the  field  of  prepaid  medical  care  and 
imposed  fees  where  no  Relative  Value  Studies 
were  available,  and 

WHEREAS,  physicians  fees  should  not  be  set 


by  private  insurance  companies  or  the  Govern- 
ment, and 

WHEREAS  .specific  fee  schedules  are  inflex- 
ible, and  therefore  might  not  be  equitable  over 
a large  geographical  area,  now  therefore. 

BE  IT  RESOLVED,  that  the  Washington  State 
Medical  Association  approves  the  principle  of 
Relative  Value  Studies  and  that  the  Board  of 
Trustees  be  directed  to  develop  a Relative  Value 
Study  for  presentation  to  the  House  of  Delegates 
at  the  1962  Meeting. 

RESOLUTION:  “Voluntary  Health  Insurance77: 

The  Resolution,  recommending  that  the  purposes, 
objectives,  functions  and  activities  of  the  Washing- 
ton Physicians’  Service  be  re-examined,  and  the  re- 
sults analyzed  by  the  Board  of  Trustees  of  WPS,  and 
their  recommendations  submitted  to  the  stockvoters 
of  WPS  for  approval  or  disapproval,  BE  REJECTED. 

The  Resolution  was  rejected  on  the  grounds  that 
the  body  of  the  Resolution  presented  no  instructions 
or  mechanisms  not  previously  given,  and  there 
seemed  no  reason  why  the  WPS  Board  of  Trustees 
needed  further  directive  for  self-examination. 

RESOLUTION:  "Admission  Policy  of  University  of  Washington 
Hospital": 

The  Resolution,  requesting  the  Washington  State 
Medical  Association  to  place  on  record  the  recom- 
mendation that  the  administrative  requirements  for 
admission  be  determined  by  the  University  officials 
on  the  basis  of  the  needs  of  the  teaching  and  re- 
search program  of  the  University  School  of  Medicine, 
WAS  ADOPTED  AS  AMENDED. 

The  Resolution  is  amended  as  follows: 

A.  Paragraph  3,  Line  5,  delete  the  word,  “par- 
ticularly.” 

B.  Paragraph  5,  lines  2 and  3,  delete  the  words, 
“that  the  present  policy  be  discontinued  and.” 

The  resolution  now  reads: 

WHEREAS,  the  Washington  State  Medical 
Association  has  encouraged,  supported,  and  de- 
manded the  highest  quality  of  medical  education 
at  the  University  of  Washington  School  of  Medi- 
cine from  its  inception  to  the  present,  and 
WHEREAS,  we  recognize  that  University  Hos- 
pital policy  is  properly  established  by  the  Uni- 
versity Board  of  Regents  to  serve  the  teaching 
and  research  needs  of  the  School  of  Medicine, 
and 

WHEREAS,  the  policy  promulgated  by  the  ad- 
ministration of  the  University  and  approved  by 
the  Washington  State  Medical  Association  in 
1948,  which  imposes  the  requirement  of  a phy- 
sician letter  of  referral  for  admission  to  the 
University  Hospital,  is  now  considered  unwork- 
able by  the  administration,  as  it  pertains  to  the 
Department  of  Obstetrics,  and 

WHEREAS,  continuing  review  of  these  poli- 
cies to  meet  changing  needs  is  an  obligation  of 
the  Washington  State  Medical  Association  in  a 
cooperative  effort  to  insure  medical  education  of 
the  highest  quality.  Accordingly,  with  reference 
to  the  letter  of  referral  policy,  now  therefore 
BE  IT  RESOLVED,  that  the  Washington 
State  Medical  Association  place  on  record  the 
recommendation  that  the  administrative  require- 
ments for  admission  be  determined  by  the  Uni- 
versity officials  on  the  basis  of  the  needs  of  the 
teaching  and  research  program  of  the  University 
of  Washington  School  of  Medicine. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  PLACE  OF  1963  MEETING: 

Fred  C.  Harvey,  Chairman,  presented  the  Report 
of  the  Reference  Committee  on  Place  of  1963  Meet- 
ing, and  recommended  the  selection  of  Seattle, 
Washington. 

The  motion  was  made,  seconded  and  CARRIED 
that:  “The  1963  Meeting  of  the  Washington  State 
Medical  Association  BE  HELD  IN  SEATTLE. 
Washington.” 

REPORT  OF  NOMINATING  COMMITTEE: 

The  Report  of  the  Nominating  Committee  was 
forwarded  to  the  members  of  the  House  of  Delegates 
within  the  required  20  days  prior  to  the  Second  Ses- 
sion of  this  House. 

The  Speaker  declared  nominations  open  from  the 
floor,  and  when  necessary  called  for  written  bal- 
lots. The  motion  was  made,  seconded,  and  CAR- 
RIED that  nominations  be  closed,  and  the  FOL- 
LOWING OFFICERS  AND  TRUSTEES  WERE 
ELECTED: 

PRESIDENT-ELECT:  Dean  K.  Crystal,  M.D.,  Seattle 
VICE-PRESIDENT:  Arthur  L.  Ludwick,  M.D.,  Wenatchee 
ASSISTANT  SECRETARY-TREASURER:  Carl  E.  Mudge,  M.D., 
Seattle 

SPEAKER  OF  THE  HOUSE:  Heyes  Peterson,  M.D.,  Vancouver 
FINANCE  COMMITTEE:  Harold  T.  Pederson,  M.D.,  Spokane 
A.M.A.  DELEGATE:  David  W.  Gaiser,  M.D.,  Spokane 
A.M.A.  ALTERNATE:  Peter  T.  Brooks,  M.D.,  Walla  Walla 
A.M.A.  DELEGATE:  Frederick  A.  Tucker,  M.D.,  Seattle 
A.M.A.  ALTERNATE:  Quin  B.  Demarsh,  M.D.,  Seattle 
ELECTED  TRUSTEE:  (Two-Year  Term — Eastern  District)  Louis 
S.  Dewey,  M.D.,  Omak,  Harold  L.  Tracy,  M.D.,  Moses  Lake 
ELECTED  TRUSTEE:  (Two-Year  Term— Western  District)  C.  E. 
Benson,  M.D.,  Bremerton,  Robert  B.  Hunter,  M.D.,  Sedro 
Woolley 

ELECTED  TRUSTEE  AT  LARGE:  (One-Year  Term)  A written 
ballot  was  called,  and  the  FOLLOWING  WERE  ELECTED: 
Francis  M.  Brink,  Spokane,  Peter  T.  Brooks,  Walla  Walla, 
Frederick  L.  Burrows,  Yakima,  John  R.  Hahn,  Arlington, 
Herman  S.  Judd,  Tacoma,  Wendell  C.  Knudson,  Seattle 


the  rostrum,  and  was  administered  the  Presidential 
OATH  OF  OFFICE  by  the  Speaker. 

Homer  W.  Humiston,  retiring  President,  presented 
the  gavel  to  Dr.  Rew  as  a symbol  of  his  Presidency, 
together  with  Dr.  Humiston’s  pledge,  “of  my  full 
cooperation.” 

Dr.  Rew  expressed  his  appreciation  of  the  honor 
bestowed  upon  him,  and  said  it  was  with,  “great 
humility  and  a sense  of  responsibility-  that  he  faced 
this  Office,  and  that  if  it  were  not  for  the  fact  that 
this  Organization  is  so  cooperative,  he  would  be 
unable  to  carry  out  his  tasks.” 

Dr.  Rew  continued,  “As  my  first  official  duty, 
I wish  to  express  to  you  Dr.  Humiston,  on  behalf  of 
myself  and  the  entire  membership,  our  gratitude 
and  appreciation  for  a job  well-done,  and  for  the 
many  services  rendered  above  and  beyond  the  call 
of  duty’  in  the  interests  of  our  Profession. 

“Please  accept  this  inscribed  Gavel  and  Plaque 
with  our  sincere  thanks,  and  I ask  you  all  to  stand 
and  give  a vote  of  thanks  to  Dr.  Humiston.” 

There  being  no  further  business,  the  Seventy- 
Second  Annual  Session  of  the  House  of  Delegates  of 
the  Washington  State  Medical  Association,  held 
at  the  Olympic  Hotel,  Seattle,  Washington,  Sep- 
tember 17-20,  1961,  was  adjourned  at  7:15  p.m. 


57  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


★ Chart  Folders  ★ Shelf  Filing 


UNFINISHED  OR  NEW  BUSINESS: 


★ Interior  Designs 


Dr.  Donald  T.  Hall,  Chairman,  Medical  Defense 
Fund  Committee,  called  attention  to  the  fact  Medi- 
cal Defense  cases  throughout  the  State  are  being 
filed  at  an  alarming  rate,  and  that  insurance  rates 
are  going  up  20%  as  of  now. 

He  advised  that  within  the  near  future,  material 
will  be  circulated  to  the  membership  instructing 
them  as  to:  (1)  Ways  to  avoid  a medical  defense 
suit;  (2)  Steps  to  be  taken  in  the  event  a suit  is 
filed,  or  threatened:  (3)  The  causes  of  medical  de- 
fense suits,  etc. 

Dr.  Hall  asked  that  when  the  members  receive 
this  information,  they  read  it  very  carefully,  discuss 
the  problem  with  other  physicians,  and  in  general 
try  to  become  more  cognizant  of  the  trend;  and  with 
this  knowledge,  it  is  hoped  we  can  curtail  a great 
share  of  these  suits. 

INDUCTION  OF  NEW  PRESIDENT: 

Willard  B.  Rew,  President-Elect  was  escorted  to 


For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 
* Printing,  Engraving,  Lithographing 
★ Office  Supplies 


TRICK  & MURRAY 


115  Seneca  Street  Seattle  1,  Washington 
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SOME  BOOKS  ARE  TO  BE  TASTED,  OTHERS  TO  BE 
SWALLOWED,  AND  SOME  FEW  TO  BE  CHEWED  AND 
DICESTED.  —FRANCIS  BACON 


RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 

Histopathologic  effects  of  local  anesthetic  drugs. 

By  Philip  Pizzolato,  M.D.,  Assistant  Chief,  Labora- 
tory Service,  Veterans  Administration  Hospital,  Clini- 
cal Associate  Professor  of  Pathology,  Louisiana  State 
University  School  of  Medicine,  New  Orleans,  Loui- 
siana; and  Walter  Mannheimer,  M.D.,  Chief,  Anes- 
thesiology, Veterans  Administration  Hospital,  Asso- 
ciate Professor  of  Anesthesiology,  Baylor  University, 
College  of  Medicine,  Houston,  Texas.  100  pp.  42 
illustrations.  Price  $5.50.  Charles  C Thomas,  Pub- 
lisher, Springfield,  Illinois.  1961. 


Brain  mechanisms  and  learning. 

A symposium  organized  by  The  Council  for  Inter- 
national Organizations  of  Medical  Sciences,  estab- 
lished under  the  joint  auspices  of  UNESCO  and 
WHO.  Consulting  editors  A.  Fessard,  R.  W.  Gerard, 
J.  Konorski;  Editor  for  the  Council,  J.  F.  Delfresnaye, 
C.I.O.M.S.,  Paris,  France.  702  pp.  Price  $15.00. 
Charles  C Thomas,  Springfield,  Illionois.  1961. 


Medical  physiology,  ed.  11. 

Edited  by  Philip  Bard,  M.D.,  Professor  Physiology, 
The  Johns  Hopkins  University.  1339  pp.  508  illus- 
trations. The  C.  V.  Mosby  Company,  St.  Louis,  Mo. 
1961. 


REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed 
by  any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County 
Medical  Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The 
library  appreciates,  but  does  not  demand,  reimbursement  for  postage. 


A manual  of  cutaneous  medicine. 

By  Donald  M.  Pillsbury,  M.D.,  D. Sc. (Hon.),  Professor  and  Chair- 
man Department  of  Dermatology;  Walter  B.  Shelley,  M.D., 
PhD.,  Professor  of  Dermatology;  Albert  M.  Kligman,  M.D., 
Ph.D.,  Professor  of  Dermatology,  all  of  University  of  Pennsyl- 
vania School  of  Medicine.  430  pp.  Illustrated.  Price  $9.50. 
W.  B.  Saunders  Company,  Philadelphia.  1961. 

There  have  been  periodic  attempts  by  various 
writers  to  present  a concise  presentation  of  derma- 
tologic disorders  in  book  form.  All  have  missed  their 
mark  in  an  attempt  to  remain  brief  and  still  cover 
the  field,  but  “Cutaneous  Medicine”  is  the  first 
successful  writing  with  this  purpose.  The  new  publi- 
cation on  cutaneous  medicine  by  these  three  authors 


is  the  most  readable  text  this  reviewer  has  come  upon 
in  dermatology  in  many  years. 

The  text  has  numerous  photographs  which  aid 
tremendously.  In  addition,  they  have  done  an  in- 
clusive job  of  writing  adequately  about  common  dis- 
orders and  barely  mentioning  or  omitting  those  which 
are  rare  or  relatively  unimportant. 

These  same  three  authors  have  written  a com- 
plete text  on  dermatology  which  has  been  avail- 
able for  several  years.  This  is  in  no  way  a summary 
of  the  larger  text.  It  is  rewritten  completely  and,  I 
believe,  approaches  the  basics  of  dermatology.  I feel 
this  text  will  gain  popularity  steadily  as  knowledge 


125 

Northwest  Medicine,  January  1962 


of  it  becomes  more  general.  It  should  have  a larger 
potential  reading  public  than  its  big  brother,  “Der- 
matology by  Pillsbury,  Shelley  and  Kligman. 

ROBERT  A.  POMMERENTNC,  M.D. 


Radiopaque  diagnostic  agents. 

By  Peter  K.  Knoefel,  M.D.,  Professor  of  Pharmacology,  Univer- 
sity of  Louisville,  Kentucky.  157  pp.  Illustrated.  Price  $6.75. 
Charles  C Thomas,  Springfield,  III.  1961. 

This  book  presents  an  enormous  amount  of 
valuable  information,  much  of  it  based  on  original 
research,  and  generally  not  readily  available  else- 
where. It  is  well  organized  and  well  presented. 

It  also  shows  some  surprising  gaps  in  addition 
to  those  which  are  inevitable  and  stem  from  the 
fact  that  no  book  can  outpace  the  flood  of  new  pre- 
parations and  procedures,  or  judge  the  value  or 
hazards  of  recent  methods. 

The  opening  chapter  (on  physical  and  optical 
considerations)  and  the  last  chapter  (on  toxicity) 
tend  to  “fall  between  two  chairs.”  They  are  too 
rudimentary  for  those  with  background,  and  assume 
too  much  from  those  without.  This  is  a common 
fault,  and  difficult  to  avoid. 

The  intervening  chapters  present  detailed  dis- 
cussions of  history,  physiology,  advantages  and  dis- 
advantages of  opaque  media  as  used  in  the  alimen- 
tary, biliary,  and  urinary  tracts;  and  cursory  chap- 
ters on  the  circulatory  system,  respiratory  tract,  spin- 
al arachnoid  space,  genital  tract,  the  reticuloendo- 
thelial system  and  on  “miscellaneous  procedures  and 
agents.”  The  last  omits  any  mention  of  innumerable 
ingenious  procedures,  many  of  which  could  be  of- 
fered as  examples  of  what  not  to  do  to  patients. 

There  is  an  extensive  bibliography,  a list  of  sup- 
plementary reading,  an  excellent  index,  and  two  in- 
valuable tables.  The  first  lists  the  name,  chemical 
name,  usually  the  structural  formula,  the  iodine  con- 
tent, and  “synonyms,”  (actually  heteronyms)  for 
17  iodine-containing  organic  media.  (There  are  25 
listed  heteronyms  for  iodopyracet. ) The  second 
gives  the  “acute  lethal  toxicity”  of  numerous  agents. 

In  general,  the  book  shows  perhaps  a too  casual 
attitude  toward  some  drawbacks  of  these  media.  For 
example,  the  persistence  of  iodine-bound  plasma  pro- 
teins after  use  of  several  media  is  noted.  The  enor- 
mous differences  between  different  media,  in  this 
regard,  are  not  brought  out  nor  is  the  importance  of 
such  persistence  recognized. 

We  are  told  that:  “It  is  apparent  that  serious 
toxicity  and  even  death  may  result  from  a very  small 
dose  of  a radiopaque  diagnostic  agent;”  that  “The 
likelihood  of  toxicity  is  most  great  in  the  technics  of 
angiocardiography  and  arteriography;”  and  that  “The 
many  papers  on  the  clinical  complications  of  cerebral 
angiography  make  it  clear  that  this  is  one  of  the 
most  hazardous  of  these  diagnostic  procedures,  but 
do  not  make  clear  the  nature  of  the  damaging  ac- 


tion." But  we  are  not  reminded  of  the  implications 
of  these  and  similar  statements. 

Presumably,  the  reader  is  expected  to  know  that 
here,  as  anywhere  in  medicine,  the  acceptance  of  any 
degree  of  hazard  to  the  patient  can  only  be  justified 
by  reasonable  expectation  of  a sufficiently  important 
benefit.  But  it  might  have  been  well  to  have  made 
this  explicit. 

F.  B.  EXNER,  M.D. 

Clinical  diagnosis  by  laboratory  examinations,  ed.  3. 

By  John  A.  Kolmer,  M.D.,  M.S.,  Dr.P.H.,  Sc.D.,  LL.D.,  Professor 
Emeritus  of  Medicine  and  Director  of  The  Institute  of  Preventive 
Medicine  and  Public  Health,  Temple  University  School  of  Medi- 
cine; Professor  of  Medicine,  Temple  University  School  of  Den- 
tistry. 543  pp.  Illustrated.  Price  $10.00.  Appleton-Century- 
Crofts,  Inc.,  New  York.  1961. 

This  is  a textbook  of  clinical  pathology  empha- 
sizing interpretation  of  laboratory  tests  and  omitting 
technical  methods.  Dr.  Kolmer  relies  heavily  upon 
summarizing  tables,  using  142  of  them.  These  are 
set  in  type  similar  to  the  narrative  text  and  fre- 
quently are  inserted  in  the  middle  of  a paragraph, 
creating  numerous  hurdles  for  the  reader’s  eye. 
Some  of  the  tables  serve  their  purpose  well,  but 
several  are  cryptic  or  even  irrelevant.  In  the  few 
pages  devoted  to  abnormalities  of  serum  proteins, 
there  is  no  discussion  of  electrophoretic  patterns, 
and  there  are  no  illustrations.  Instead  of  this  possibly 
useful  information,  there  is  a table  listing  without 
comment  forty  conditions  in  which  the  “total  globu- 
lin” may  be  elevated  and  eight  in  which  it  may  be 
low.  There  is  no  discussion  of  tests  of  intestinal  ab- 
sorption, but  one  whole  page  is  devoted  to  “changes 
in  copper”  and  another  three-quarters  page  to  mag- 
nesium. 

Over  one-fourth  of  the  book  (the  last  130 

pages)  deals  with  immunology.  Here  the  book 
seems  to  be  at  its  best,  as  one  would  expect  from 
the  author’s  long  experience  in  this  field.  One  only 
wishes  that  he  had  put  his  information  in  simpler 
language.  When  Dr.  Kolmer  wants  to  make  the 

point  that  certain  organisms  are  weak  stimulators 
of  serum  antibody  production,  he  says: 

“Apparently,  however,  the  true  fungi,  pro- 
tozoae,  and  helminths  are  much  less  antigenic 
in  relation  to  the  production  of  anti-bodies, 
which  accounts  for  the  fact  that  the  helminths 
are  less  effective  not  only  in  relation  to  ac- 
quired immunity  but  in  relation  to  diagnostic 

serologic  examination  as  well.” 

Even  acknowledging  the  difficult  task  facing 
an  author  who  attempts  to  encompass  the  diverse 
disciplines  of  clinical  pathology  in  a single  modest 
text,  the  reader  may  well  criticize  this  book  for 
omitting  some  clinically  useful  material  in  favor 
of  such  topics  as  “changes  in  copper”  and  for  slow- 
ing the  flow  of  ideas  by  cumbersome  language  and 
numerous  intruding  tables. 

GORDON  D.  LAZERTE,  M.D. 
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PROFESSIONAL  classified 


Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 

DOCTORS  CENTER-BELLEVUE,  WASH. 

3 separate  offices  of  750,  750  and  850  sq.  ft.;  avail- 
able Jan.  1962.  For  further  information  write  P.  O. 
Box  681,  Bellevue,  Wash,  or  call  GL.  4-7778. 

SHARE  MEDICAL  OFFICE 

Fully  equipped  space  in  well  established  OB  and 
GYN  office  in  First  Hill  Medical  Center.  Services 
for  nurse  and  telephone  included.  Parking  space  also. 
Write  Box  5-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

NORTH  CITY  OFFICE  BUILDING— SEATTLE 

3300  sq.  ft.  on  ground  floor  adjoining  dental  office  in 
busy  shopping  district.  Parking  for  60  cars.  Will 
divide  to  specifications.  Write  or  call  Mr.  Driscoll, 
17529  15th  Ave.  N.E.,  Seattle  55,  phone  EM  2-9777 
or  VA  2-6791. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 

Practice  Opportunities 

PEDIATRICIAN  OR  GP  OPPORTUNITY 

Wonderful  opportunity  to  locate  in  thriving  Oregon 
coast  city.  Community  hospital.  Medical  office  ready 
for  occupancy.  Introduction  and  financial  assistance 
by  owner.  Write  Box  52-C,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

GP  ASSOCIATE  WANTED-SOAP  LAKE,  WASH. 

Prefer  Catholic,  age  30-45  with  military  obligation 
completed.  Pop.  2500,  30  bed  hospital  within  city 
limits,  excellent  facilities.  Salary  to  start;  full  part- 
nership when  mutually  agreeable.  Write  or  contact 
J.  E.  McNamara,  M.D.,  Box  128,  Soap  Lake,  phone 
CH  6-2421. 

GP  OPPORTUNITY-NEAR  SPOKANE 

CP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 


GENERAL  PRACTICE  OPPORTUNITY 

Active  practice  in  rural  lumbering  and  fishing  area 
near  Olympic  National  Park.  Service  area  5,000  pop- 
ulation, 21  bed  hospital.  One  other  physician  in  area 
who  cooperates  on  night  calls,  and  week  ends.  Beau- 
tiful area.  Unexcelled  trout,  steelhead,  and  salt  water 
fishing.  Elk  and  deer  hunting.  Camping,  hiking, 
bowling  and  2 hrs.  to  excellent  ski  area.  Equipped 
office  available.  Contact  Dale  E.  Minner,  M.D., 
Box  477,  Forks,  Wash. 

GP  ASSOCIATE  DESIRED 

Association  with  two  physicians,  20  bed  well  equip- 
ped hospital.  Population  3,000.  Share  week-end 
and  night  calls.  Generous  time  off  for  vacations  and 
post-graduate  study.  Basic  salary  plus  office,  nurse 
and  equipment  provided.  Excellent  hunting,  fish- 
ing, skiing,  golf  and  boating.  For  further  information 
contact  C.  Cobb,  M.D.,  Cle  Elum,  Wash. 

GP  OPPORTUNITY-KETTLE  FALLS,  WASH. 

Physician  wanted  N.  E.  Washington  town  of  900. 
Six  lumber  manufacturing  mills,  agriculture,  mining. 
Large  surrounding  area  without  a physician.  Fifty' 
bed  hospital  within  10  mi.  Modern  office  available. 
Former  physician  specializing.  Write  or  call  Mr. 
Fred  Houck,  Pres.  Chamber  of  Commerce,  Kettle 
Falls,  Wash. 

Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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NEW  DRUGS 

Monthly  report  compiled  by  the  editors  of  pharmlndex. 


ADEFLOR  DROPS  (Upjohn 

For  prevention  of  dental  caries  and  specified 
vitamin  deficiencies. 

ALMAY  CHAP  CREAM  (Schieffelin 

For  relief  from  chapped  skin. 

FEJECTION  INJECTION  (Ascher 

For  iron  deficiency  anemia,  where  orally  ad- 
ministered iron  is  not  tolerated  or  not  re- 
sponded to. 

FLUR-ADD  TABLETS  (Bernhoft  Labs 

For  dental  caries  prevention. 

LEVO-DUCEVIM  12'/z  & 25  TABLETS  (Bernhoft 

For  obesity  control. 

MESULFIN  TABLETS  (Ayerst 

For  management  and  prophylaxis  of  urinary 
tract  infections. 

METOPIRONE  TABLETS  AND  AMPULES  (Ciba 

A test  of  residual  pituitary  function. 

NOVADYNE  ELIXIR  (Pitman-Moore 

Relief  of  symptoms  associated  with  acute  res- 
piratory disorders. 

PARACIN  OINTMENT,  SUPPOS  & TREATMENT  COMBINATION 

(Norwich 

For  treatment  of  hemorrhoids. 

PERSANTIN  TABLETS  & AMPULES  (Geigy 

For  prophylactic  and  symptomatic  treatment  of 
coronary  and  myocardial  insufficiency. 

ROLAMINE  TABLETS  (Robinson 

Hay  fever,  drug  and  serum  reactions,  contact 
dermatitis,  urticaria,  vasomotor  rhinitis,  irra- 
diation sickness,  certain  types  of  asthma. 

ROLSUL  TABLETS  (Robinson 

Preoperatively  in  preparing  the  patient  for 
surgery  involving  the  intestinal  tract;  maintain- 
ing low  bacterial  count  in  the  stool. 

SURGICEL  (Johnson  & Johnson 

Absorbable  hemostat  for  use  whenever  persis- 
tent oozing  hemorrhage  is  encountered. 

VIO-SAL  TABLETS  (Rowell 

For  symptomatic  relief  of  pain  and  discomfort 


associated  with  arthritis,  rheumatic  fever,  head- 
ache, common  cold,  etc. 

WINSTROL  TABLETS  (Winthrop 

Anabolic  steroid  for  malignant,  chronic  and 
infectious  disease— caused  weight  loss;  to  im- 
prove sense  of  well-being,  and  to  combat  lack 
of  appetite  and  inability  to  gain  weight. 

new  dosage  forms 

AQUACORT  & AQUACORT  "E"  JEL  (Webster 

Infectious  and  non-infectious  vaginitis  of  young 
children  under  age  12;  hypoestrogenism  of 
childhood. 

COVANGESIC  LIQUID  (Vanpelt  & Brown 

Symptomatic  relief  of  common  cold,  hay  fever, 
rhinitis,  acute  and  chronic  sinusitis,  nasal  aller- 
gies <b  post  nasal  drip. 

DIURIL  SYRUP  (M.S.D. 

Congestive  heart  failure,  renal  edema,  edema 
associated  with  hepatic  disease,  edema  and 
toxemia  of  pregnancy,  premenstrual  tension, 
drug  induced  edema  and  obesity. 

NEMBUTAL  GRADUMET  CAPSULES  (Abbott 

For  anxiety,  nervous  tension  and  similar  con- 
ditions requiring  daytime  barbiturate  sedation. 

SILAIN-GEL  LIQUID  (Plough 

For  peptic  ulcer,  gastritis,  heartburn  and  simple 
gastric  hyperacidity. 

UNICAP  SENIOR  TABLETS  (Upjohn 

Geriatric  supplementary  vitamin-mineral  ther- 
apy. 

VI-DOM  "A"  CAPSULES  (Dome 

Vitamin  A. 

new  dosage  strengths 

DESITIN  COR-D-TAR  V<%  CREAM  (Desitin 

Pruritus,  scaling  and  infected  skin  conditions. 

DESITIN  HC  OINTMENT  W/HYDROCORTISONE  'A%  (Desitin 

Antiinflammatory , antipruritic,  antiallergic. 

DESITIN  HYDROCORTISONE  CREAM  Vt%  (Desitin 

Used  as  for  topical  hydrocortisone. 


For  more  complete  information  on  action,  use  and  dosage,  see  the  latest  issue 
of  pharmlndex  available  at  your  regular  prescription  pharmacy.  Products 
listed  are  those  generally  available  in  the  Pacific  Northwest.  Listings  in 
pharmlndex  include  drugs  available  throughout  the  United  States. 


128 

Northwest  Medicine,  January  1962 


METHOTREXATE  SODIUM  PARENTERAL  (50  MG.)  (Lederle 

Each  vial  contains  50  mgm.  4-arnino-n lg- 
menthyl  peteroylglutarnic  acid  sodium. 

new  formulations 

AMBENYL  EXPECTORANT  SYRUP  (Parke,  Davis 

For  coughs  accompanying  common  colds;  al- 
lergic coughs. 

GEVRINE  CAPSULES  (Lederle 

Folic  acid  deleted  from  the  formula. 

MYCINOL  TABLETS  (Person  & Covey 

For  vitamin  deficiencies. 

REVICAPS  CAPSULES  (Lederle 

Fluorine  has  been  deleted  from  the  formula. 


products  recalled 

ALTAFUR  TABLETS  (Eaton 

Product  recalled  as  of  December,  1961. 


products  reinstated 

IMFERON  INJECTABLE  (Lakeside 

Reinstated  with  no  change  in  formulation  or 
administration. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

INTENSIVE  POSTGRADUATE  COURSES 
STARTING  DATES  — WINTER-SPRING,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  February  19,  April  2 
SURGERY  OF  COLON  AND  RECTUM,  One  Week,  March  5 
SURGICAL  BOARD  REVIEW,  Part  II,  Two  Weeks,  March  5 

GENERAL  SURGERY,  One  Week,  February  26;  Two  Weeks, 
April  2 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  April  9 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week, 
March  26 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  March 

12 

PAIN  RELIEF  IN  CHILDBIRTH,  3 Days,  March  7 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week  March 

26 

TREATMENT  OF  VARICOSE  VEINS,  One  Week,  March  26 

BASIC  INTERNAL  MEDICINE,  Two  Weeks,  March  26 

BASIC  ELECTROCARDIOGRAPHY,  One  Week,  March  19 

GALLBLADDER  SURGERY,  3 Days,  March  12 

SURGERY  OF  HERNIA,  3 Days,  March  IS 

UROLOGY,  Two  Weeks,  April  2 

SURGERY  OF  THE  HAND,  One  Week,  April  16 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


Shadel  Hospital,  approved  by  the  American  Medical  Asso- 
ciation and  a member  of  the  American  Hospital  Association, 
has  been  devoted  exclusively  to  providing  medical  and 
psychiatric  care  for  alcoholics,  and  to  researching  the  prob- 
lem of  alcoholism. 


SPECIALISTS  IN  TREATMENT  OF  ALCOHOLISM  BV 
THE  CONDITIONED  REFLEX.  NARCOTHERAPY 
AND  ADJUVANT  METHODS. 


Inc. 

ss 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Meetings  OF  MEDICAL  SOCIETIES 

American  Medical  Association — Chicago,  June  24-28,  1962 

Atlantic  City,  June  17-21,  1963;  San  Francisco,  June  22-26,  1964 
AMA  Clinical  Meetings — Los  Angeles,  Nov.  26-29,  1962;  Portland, 

Nov.  18-21,  1963;  Miami  Beach,  Nov.  29-Dec.  3,  1964. 

Biennial  Western  Conference  on  Anesthesiology — 

Mar.  25-28,  1963,  Honolulu 

Chrm.,  John  Dillon,  Los  Angeles  • Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963,  Sun  Valley 
North  Pacific  Pediatric  Society — Apr.  18-20,  1962,  Seattle 

Pres.,  Robin  Overstreet,  Eugene  • Sec.,  Loy  Swinehart,  Boise 
North  Pacific  Society  of  Internal  Medicine — 

Mar.  31,  1962,  Spokane;  Sept.  7-8,  1962,  Vancouver,  B.C. 

Pres.,  R.  B.  Hanford,  Spokane  • Sec.,  F.  E.  Cleveland,  Seattle 
North  Pacific  Society  of  Neurology  and  Psychiatry — 

April  5-7,  1962,  Portland 

Pres.,  Robert  S.  Dow,  Portland  • Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August  27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle  • L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research — Jan.  6,  1962,  Portland 

Pres.,  E.  T.  Livingstone,  Portland  • Sec.,  J.  R.  Hogness,  Seattle 
Oregon  State  Medical  Society — Sept.  26-28,  1962,  Portland 
Washington  State  Medical  Association — Sept.  16-19,  1962,  Spokane 

Oregon 

Oregon  Academy  of  General  Practice — Oct.  18,  1962,  Salem 

Pres.,  G.  A.  Fisher,  Gresham  . Sec.,  R.  O'Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and  Otolaryngology — Portland 
Aero  Club,  4th  Tuesday  (Sept,  through  May) 

Pres.,  Richard  Markley,  Portland  • Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 

2nd  Wednesday  (Nov.,  Jan. -Apr.) 

Pres.,  Sheldon  Walker,  Portland  • Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Portland 

2nd  Wednesday  (Feb.,  Apr.,  Oct.,  Dec.) 

Pres.,  M.  M.  Patton,  Jr.,  Eugene  • Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — University  Club,  Portland 
2nd  Wednesday  through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles  • Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and  Gynecologists — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct.,  Nov.,  Jan. -May) 

Pres.,  T.  M.  Bischoff,  Portland  • Sec.,  W.  L.  Hartmann,  Portland 
Oregon  State  Society  of  Anesthesiologists — Portland 
3rd  Friday  (except  June,  July,  Aug.) 

Pres.,  J.  O.  Branford  • Sec.,  D.  P.  Dobson,  Beaverton 
Oregon  Urological  Society — Quarterly  Meetings,  University  Club 
Portland 

Pres.,  W.  E.  Nielsen,  Portland  • Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis — 3rd  Monday  (Sept. -May)  Aero  Club 

Pres.,  V.  P.  Shoemaker  • Sec.,  M.  S.  Skiff 
Portland  Academy  of  Pediatrics — 1st  Monday 

Pres.,  W.  M.  Clark,  Jr.  • Sec.,  J.  W.  Bussman 
Portland  Surgical  Society — Jan.  30,  1962,  Portland;  last  Tuesday 
(Sept. -May),  UOMS  Library 

Pres.,  J.  M.  Guiss  • Sec.,  H.  W.  Baker 

Washington 

Puget  Sound  Academy  of  Ophthalmology  and  Otolaryngology — 

3rd  Tuesday  (Oct. -May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle  • Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Puyallup  Valley  Surgical  Society — 4th  Tuesday  (Sept. -May) 

Pres.,  K.  H.  Sturdevant,  Puyallup  • Sec.,  V.  M.  Murphy,  Sumner 
Seattle  Academy  of  Surgery — Jan.  20,  1962,  Wash.  Athletic  Club, 

Seattle;  4th  Wednesday  (June,  Oct.) 

Pres.,  D.  D. .Corbett  • Sec.,  E.  B.  Parmalee 
Seattle  Gynecological  Society — 

3rd  Wednesday  (except  June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez  • Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday  (Sept. -May),  College  Club 

Pres.,  F.  L.  Polley,  Seattle  • Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  26-27,  1962,  Olympic  Hotel 
4th  Monday  (Sept. -May) 

Pres.,  H.  B.  Kellogg  • Sec.,  J.  T.  Payne 
Spokane  Surgical  Society — April  7,  1962,  Spokane 

Pres.,  G.  E.  Schnug  • Sec.,  F.  M.  Lyle 
Tacoma  Academy  of  Internal  Medicine — 

4th  Tuesday  (Sept. -May) 

Pres.,  R.  A.  Kallsen  • Sec.,  R.  A.  O'Connell 
Tacoma  Surgical  Club — May  5,  1962 

3rd  Tuesday  (Sept. -May) 

Pres.,  G.  C.  Kohl  • Sec.,  E.  E.  Banfield 
Washington  Academy  of  Clinical  Hypnosis — 3rd  Friday  (Sept. -June) 

Pres.,  M.  J.  Scott,  Seattle  • Sec.,  J.  E.  Nelson,  Seattle 
Washington  Academy  of  General  Practice— May  17-19,  1962,  Bellingham 
Pres.,  Arthur  B.  Watts.  Bellingham  • Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
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Washington  State  Obstetrical  Association — Apr.  14,  1962,  Seattle 

Pres  Hugh  H.  Nuckols,  Seattle  • Sec.,  Robert  C.  Beck,  Walla  Walla 
Washington  State  Radiological  Society — Seattle,  4th  Mon.,  (Sept. -Apr.) 
Business  Session,  Meany  Hotel,  Scientific  Sn.  UWSM  X-ray  Dept. 

Pres.,  D.  P.  Christie,  Seattle  • Sec.,  J.  T.  Houk,  Seattle 
Washington  State  Society  of  Allergy — 

May  25-26,  1962;  Sept.  17-18,  1962,  Wash.  Athletic  Club,  Seattle 
Pres.,  Albert  G.  Corrado,  Richland  • Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 
Washington  State  Society  of  Anesthesiologists — 

Saturday  following  4th  Friday  (Jan.,  Mar.,  May,  Sept.) 

Pres.,  R.  S.  Fisher,  Yakima  • Sec.,  L.  G.  Morley,  Tacoma 
Washington  State  Society  of  Internal  Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson,  Tacoma  • Sec.,  D.  C.  Tanner,  Bellevue 
Yakima  Obstetrical  and  Gynecological  Society — 

Last  Monday  (except  July,  Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thursday  (Oct. -May) 

Pres.,  H.  C.  Lynch  • Sec.,  J.  Goeckler 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because.. . it  contains  Fungizone , the  antifungal  antibiotic, 

to  prevent  mondial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Mysteclin’®,  ‘Sumycin’®  and  ‘Fungizone’®  are  Squibb  trademarks. 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb  Phosphate-Potentiated  Tetracycline  (sumycin)  plus  Amphotericin  B (funcizone) 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 


Library, 

Co*tege  of  Phy.of  Phi] 
19  South  22nd  Street, 
Philadelphia  3, Pa. 

compromise 
with  safety  in 
peritoneal  dialysis 


We  recommend  that  fresh  tubing  be  used 
for  each  PERI  DIAL.®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved5'  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,*  freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


tially closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  smalleconomiescould 
be  dangerous. 

PERI  DIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
the  safest,  simplest,  and  most  truly  eco- 
nomical dialysis  possible.  Ask  your 
Cutter  representative  for  literature 
which  explains  the  PERIDIAL 
system. 

♦Maxwell,  M.H.,  el  al.:  JAMA  770: 917 
(June  20)  1959. 


PERIDIAL 

peritoneal  dialysis  in  renal  emergencies 


CUTTER  LABORATORIES  . 


BERKELEY,  CALIFORNIA 


LIBRARY  OF  THE 

COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


MAR  1 - 1362 
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Implantable  pacemaker  in  heart  block  m Implanted  electrode , 
external  pacemaker  in  heart  block  a Idaho  President’s  address 
to  the  House  m Statistically  speaking  m Hypnosis  without  fear 
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FEBRUA 


when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 

CH  LOROMYCETI N 

(chloramphenicol,  Parke-Davis) 


Often  recurrent. .. often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1-2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  Chloromycetin 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes.3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 


Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions:  It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  F.  J.,  Jr. : MU.  Med.  125  :836.  1960.  (2)  Martin,  W.  J.  : Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  Clin. 
34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. ; 

Curtin,  J.  A.,  & Grossberg,  S.  E.:  Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (5)  Jolliff.  C.  R. : 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  E J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11 :392,  1960.  6e36t 
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This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Publication  of  the  following  correspondence  has 
been  requested  by  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society: 

Portland,  Oregon 
December  1,  1961 

DEAR  DR.  HARTLEY: 

The  attached  letter  is  essentially  the  same  as  one 
I wrote  to  Dr.  James  Seacat,  Secretary,  and  Dr.  Blair 
Henningsgaard,  President  of  my  State  Society. 

I am  aware  that  my  ideas  may  not  represent  the 
majority  of  opinion  of  the  members  of  my  society, 
though  I am  surprised  at  the  large  number  of  phy- 
sicians who  feel  as  I do  on  this  matter. 

I am  confident  that  my  position  will  receive  a 
hearing  in  the  columns  of  your  distinguished  journal 
—which  has  a reputation  for  fairness  and  impartiality 
in  permitting  the  presentation  of  opinions  which  may 
be  less  than  popular  with  the  sentiment  of  dominant 
groups. 

Sincerely, 

MORTON  J.  GOODMAN,  M.D. 


December  1,  1961 

EDITOR,  NORTHWEST  MEDICINE: 

I and  many  other  physicians  are  deeply  concern- 
ed by  the  action  taken  by  the  officers  of  the  Oregon 
State  Society  in  distributing  to  each  of  its  members 
an  11  page  transcription  of  a talk  given  by  Ronald 
Reagan  before  the  Salem  Rotary  Club. 

Reading  this  material  was  a disturbing  experience 
for  me.  It  seems  incredible  that  in  this  age  of  .general 
enlightenment  of  our  citizenry  that  those  for  whom 
Mr.  Reagan  is  the  paid  spokesman  still  contend  that 
the  income  tax  is  a subversive  communist  plot,  that 


social  security  has  its  origin  in  Marxian  doctrine,  that 
Federal  aid  to  education  will  weaken  our  defense 
against  Communism,  that  unemployment  insurance, 
depressed  area  aid,  housing  programs,  scholarship 
loans  to  worthy  students,  are  all  veiled  Socialistic 
maneuvers  which  threaten  to  destroy  our  freedoms! 

Certainly  no  one  can  object  to  anyone’s  right  to 
profess  such  views  if  he  so  chooses.  But  is  it  proper 
for  the  officers  of  a professional  scientific  society  to 
distribute  such  material,  and  at  the  expense  of  its 
members?  Do  these  issues  have  any  relevance  to  the 
aims  and  purposes  of  our  State  Society?  Does  not 
the  injudicious  position  in  which  our  officers  have 
placed  us  give  strong  support  to  the  increasing 
number  of  thoughtful  Americans  who  charge  that  our 
profession  is  a reactionary  group  professing  archaic 
19th  Century  concepts  of  social  philosophy— that 
we  are  completely  out  of  touch  with  the  vital  needs 
of  our  changing  American  society?  Doesn’t  this  type 
of  activity  contribute  to  the  rapidly  deteriorating 
image  of  the  medical  profession  in  the  eyes  of  the 
American  people,  many  of  whom  now  claim  that  we 
doctors  are  more  interested  in  securing  our  own  in- 
comes than  we  are  in  the  welfare  of  our  fellow 
citizens? 

I would  think  that  the  distribution  of  the 
Reagan  talk  might  be  a proper  activity  for  an  in- 
dependent Medical  Political  Action  Committee,  but 
is  it  proper,  and  is  it  ethical,  and  is  it  legal  for  our 
State  Society  to  distribute  this  sort  of  political  prop- 
aganda? 

I might  add  that  I for  one  am  deeply  embarrass- 
ed by  a recent  action  of  the  officers  of  our  County 
Society.  In  the  past  75  years  eight  distinguished 
individuals  have  been  awarded  Honorary  Member- 
ship in  the  Multnomah  County  Medical  Society.  To 
this  illustrious  roll,  which  includes  such  men  as  Pro- 
fessor Harry  J.  Sears,  Dr.  Noble  Wiley  Jones,  Pro- 
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lessor  Olaf  Larsell— all  of  whom  have  served  our  pro- 
fession with  such  distinction  over  the  years— there 
has  now  been  added  the  subsidized  spokesman  of  a 
right  wing  political  group,  the  movie  actor,  Ronald 
Reagan! 

Sincerely , 

MORTON  J.  GOODMAN',  M.D. 

December  14,  1961 

DEAR  DR.  GOODMAN: 

Your  letter  of  1 December  seems  to  reflect  some 
kind  of  disagreement  with  your  own  county  and 
state  societies.  This  fact  introduces  a principle  tak- 
ing precedence  over  the  “right  of  individuals  to 
speak  for  themselves/'  The  right  to  speak  in  a pub- 
lication does  not  cover  personal  quarrels  or  highly 
individualistic  anger  at  decisions  of  the  majority  of 
any  medical  association.  There  is  a place  for  such 
disagreement  and  there  is  established  mechanism  in 
any  society  for  presentation  of  any  valid  point  of 
view.  This  process  is  not  a part  of  journal  publication. 

However,  your  right  as  an  individual  certainly 
extends  to  disagreement  with  Mr.  Reagan’s  ideas.  If 
your  thoughts  have  greater  merit,  and  you  believe 
you  can  enlist  others  to  your  cause,  it  is  your  right 
as  a free  American  to  express  what  you  believe.  It  is 
this  right  that  journalism  strives  to  protect  and  pre- 
serve. 

Your  differences  with  your  peers  must  be  settled 
with  them  by  the  ample  means  at  your  command. 

Yours  very  truly, 

HERBERT  L.  HARTLEY,  M.D. 

Editor 

December  21,  1961 

DEAR  DR.  HARTLEY: 

I am  confused  and  perplexed  by  your  letter  of 
December  14th  outlining  your  reasons  for  refusing 
to  print  my  brief  letter  in  the  correspondence  sec- 
tion of  NORTHWEST  MEDICINE. 

You  state  that  “journalism  strives  to  protect  and 
preserve”  . . . “my  right  as  a free  American  to  ex- 
press what  I believe.”  This  eloquent  editorial  credo 
would  have  more  substance  if  an  occasional  dis- 
senting opinion  which  was  unpopular  with  the 
editor  would  be  welcomed  in  your  columns. 

Unfortunately  in  our  medical  organizational 
structure,  there  is  no  effective  forum  from  which  a 
minority  opinion  may  be  expressed.  A letter  to  the 
secretary  of  my  Society  was  responded  to  with  a few' 
platitudes  on  society  organization.  A letter  to  the 
president  was  not  even  answered! 

It  seems  to  me  that  the  opinions  of  a substantial 
segment  (and  it  is  a large  though  non-vocal  group!) 
of  our  Society  which  disagrees  with  the  actions  of 
our  officers,  are  being  denied  a hearing.  They 
should  at  least  have  the  courtesy  of  a few  lines  in 
the  correspondence  section  of  the  recognized  month- 
ly publication  which  speaks  for  our  organization. 

You  suggest  that  I utilize  “the  ample  means  at 
my  command”  to  make  myself  heard.  I have  con- 


sidered the  various  “means  ' which  you  refer  to,  but 
for  the  present  I choose  to  express  my  thoughts  in 
the  more  proper  and  conventional  manner  through 
the  established  channels  as  represented  by  the  cor- 
respondence columns  of  the  semi-official  organ  of 
my  Society'. 

The  columns  of  our  daily  newspapers,  I am  sure, 
would  find  this  variance  of  opinion  in  our  ranks 
quite  newsworthy  . There  is  no  question  that  the 
pages  of  the  Congressional  Record  w'ould  be  readily 
available  to  the  reproduction  of  our  correspondence 
and  to  a discussion  of  whether  it  is  proper  for  a pro- 
fessional scientific  society  to  distribute  radical  right- 
wing  political  propaganda.  I have  been  assured  that 
a prominent  national  magazine  would  welcome  an 
analysis  of  these  and  collateral  problems  facing 
many  thoughtful  physicians  today. 

Are  you  suggesting  that  these  sources  of  expres- 
sion are  more  appropriate  “means  at  my  disposal” 
than  the  correspondence  columns  of  the  semi-official 
publication  of  my  Society?  I do  not  think  so. 

I am  returning  my  letter  for  your  further  con- 
sideration, and  may  I request  that  this  correspond- 
ence be  submitted  to  the  Editorial  Advisory  Board 
of  northwest  medicine  for  a review  of  the  basic 
principles  involved  in  this  matter. 

I am  awaiting  with  intense  interest  your  further 
thoughts  on  this  matter. 

Sincerely, 

MORTON  J.  GOODMAN,  M.D. 

December  27,  1961 

DEAR  DR.  GOODMAN: 

I’m  sorry  that  my  letter  confused  and  perplexed 
you.  It  w'as  a clear  and  unmistakable  invitation  to 
you  to  utilize  your  “rights  as  a free  American  to 
express  what  you  believe.”  It  stands  and  will  not 
be  retracted.  In  giving  you  this  welcome,  I was 
observing  the  policy  established  by  the  Board  of 
Trustees  of  this  journal.  I wish  you  would  read 
again  the  second  paragraph  of  my  letter  of  De- 
cember 14. 

I am  in  complete  agreement  with  you  that  dis- 
sent is  important  and  should  be  heard.  There  is  abun- 
dant opportunity  for  such  hearing  in  any  medical 
organization  when  the  dissent  concerns  official  ac- 
tion. I must  repeat,  “this  process  is  not  a part  of 
journal  publication.” 

I hope  this  letter  has  made  it  perfectly  clear  that 
your  views  on  the  Reagan  speech  and  your  philo- 
sophic views  on  the  practice  of  medicine  will  be 
considered  favorably  for  publication  in  the  cor- 
respondence section.  Disagreement  with  the  editorial 
position  of  this  journal  does  not  bar  such  communi- 
cation but  is  desired.  The  only  restrictions  are  those 
of  decency,  good  taste,  and  reasonable  limit  of 
space. 

Yours  very  truly, 

HERBERT  L.  HARTLEY,  M.D. 

Editor 

Continued  on  next  page 
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Continued  from  preceding  page 

Material  following  was  not  included  in  the 
request  from  the  Oregon  Board  of  Trustees  since 
it  was  written  after  the  meeting,  January  6,  1962. 
Publication,  however,  is  believed  to  be  in  accord 
with  the  request  noted  above.  Ed. 

January  8,  1962 

DEAR  DR.  HARTLEY: 

I am  pleased  to  note  that  my  comments  on  Ron- 
ald Reagan’s  speeches  will  be  considered  favorably 
for  publication  in  Northwest  Medicine. 

I have  modified  my  letter  according  to  your  sug- 
gestions, and  trust  that  it  meets  your  criteria  of 
“decency,  good  taste”  and  brevity. 

Sincerely, 

MORTON  J.  GOODMAN,  M.D. 

January  8,  1962 

EDITOR,  NORTHWEST  MEDICINE: 

I would  like  to  call  attention  to  a situation  which 
is  resulting  in  a great  disservice  to  our  profession. 
Ronald  Reagan,  the  movie  actor,  has  been  touring 
the  country  making  speeches  in  which  he  expounds 
radical  right-wing  political  doctrines.  Because  he 
also  opposes  socialized  medicine,  his  talks  have  in 
some  areas  been  sponsored  by  medical  societies. 
One  state  society  is  now  distributing  copies  and 
tapes  of  his  speeches.  My  own  county  society  has 
recently  bestowed  on  him  its  coveted  Honorary 
Membership— the  ninth  time  this  distinguished  award 
has  been  granted  in  its  seventy-five  year  history! 

It  is  unfortunate  that  through  such  actions  the 
medical  profession  is  becoming  unwittingly  identi- 
fied with  the  rest  of  Mr.  Reagan’s  political  ideas. 
He  vigorously  opposes,  for  instance,  Federal  aid 
to  education,  unemployment  compensation,  social 
security,  scholarship  loans  to  worthy  students,  aid 
to  depressed  areas,  etc.  All  of  these  he  envisions 
as  Communist  plots  to  destroy  our  freedoms. 

My  point  is  that  by  associating  ourselves  with 
Mr.  Reagan’s  doctrines  we  are  contributing  to  the 
rapidly  deteriorating  image  of  the  medical  profes- 
sion in  the  eyes  of  many  of  our  fellow  citizens.  We 
are  exposing  ourselves  to  the  outspoken  criticism  of 
the  overwhelming  majority  of  the  American  people 
who,  through  the  platforms  of  our  two  great  political 
parties,  have  rejected  the  reactionary  views  of  the 
radical  fringe  group  for  which  Mr.  Reagan  speaks. 

We  as  physicians  should  dissociate  ourselves  from 
Mr.  Reagan’s  archaic  19th  Century  social  philosophy. 
We  must  affirm  to  the  American  people  that  their 
vital  needs  and  their  welfare  are  today,  as  they  have 
been  in  the  past,  matters  of  urgent  concern  to  the 
members  of  our  great  humanitarian  profession. 

Sincerely, 

MORTON  J.  GOODMAN,  M.D. 


Failure  denied 

Seattle,  W ashing! on 
EDITOR,  NORTHWEST  MEDICINE: 

I appreciate  the  opportunity  you  gave  me  to 
read  and  comment  upon  your  editorial  “Failure  in 
England”  which  appeared  in  last  month’s  issue  of 
northwest  medicine.  Like  you  and  the  thousands 
of  other  people  who  read  them  I was  deeply  shocked 
by  the  Susan  Cooper  articles  commissioned  and 
published  by  the  (London)  Sunday  Times;  but  there 
was  one  palpable  omission  in  your  opening  para- 
graph, and  that  was  the  purpose  behind  the  articles. 
This  was  no  over-all  survey  of  England’s  hospitals, 
as  many  of  your  readers  with  experience  of  working 
in  British  hospitals  well  know.  Miss  Cooper  was 
commissioned  to  slum,  to  seek  out  and  write  about 
the  very  worst  conditions  she  could  find.  She  set 
out  to  shock  and  she  succeeded. 

It  is  indeed  a fact  that  these  appalling  con- 
ditions still  exist  in  England,  and  they  exist  because 
action  intended  to  abolish  them  was  held  up.  There 
was  a delay  of  eight  years  in  the  rebuilding  scheme 
which  should  have  been  started  in  1948.  The  money 
available  from  the  Exchequer  was  being  used  for 
competing  priorities,  e.g.,  “Socialized”  housing, 
“Socialized”  education,  “Socialized”  atomic  power- 
stations,  “Socialized”  defense,  not  forgetting  the 
wider  obligations  of  “Socialized”  medicine  outside 
the  hospital  system,  to  name  only  a few. 

I wonder  how  many  people  realize  how  deeply 
the  British  economy  was  injured  by  the  events  of 
1939-1945?  Sweden,  with  none  of  the  setbacks  of 
a major  world  war,  has  succeeded  in  maintaining, 
with  no  outside  criticism,  a highly  successful  pro- 
gram of  state  medicine.  Can  it  therefore  be  the 
alliance  of  state  and  medicine  as  such  that  is  bad? 
Surely  the  blame  for  Britain’s  alleged  failure  must 
lie  not  with  the  National  Health  Service  but  with 
something  far  deeper— the  sheer  physical  strain  of 
financing  it  with  proper  speed  and  lavishness  in 
the  face  of  over-all  post-war  reconstruction. 

Since  you  give  your  article  the  title  of  Editorial, 
it  is  apparent  that  it  is  intended  to  carry  a message 
and  in  this  case  a warning.  Like  the  British  Medi- 
cal Association,  which  fought  the  National  Health 
Service  tooth  and  nail  when  it  felt  itself  threatened, 
you  are  also  seeking  to  intercept  a similar  threat 
to  the  medical  profession  of  this  country.  You  are, 
in  your  editorial,  inferring  that,  should  this  shadow 
fall  over  medicine  in  the  United  States,  a state  of 
affairs  would  soon  exist  comparable  to  that  shown 
up  by  the  Cooper  articles.  The  analogy  does  not 
really  hold,  and  in  all  fairness  you  must  admit  that 
it  cannot.  The  U.S.A.  could  not,  at  the  stroke  of  the 
Congressional  pen,  go  back  in  time  100  years,  which 
is  the  time  taken  to  produce  and  maintain  the 
surviving  horrors  illustrated  in  the  Cooper  articles. 
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(though  comparatively  these  were  not  horrors  in 
their  day).  If  you  have  comparable  hospitals  in  this 
country  I have  not  seen  them.  Those  1 have  seen 
have  for  the  most  part  been  magnificent;  and  capa- 
ble of  remaining  completely  functional  for  many 
years  to  come  with  or  without  the  ogre  of  socializa- 
tion. 

You  may  ask  why,  if  functional  hospitals  can 
be  built  and  maintained  under  a state  system,  it 
is  not  happening  in  Britain;  the  Sunday  Times 
article  could  be  interpreted  as  implying  that  this 
is  the  case.  In  reply  I would  suggest  that  you  see 
for  yourself  the  Queen  Elizabeth  Hospital  outside 
Birmingham  and  the  Princess  Margaret  Hospital 
in  Swindon,  to  name  only  two  of  the  thirteen  major 
projects  completed  in  whole  or  in  part  since  1956, 
which  are  as  fine  as  anything  I have  seen  in  this 
country.  Forty-five  more  are  under  construction  or 
planned.  As  soon  as  they  are  completed  the  need 
to  maintain  those  described  in  the  Sunday  Times 
will  be  removed. 

It  is  a scandal  that  such  places  survive,  and  I 
am  in  full  support  of  anyone  seeking  to  demolish 
them,  but  I am  also  aware  of  an  equally  urgent 
need  to  house  our  citizens,  to  educate  our  children 
and  to  defend  our  freedom.  With  an  unlimited 
Budget  and  no  international  obligations,  all  these 
necessities  could  be  taken  care  of  as  and  when  they 
are  needed.  Where  there  is  not  enough  money  for 
a society  to  satisfy  all  its  priorities  at  once  it  takes 
longer,  and  one  has  to  make  do  with  imperfections. 

Whatever  the  setbacks  caused  by  wars  to  your 
country,  you  have  been  able  to  maintain  steady 
progress.  May  it  continue.  Your  medical  profession 
is  one  of  the  finest  in  the  world,  and  I salute  the 
men  and  women  who  serve  it.  I would  think  the 
less  of  them,  however,  if  they  were  to  blame  my 
country  for  any  situation  which  might  arise  in  their 
own.  What  we  have  adopted  we  have  adopted  for 
ourselves;  we  have  never  urged  it  on  others.  1 am 
not  doing  so  now;  and  I concede  you  every  right 
to  defend  so  ably  and  sincerely  your  own  medical 
philosophy.  In  a similar  defense  of  what  is  inci- 
dentally a non-party  issue  in  my  own  country,  I 
thought  I had  better  come  to  the  rescue  when 
admitted  anachronisms  are  laid  at  the  door  of  the 
very  system  invented,  in  Britain’s  hard-pressed  so- 
ciety, to  put  these  belatedly  right. 

Yours  sincerely, 
ALISON  ROSS 

British  Information  Officer 
British  Consulate-General, 
Seattle  4,  Washington 

We  must  agree  with  Miss  Ross  that  our  hospitals 
would  he  a long  time  reaching  the  state  of  de- 
crepitude described  in  the  Sunday  times,  as  she 
admits,  hut  we  must  answer  her  question  about 
alliance  of  state  and  medicine  in  the  affirmative 
since  the  alliance  must  necessarily  he  that  of  master 


and  servant.  We  cannot  agree  with  her  that  the 
system  in  Sweden  has  been  without  criticism.  De- 
terioration of  personal  responsibility,  low  order  of 
morality,  and  high  consumption  of  alcohol  in  that 
country  have  been  well  noted  and  attributed  to 
assumption  of  responsibility  by  the  State.  Further- 
more, we  do  not  believe  that  failure  in  England, 
medically  speaking,  was  initiated  by  World  War 
II  or  even  by  World  War  I.  Socialization  of  medicine 
in  England  was  introduced  by  David  Lloyd  George 
in  1911  and  has  been  expanded  as  such  schemes 
usually  are  with  the  complete  takeover  in  1948 
representing  merely  the  end  of  the  road.  If  it  be 
a failure,  as  we  believe  it  is,  it  has  become  such  by 
defects  inherent  in  any  system  of  medical  care  con- 
trolled by  any  government.  We  suggest  that  Miss 
Ross  read  again  the  letter  from  “Consultant”  pub- 
lished by  the  times  in  which  is  expressed  the 
physician’s  dominant  concern:  “we  knoic  our  pa- 
tients suffer  because  of  the  inefficiency.”  Ed. 

Commercial  lab  endorsement 

Salem,  Oregon 

EDITOR.  NORTHWEST  MEDICINE: 

Dr.  Bakke’s  article.  Survey  of  New  Tests  of 
Thyroid  Function,  northwest  medicine,  October 
1961,  page  987,  is  a timely  and  profitable  review 
of  the  subject.  However,  there  is  one  disturbing 
and  disappointing  aspect  of  the  paper.  In  his  dis- 
cussion of  the  plasma  protein  bound  iodine  (PBI), 
he  states,  “Fortunately,  blood  samples  may  be 
mailed  to  one  of  several  commercial  laboratories  for 
a determination  at  a cost  of  approximately  $6.50, 
making  this  useful  test  available  to  every  physician.” 

I would  like  to  emphasize  that  there  are  any 
number  of  physician  and  pathologist  operated  or 
directed  medical  laboratories  that  are  perfectly 
qualified  and  capable  of  doing  this  procedure  with 
accuracy,  reproducibility,  and  medical  responsibili- 
ty to  the  patient. 

Furthermore,  a footnote  states  that  this  article  is 
modified  and  condensed  from  a section  by  the  author 
to  appear  in  a forthcoming  textbook  of  endocrinology. 
The  possibility  of  endorsement  of  non-medical,  com- 
mercial laboratories  in  medical  textbooks,  if  such  is 
the  case,  by  fellow  physicians  seems  most  unwise 
and  unrealistic. 

Perhaps  pathologists  are  presently  more  sensi- 
tive to  the  encroachment  of  para-medical  groups  into 
almost  every  phase  of  the  private  practice  of  medi- 
cine as  we  now  know  it,  than  are  other  specialties, 
but  I am  certain  this  will  become  an  ever  more 
pressing  problem  in  the  future  for  all  of  us.  Com- 
mercial laboratories  certainly  represent  one  steady, 
and  often  successful,  infiltration  into  the  practice  of 
medicine.  The  American  Medical  Association  has 
on  repeated  occasions  officially  declared  clinical 
pathology  (laboratory  medicine)  to  be  the  practice 
of  medicine.  The  analysis  of  any  specimen  from  a 
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human  for  diagnosis  or  treatment  is  then,  by  defini- 
tion, the  practice  of  medicine.  The  commercial  lab- 
oratory, in  general,  does  not  exist  for  the  benefit  of 
the  physician  or  patient,  and  economic  consideration 
is  a very  poor  substitute  for  well  performed,  quality 
controlled  laboratory  procedures  that  are  available 
within  our  own  ranks. 

Sincerely , 

JAMES  H.  LIUM,  M.D. 

Pathologist 

Seattle,  Washington 
EDITOR,  NORTHWEST  MEDICINE: 

Thank  you  for  bringing  Dr.  Lium’s  letter  to  my 
attention. 

Please  assure  him  I had  no  thought  of  suggest- 
ing that  the  PBI  should  be  done  by  unethical  or  para- 
medical laboratories.  My  use  of  the  phrase  “commer- 
cial laboratory”  was  meant  to  denote  “commercial  or 
free-enterprise  for  profit”  as  contrasted  with  research 
or  government  supported  (i.e.,  without  commercial 
function).  Only  when  a test  moves  from  the  ivory 
tower  into  the  profit  oriented  world  does  it  become 
generally  available  to  the  practicing  (commercial?) 
physician. 

Of  course  the  PBI  even  more  than  most  tests, 
should  be  done  by  laboratories  supervised  by  pro- 


fessional medical  persons  familiar  with  its  clinical 
implications. 

I hope  that  most  readers  gain  the  content  I 
intended  to  convey  rather  than  that  obtained  by  Dr. 
Lium.  For  those  that  are  misled  I can  only  apolo- 
gize. 

It  is  too  late  to  change  the  text— it  is  already 
released. 

Thank  you, 

JOHN  L.  BAKKE,  M.D. 


To  '‘Sincerely”: 

Action  you  requested  cannot  be  carried  out. 
Please  call  me  at  my  residence.  Ed. 


c 

V^>loca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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a breathing  spell  from  asthma 

Quadrinal 

a rapid  way  to  clear  the  airway 


• stops  wheezing 

• increases  cough  effectiveness 

• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 


bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 


Quadrinal  Tablets,  containing  ephedrine  HCI  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 


Also  available  — 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups: 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

•Quadrinal.  Phyllicin# 


SUCCESSFUL  FAMILY 
PLANNING. ..BASED  ON 
YOUR  COUNSEL  AND 


LANESTA®  GEL 


Every  young  couple  about  to  be  married  needs  advice  of  all  sorts,  and  they’ll  get  it,  too  — from  every- 
body — some  good,  some  bad.  But  some  of  the  most  valuable  counsel  they  can  get  — help  in  planning 
their  own  family  — comes  best  from  you.  Their  family  happiness  for  many  years  can  depend  on  what 
you  suggest  to  them,  including  your  recommendation  for  the  use  of  Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact,  Gamble 
(“Spermicidal  Times  of  Commercial  Contraceptive  Materials  — 1959”*)  found  the  mean  diffusion 
spermicidal  time  of  Lanesta  Gel  to  be  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  jellies. 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated.  *cambie,c.  p.:  Am.  Praci  & D,geSt  Treat.  ;/:8S2  (On.)  i960. 

A PRODUCT  OF  LANTEEN®  RESEARCH  — T|ffi ]i*l — Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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a quiet  little  revolution 


INFLAMMATORY  NEURITIS  used  to  take  three  to  six 
weeks  for  recovery.  However,  life  was  seldom  threat- 
ened, recovery  was  all  but  certain  and  no  headlines 
were  made  when  published  studies  indicated  that 
Protamide  could  usually  reduce  these  weeks  to  as 
many  days. 

Nevertheless  a quiet  revolution  has  taken  place  in 
this  small  province  of  medicine.  Protamide  is  not  indi- 
cated in  mechanical  nerve  trauma.  But  when  the  nerve 
root  is  inflamed  as,  typically,  after  a virus  infection  or 
in  herpes  zoster,  Protamide  may  be  considered  as  the 
treatment  of  choice.14 


START  PROTAMIDE  EARLY — When  treatment  is  begun 
within  a week  after  onset  of  symptoms,  two  or  three 
injections  of  Protamide  bring  not  only  relief  from  pain 
but  prompt  recovery  in  almost  all  patients.  In  cases  not 
seen  early,  therapy  must  of  necessity  be  longer. 

protamide® — an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme — is  not  foreign  pro- 
tein therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular 
injection. 

FOR  DETAILED  INFORMATION  WRITE  MEDICAL  DEPARTMENT  OF 


DETROIT  11,  MICHIGAN 

1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381 
(Sept.)  1959.  3.  Smith  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955. 
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Ascribe  BE  LAP  with  confidence 


tSbLAP 


(ST 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


■tick  Laboratories,  Inc.,  Portland  1,  Oregon 


BELAP  No.  0 Formula 

Belladonna  Extract A gr.* 

Phenobarbital % gr. 

BELAP  No.  1 Formula 

Belladonna  Extract % gr.* 

Phenobarbital A gr. 


BELAP  No.  2 (Scored)  Formula 

Belladonna  Extract A gr. 

Phenobarbital 'A  gr. 

( economical  to  use ) 

*Equiva!ent  5 minims  Tinct.  Belladonna;  USP. 


peptic  ulcer  management 
without  acid  rebound 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 t<l 
hours.  Tablets  to  be  chewed  cl 
swallowed  with  minimum  amo  t 
of  fluids.  1 tablespoonful  of  liq  I 
neosorb  equivalent  to  2 neos<> 
tablets.  Supplied  in  sizes  100,  > 
and  1,000  tablets.  Liquid  in  qua> 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


OO 


tablet  or  liquid 


Haack  Laboratories,  Inc.,  Portland  1,  Oregc 


4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians’  Desk  Reference  or 
write  Cl  BA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/  3 002  M 8 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 
one  Rx:  SER-AP-ES* 


CIBA  Summit,  New  Jersey 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  Vs  gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 


154 

Northwest  Medicine,  February  1962 


m STUART  FORMULA : 

Multivitamins  and 
minerals  in  bottles 


of  100, 250, 500  and 
1000  tablets. ..also 
STUART  FORMULA 
LIQUID  in  Pints 


NIACIN  NIACINAMIDE  • PANTHENOl 
including  entire  B COMPLEX 
MINERALS  • MALT 


PINT 


T 


LIST  NO 
10 

THE  STUART  COMPANY 
PASADENA,  CALIFORNIA 

(See  side  ponels) 


Also  Probec,  the  truly 
therapeutic  B complex 
with  high  potency  vita- 
min C in  a small  tablet. 
Bottles  of  50,  100  and  500 

a 


IT  [to® 

§)ftooffl[pS 

©®M[pSQ[iD^ 

PASADENA.  CALIFORNIA 


_ 


THE  ANTIBIOTIC 
|VOU'LI_  PROBABLY 
■$  BE  USING 
' EVEN  YEARS 
FROM  NOW 


BUSY  PATHOGENS  ARE 


SUSCEPTIBLE  TO  TAO 

Tao’s  antimicrobial  spectrum  includes  many  Gram-positive 
and  some  Gram-negative  bacteria— busy  pathogens  which 
often  cause  commonly  seen  infections.  Thus,  Tao  provides 
a rapid  and  decisive  response  in  a wide  range  of  common 
respiratory,  dermatologic,  soft  tissue  and  genitourinary  in- 
fections. Also  effective  against  many  resistant  Staph.  And 
after  four  years  of  clinical  experience,  Tao  continues  to  be 
effective  against  many  resistant  staphylococci  and  has  been 
found  to  be  particularly  useful  in  pediatric  streptococcal 
infections. 

For  effectiveness  in  antibiotic  therapy  of  common  infec- 
tions, you  can  count  on  Tao:  . a markedly  effective  anti- 

biotic agent  for  general  clinical  use.”1 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension,  125  mg.  per  5 cc.;  Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleandomycin 
phosphate.  Usual  adult  dose:  250  to  500  mg.,  four  times  daily,  depend- 
ing on  severity  of  infection.  Usual  pediatric  dose:  3 to  5 mg. /lb.  body 
weight  every  6 hours. 

References:  1.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  5:527  (Aug.)  1958. 

NEW,  TASTY  TAO  ORAL  SUSPENSION 

Ready  Mixed  • Raspberry  Flavored  • For  Pediatric  Use 

And  for  nutritional  support  VITERRA”  Vitamins  and  Minerals 
formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 
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AN  AMES  CLINIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

? 

■ 


In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E.,  and  Sweeney,  V.:  M.  Times  89:12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  77J:1783  (Aug.  20)  1960. 


for  broader  day-to-day  protection  of  the  diabetic  patient 

si  uristix 

urine  protein  • glucose  \ 

1 dip  ...  10  seconds  ...  2 readings  available:  Uristix  Reagent  Strips,  bottles  of  125 
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20062 


'Notice  any  change,  Mrs.  T.? " "WM, 

tv&k&e, 

4ettek..^  "Ever  feel  light- 
leaded  ? " "7t&. . ?u?&  a& aM  'S  ^e3  -nda*. " 


n the  treatment  of  mild  to  moderate  ten-  this  could  be  your  “anxiety  patient”  on 

ion  and  anxiety,  the  normalizing  effect  of  _ 47  _ ® 


repidone  leaves  the  patient  emotionally 
table,  mentally  alert.  Adult  dose:  One? 
00  mg.  tablet,  four  times  daily.  Supplied: 
lalf-scored  tablets,  400  mg.,  bottle  of  50.  i 


MEPHENOXALONE  LEDERLE 


equest  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department, 

EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup 
contains:  Hycodan*’ 

Dihydrocodeinone  Bitartrate  . 5 mg.  ) 

(Warning:  May  be  habit-forming)  | 6.5  mg. 

Homatropine  Methylbromide  . 1.5  mg.  ) 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride  . . . . 10  mg. 

Ammonium  Chloride 60  mg.. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  Federal  law 
allows  oral  prescription. 

- l Literature  on  request 

Z ndo  END0  LABORATORIES 

v Richmond  Hill  18.  New  York 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / expectorant 
antihistamine / nasal  decongestant 


.c.  o R'an  ann 


I *'  •••* ii 
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CMTORIA] 


A rt-Science  and  Hypnosis 


In  a letter  relating  reception  given  reading  of 
his  paper  on  hypnosis  in  surgery,1  Kolouch  re- 
ports that  those  attending  the  meeting  had  two 
avenues  of  belief.  They  had  to  believe  that  he 
greatly  excelled  them  in  surgery  or  that  hypnosis 
accounted  for  the  favorable  convalescence  of  his 
patients.  He  says  they  chose  to  believe  the  latter. 
Cheek,  in  his  paper  in  this  issue,  makes  an  elo- 
quent plea  for  better  understanding  of  hypnosis 
and  what  it  could  do  if  physicians  could  use  it 
without  fear. 

Both  men  are  specialists,  one  a surgeon,  the 
other  an  obstetrician,  yet  they  qualify  as  general 
practitioners  under  the  definition  that  says  gen- 
eral practice  is  not  an  area  but  an  attitude.  They 
use  hypnosis,  not  as  a major  tool  but  merely  as 
a means  of  helping  the  patient  get  well.  This 
is  neither  surgery  nor  obstetrics  but  medicine 
in  its  broadest  sense.  Inherent  in  such  practice 
is  the  necessity  for  knowing  about  and  under- 
standing all  of  the  patient’s  needs.  Such  high 
standards  cannot  be  met  by  the  physician  who 
ignores  the  patient  to  concentrate  on  a disease, 
no  matter  how  many  laboratory  tests  he  orders 
or  how  “scientific”  he  tries  to  be. 

Medicine  may  be  all  science  some  day,  but  it 
has  not  yet  reached  that  pinnacle.  When  it  does, 
it  will  include  every  factor  having  an  influence 
on  health  or  healing  and  not  the  few  now  known 
and  still  insufficient  to  balance  the  scales  against 
the  unknown  or  poorly  understood.  The  latter 
are  utilized,  sometimes  instinctively,  but  always 
intelligently,  by  the  physician  skilled  in  the  art 
of  medicine.  The  principle  of  hypnosis  is  in  this 
area  of  the  practice  of  medicine  and  is  used  by 
most  successful  healers,  whether  they  realize  it 
or  not.  The  profound  effect  of  a placebo  in  the 

Presented  at  annual  meeting  of  Western  Surgical  Associa- 
tion, San  Francisco,  Nov.  28-Dec.  2,  1961.  To  be  published 
in  the  Archives  of  Surgery. 


hands  of  a genuinely  skillful  physician  leaves  no 
room  for  doubt  about  the  therapeutic  value  of 
the  physician  himself.  To  ignore  it  is  to  practice 
incomplete  medicine— to  give  to  the  public  less 
than  should  be  given  by  a competent  profession. 

It  is  most  unfortunate  that  many  of  the  writers 
on  hypnosis,  including  the  most  strident  criers 
of  alarm,  have  been  psychiatrists.  It  is  an  ex- 
cellent tool  in  psychiatry  and  is  indebted  to  mili- 
tary psychiatry  for  the  present  wave  of  interest, 
engendered  by  its  success  with  victims  of  com- 
bat fatigue  and  related  disorders.  But  psychia- 
trists seem  unable  to  view  it  as  other  than  a 
psychiatric  method  and,  understandably,  fear 
that  treatment  of  the  psychotic  patient  by  a non- 
psychiatrist physician  using  hypnosis  may  lead 
to  serious  consequences.  In  this  view  they  may 
be  correct,  but  it  is  a most  narrow,  specialized 
view  indeed. 

The  claim  that  only  psychiatrists  should  use 
hypnosis  is  a dangerous  half-truth.  Psychiatric 
therapy  should  be  given  only  by  those  trained 
in  psychiatry,  whether  they  use  hypnosis  or  other 
methods.  The  non-psychiatrist  able  to  use  hyp- 
nosis has  no  more  business  giving  psychotherapy 
than  the  non-surgeon  has  in  doing  an  operation 
just  because  he  knows  how  to  tie  knots.  No  one 
who  really  understands  hypnosis  could  entertain 
such  an  idea.  Its  applicability  is  far  too  broad 
for  such  a constricted  view. 

The  danger  of  ignorance  is  much  greater  than 
the  danger,  almost  always  exaggerated,  of  im- 
proper application  of  knowledge.  The  great 
danger  of  hypnosis  is  not  in  its  use  but  in  lack  of 
knowledge  about  it  and,  unfortunately  in  some 
cases,  stubborn  refusal  to  learn.  If  there  is  fear, 
as  Cheek  says  there  is,  it  ought  to  be  fear  of  not 
knowing  the  patient’s  needs  well  enough  to  know 
how  best  to  help  him  get  well* 
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for  HALDRONE 


(paramethasone  acetate,  Lilly) 


Haldrone  has  been  reported  highly  effective  in  suppressing  the  manifestations 
of  RHEUMATOID  ARTHRITIS,  even  when  administered  in  small  amounts. 
(Haldrone  is  approximately  nine  times  as  potent  as  hydrocortisone  in  ACTH 
suppression  tests  in  man.1)  With  average  dosage,  only  minimal  changes  occur 
in  sodium  retention  or  potassium  excretion.  Haldrone  is  comparatively 

Suggested  daily  dosage  in  rheumatoid  arthritis: 
Initial  suppressive  dose  . . 6-8  mg. 

Maintenance  dose  ....  1.5-4  mg. 

Supplied  in  bottles  of  30 , 100 , and  500  tablets: 

1 mg.,  Yellow  (scored) 

2 mg..  Orange  (scored) 

1.  Accumulated  reports  from  thirty-six  clinical  investigators: 

Lilly  Research  Laboratories. 


economical  for  your  patients,  too. 


Product  brochure  available; 

write  Eli  Lilly  and  Company,  Indianapolis  6.  Indiana. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please 
consult  manufacturer’s  literature.  240012 
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Treatment  of  Complete  Heart  Block 
with  an  Implantable  Internal  Pacemaker 

WILLARD  P.  JOHNSON,  M.  D./R  O B E R T A.  B R U C E,  M.  D. 

K.  ALVIN  MERENDINO,  M.  D.,Seattle,  Washington 

A case  report  of  complete  heart  block  with  Adams-Stokes  syndrome  is 
presented  in  which  an  internal  cardiac  pacemaker  was  successfully  implanted 
subcutaneously  with  no  external  connections  or  wires.  Both  heart  rate  and 
cardiac  output  were  increased.  It  is  concluded  that  this  surgical  approach  may 
afford  greater  improvement  than  is  otherwise  possible  in  some  patients  with 
complete  heart  block  and  Adams-Stokes  seizures. 


Medical  treatment  of  complete  AV  heart  block 
with  isoproterenol  sublingually  has  been  helpful 
in  some  patients.  The  beneficial  action  has  been 
limited  largely  to  control  of  repeated  Adams- 
Stokes  attacks  of  syncope  or  convulsions  or  both 
resulting  from  grossly  inadequate  cerebral  blood 
flow.  In  some  instances  it  has  permitted  patients 
minimal  ambulatory  activity,  but  usually  leaves 
them  limited  to  a bed  and  chair  existence.  If  the 
dosage  of  isoproterenol  is  increased,  or  the  time 
interval  between  doses  is  shortened,  ventricular 
premature  beats  and  ventricular  arrhythmias 
often  ensue  as  serious  manifestation  of  toxicity. 
Accordingly  the  results  obtained  with  this  syn- 
thetic catecholamine,  which  is  more  potent  than 
either  norepinephrine  or  epinephrine,  are  not  en- 
tirely satisfactory.  In  rare  instances  where  the 
pacemaker  for  the  ventricles  is  located  above  the 
bifurcation  of  the  common  bundle  of  His,  infu- 
sion of  dilute  isoproterenol— about  3 micrograms 
per  minute— has  resulted  in  conversion,  at  least 
temporarily,  to  normal  sinus  rhythm. 

When  medical  therapy  fails  completely,  physi- 
cians have  had  to  resort  to  use  of  an  artificial 
pacemaker  to  initiate  the  heart  beat.  Whereas 
earlier  use  of  such  equipment  relied  upon  use  of 
external  electrodes  on  the  chest  which  would 
stimulate  contraction  of  skeletal  muscles  as  well 
as  the  myocardium,  and  thereby  make  the  pa- 
tient uncomfortable,  technical  advances  have 
permitted  use  of  wire  electrodes  implanted  into 
the  ventricular  muscle  to  avoid  this  untoward 
effect.  Yet  the  patient  was  still  limited  by  the 
power  supply  to  the  pacemaker.  Quite  recent 
technical  improvements  have  demonstrated  the 


Departments  of  Medicine  and  Surgery,  University  of  Wash- 
ington, Seattle,  Washington. 

These  studies  have  been  supported  in  part  by  Cardiovas- 
cular Training  Grant  No.  HT  5022  awarded  by  the  Na- 
tional Heart  Institute. 


feasibility  of  using  small,  transistorized  pace- 
makers powered  with  extremely  long-lasting 
mercury  batteries  which  are  permanently  im- 
planted subcutaneously.1  This  has  freed  the  pa- 
tient of  all  encumbrances  and  provided  a constant 
regulation  of  the  heart  beat  that  is  conservatively 
estimated  to  be  effective  for  years. 

The  clinical  and  laboratory  data  on  the  effects 
of  such  an  internal  pacemaker  are  so  unusual  as 
to  warrant  reporting. 

CASE  REPORT 

A 51  year  old  electrician  was  admitted  to  the 
University  of  Washington  Hospital  on  1/21/61  with 
a referral  diagnosis  of  complete  heart  block  with 
recurrent  Adams-Stokes  syncopal  attacks.  He  had 
been  well  until  November,  1960,  when  he  suffered 
a fainting  episode  at  work.  Work-up  by  his  local 
physician  disclosed  2:1  A-V  block  which  progressed 
to  complete  A-V  block  with  ventricular  rate  of  26 
over  a period  of  a few  days.  Isoproterenol  was  given 
without  reversion  of  rhythm  and  with  only  partial 
success  in  aborting  syncopal  episodes.  Approxi- 
mately 3 weeks  after  onset  of  symptoms,  the  patient 
was  noted  to  have  developed  congestive  heart  fail- 


Figure  1.  Internal  Cardiac  Pacemaker  (Medtronics,  Inc.). 
Battery  pack  with  electrodes  (long  cable);  emergency 
connection  (short  cable)  for  outside  power  source,  oscillo- 
scope monitoring,  or  connection  to  a second  electrode.  The 
entire  apparatus  is  sterilized  and  implanted  subcutaneously 
as  described  by  Chardack,  et  al.1 
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ure  with  symptoms  of  nocturnal  dyspnea,  dyspnea 
on  exertion,  and  fatigue.  Cardiac  size  had  increased 
and  there  were  moist  rales  in  both  lungs.  Digitalis 
and  diuretics  were  instituted  with  improvement  in 
symptoms  and  signs,  but  activity  had  to  be  severely 
restricted  to  bed  and  chair  existence  and  there  was 
no  change  in  the  heart  block  or  recurrence  of  Adams- 
Stokes  syncope. 

Past  history  disclosed  the  recognition  of  diabetes 
mellitus  some  3 years  before  at  age  48.  Glycosuria 
and  hyperglycemia  were  controlled  with  an  1800 
calorie  diet  plus  tolbutamide  0.5  gm  per  day. 

Physical  examination  revealed  a tired  white  male 
with  marked  bradycardia  of  28,  bounding  pulses  and 
blood  pressure  of  210/70.  He  had  marked  diabetic 
retinopathy  with  flame  hemorrhages,  white  exudates, 
and  microaneurysms  bilaterally.  Lungfields  were 
clear  and  dry.  There  was  a soft,  grade  one  systolic 
murmur  at  the  left  sternal  border  in  the  third  inter- 
space, with  split  first  and  second  heart  sounds.  Faint- 
ly audible  atrial  sounds  were  heard  intermittently. 
There  was  no  enlargement  of  the  liver  and  no  de- 
pendent edema. 

Laboratory  data  included  a fasting  blood  glucose 
of  110  mg.  per  100  ml.,  blood  urea  nitrogen  of  20 
mg.  per  100  ml.,  serum  transaminase  of  28  units, 
hematocrit  44.3,  \YBC  8,000,  and  urinalysis  negative. 
EGG  revealed  third  degree  heart  block  with  QRS  re- 


Table  1.  Data  from  Dye  Dilution  Curves 


Pre-Op 

Post-Op 

Heart  rote 

25 

57 

Cardiac  output,  L/min. 

5.4 

6.5 

* (Index  L/min. /M2 ) 

2.9 

3.5 

Stroke  volume,  ml. 

216 

113 

*(lndex  ml/M2) 

1 1 5 

61 

Mean  circulation  time**, sec. 

31.2 

24.7 

Blood  pressure  (Cuff ) mm Hg 

210/70 

145/80 

sembling  right  bundle  branch  block  pattern  suggest- 
ing a left  ventricular  focus.  Chest  x-ray  was  un- 
remarkable. 

Special  studies  of  cardiodynamics  included  pre- 
and  post-operative  dye  dilution  curves  done  by  the 
multiple  sample  technique  using  Evans  Blue  injected 
into  an  axillary  vein  via  an  indwelling  catheter 
(Table  1). 

While  in  the  hospital  awaiting  surgery,  the  patient 
experienced  2 syncopal  attacks,  one  of  which  was 
monitored  by  the  ECG  shown  in  figure  2. 

This  occurred  after  measurement  of  cardiac  out- 
put by  dye  dilution  curve  while  the  patient  was  lying 
supine.  It  was  characterized  by  ventricular  flutter 
with  a rate  approaching  200  per  minute  followed 
first  by  ventricular  asystole,  then  multifocal,  rapid, 
irregular  ventricular  beats  gradually  returning  to  the 
ventricular  pacemaker.  Resuscitation  was  accomp- 
plished  by  administration  of  oxygen  by  mask  and  ex- 
ternal cardiac  massage  as  described  elsewhere.2  The 
latter  effectively  perfused  the  brain  since  the  patient 
became  conscious  during  the  procedure,  despite  con- 


•Cardiac  Index  is  defined  as  cardiac  output  divided  by  the 
body  surface  area.  Stroke  index  is  similarly  derived 
from  the  stroke  volume. 

••Mean  circulation  time  is  defined  as  the  average  time  re- 
quired for  a particle  of  dye  to  travel  from  injection  site 
(axillary  vein)  to  sampling  site  (radial  artery). 


Initial  Tracing  - Complete  Heart  Block 


Ventricular  Flutter— Rate  Approx  200 


Ventriculor  Standstill 


Multifocal  Ventriculor  Beats 


Recovery 


Figure  2.  ECG  strips  taken  before,  during,  and  immediate- 
ly after  Adams-Stokes  syncope. 


tinuation  of  ventricular  flutter.  He  opened  his  eyes 
and  inquired,  “What  the  hell  are  you  doing?”  On  ces- 
sation of  massage,  he  lapsed  back  into  unconscious- 
ness and  revived  a few  seconds  later  when  effective 
ventricular  contractions  returned. 

Subsequent  to  surgical  implantation  of  pacemaker 
and  battery  pack,  the  patient  noted  greadv  improved 
peripheral  vision,  warm  feet,  and  markedly  increased 
exercise  tolerance.  His  heart  rate  was  now  57  (Figure 
3)  and  cardiac  output  had  increased  to  6.4  liters  per 
minute  (Table  1).  He  was  able  to  be  ambulatory 
without  symptoms.  In  a test  of  exercise  tolerance  in 
which  he  walked  on  a treadmill  for  5 minutes  at  1.7 
mph.  and  10  per  cent  grade,  blood  pressure  increas- 
ed to  220/70.  This  signified  a positive  inotropic  ef- 
fect, or  more  powerful  ventricular  contraction  and  a 
greater  volume  of  blood  ejected  with  each  heart  beat. 
He  appraised  his  improvement  with  the  comment: 
“All  my  life  I’ve  made  my  living  by  helping  others 
to  ‘live  better  electrically!’  Now  I’m  living  better 
electrically!” 

discussion: 

An  artificial  pacemaker  can  improve  the  circu- 
lation of  a patient  with  irreversible  complete 
heart  block.  Implanting  a sealed,  internal  pace- 
maker eliminates  the  problems  associated  with 
wire  connections  to  an  external  pacemaker.  Since 
this  internal  pacemaker  has  a fixed  rate,  any 
changes  in  cardiac  output  in  response  to  exertion 
and  increased  metabolic  demands  must  be  medi- 
ated by  changes  in  stroke  volume  alone.  Under 
these  circumstances  “stroke  reserve”  is  the  cardiac 
reserve.  This  can  be  increased,  as  shown  here,  by 
the  accessors’  pumping  action  of  skeletal  muscles 
augmenting  s^enous  return  and  diastolic  filling  of 
the  s’entricles  during  exercise. 

A rate  of  60  per  minute  is  not  adequate  for 
control  of  heart  block  in  all  patients  with  this  dis- 
order. When  a faster  rate  is  required,  either  the 
internal  pacemaker  will  have  to  be  set  for  a high- 
er value  by  the  manufacturer,  or  an  adjustable, 


164 

Northwest  Medicine,  February  1962 


external,  portable  pacemaker  with  either  a cath- 
eter electrode  inserted  into  the  outflow  tract  of 
the  right  ventricle3  or  implanted  electrode  will 
be  needed." 

The  ECG  of  the  patient  with  the  pacemaker 
in  operation  shows  the  stimulation  artefact  as 
a short  vertical  blip  occurring  approximately 
.02  seconds  before  onset  of  QRS.  As  the  battery 


f j Artificial  Pacemaker  "Blips" 


Figure  3.  Post-operative  ECG  strips  with  functioning  ar- 
tificial pacemaker. 


power  eventually  fails,  the  amplitude  of  the 
stimulus  artefact  in  the  electrocardiogram  di- 
minishes, and  the  stimulus  may  not  initiate  a 
QRS  response  regularly.  Then  it  is  time  to  change 
the  batteries.  If  a QRS  response  does  not  always 
follow  a stimulus  of  normal  amplitude,  then  in- 
creased resistance  to  current  flow  at  the  electrode 


tip  is  detected  and  the  spare  electrodes  may  be 
utilized.  Either  the  electrodes  or  the  battery  may 
be  changed  merely  by  a local  skin  incision,  since 
extra  electrodes  are  already  in  place  and  the  bat- 
tery pack  is  located  subcutaneously.  ® 

Department  of  Cardiology , 
University  Hospital  (5) 


generic  names 
isoproterenol  hydrochloride 
levo-norepinephrine  bitartrate 
levarterenol  bitartrate 
tolbutamide 


Chemical  Nomenclature 

trade  names 


Isuprel  Hydrochloride 
Levophed  Bitartrate 

Orinase 
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HOW  TO  JUDGE  THE  QUALITY  OF  A DRUG 

There  is  no  person  alive  who  can  take  a bottle  of  pills,  look  at  them,  feel  them, 
smell  and  taste  them  and  tell  you  whether  or  not  they  are  of  high  quality.  We  all  know 
that  most  people  can  pretty  well  determine  the  quality  of  textiles,  and  experts  can  tell 
exactly  what  the  quality  is  by  using  ordinary  senses.  This  is  not  so  with  drugs.  I repeat 
the  only  way  you  can  reasonably  judge  the  quality  of  a drug  is  by  relying  on  the 
reputation  of  the  name  on  the  label. 


Joseph  E.  Snyder,  M.D.,  Assistant  Vice  President, 
New  York  Presbyterian  Hospital 
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Treatment  of  Heart  Block  with  Implanted 
Electrode  and  External  Pacemaker 


PETER  FISHER,  M.D.  / FRANKLIN  S M I T H,  M.  D , Ph.  D.  Seattle,  Washington 

It  is  now  possible  to  restore  adequate  heart  action,  permitting  relatively  normal 
physical  activity,  for  the  patient  with  complete,  incapacitating  block.  Implant- 
ation of  a bipolar  electrode  in  the  myocardium  is  not  difficult  but  there  are  a 
variety  of  hazards  to  reliability  of  the  pacemaker  apparatus  and  its  connection 
to  the  electrode.  Several  were  met  and  solved  in  this  case,  including  entirely 
unanticipated  recovery  of  some  bundle  function  after  it  had  been  considered 
permanently  destroyed.  Most  of  the  difficulties  here  recognized  may  be  pre- 
vented. An  external,  controllable  pacemaker  seems  to  offer  some  advantages  in 
spite  of  the  troubles  encountered. 


Complete  heart  block  is  basically  a medical 
problem.  However,  at  times  it  will  not  yield  to 
medication  and  then  becomes  a surgical  problem. 
When  the  patient  requires  a constant  artificial 
stimulus  for  myocardial  contraction  the  most 
practical  method  at  this  time  is  implantation  of 
electrodes  into  the  myocardium.  This  can  be  life- 
saving and  can  give  the  patient  a reasonably 
normal  life.  The  myocardially  implanted  elec- 
trode connected  to  a transistorized  pacemaker 
permits  the  patient  to  ambulate,  has  few  major 
complications  and  frees  him  from  ancillary 
cumbersome  apparatus.  The  pacemaker  can  be 
buried  subcutaneously  or  carried  in  a cloth 
pouch.  An  intracardiac  electrode,  introduced 
through  a superficial  vein  in  the  arm  or  neck,  is 
limited  by  the  problems  inherent  in  having  a 
foreign  bodv  in  any  vein  for  any  prolonged 
period  of  time. 

There  are  now  ample  reports  of  evolution  of 
electrical  pacing  from  the  original  high  voltage 
impluses  delivered  through  skin,  causing  un- 
pleasant side  effects,1  to  clinical  use  of  radio  fre- 
quency waves  transmitted  through  the  intact  skin 
to  a subcutaneously  implanted  receiver.3  Ini- 
tially, unipolar  electrodes  were  used  on  the  heart 
muscle  with  an  indifferent  electrode  placed  on 
the  skin.  In  this  approach,  in  order  to  accomplish 
stimulation,  voltages  climbed  until  twitching  of 

It  is  customary  to  acknowledge  professional  assistance 
and  trained  ancillary  medical  aides  who  have  participated 
vitally  in  the  performance  of  a study.  It  is  unusual  to 
have  the  opportunity  to  express  appreciation  to  someone 
never  previously  associated  with  any  form  of  medical 
care.  We  want  now  to  express  our  gratitude  to  Mr.  Robert 
Cameron  for  his  capable  assistance  and  advice  regarding 
the  frequent  repairs  needed  in  the  pacemaking  equipment. 
He  has  responded  to  emergency  calls  and  accompanied  us 
through  hospital  care  and  performed  intricate  splicing  ma- 
neuvers under  trying  circumstances.  His  help  to  the  pa- 
tient has  on  occasions  actually  been  lifesaving. 


the  thoracic  musculature  occurred  and  eventually 
the  myocardium  would  not  respond  at  all.  This 
appeared  to  be  caused  by  scar  formation  around 
the  electrode. 

In  1959  a bipolar  electrode  was  described  by 
Hunter  and  Roth3  and  recently  modified  by 
Chardack  and  Associates,  I960.4  Their  report 
describes  in  detail  the  history  of  experimental  ap- 
proaches and,  finally,  the  clinical  applications. 
They  discuss  also  the  pathogenesis  of  heart- 
block,  the  commonest  cause  being  from  septal 
defects  or  progressive  coronary  disease,  with  or 
without  known  infarction  of  the  myocardium. 
They  emphasize  particularly  an  implantable 
pacemaker  to  obviate  infection  at  the  site  of  exit 
of  myocardial  electrode  and  to  make  carrying  the 
pacemaker  more  pleasant  and  easier  for  the  pa- 
tient. We  did  not  find  exit  site  infection  to  be  a 
problem  in  this  case. 

technique 

The  technique  of  myocardial  implantation  of 
the  electrode  is  simple.  A left  anterior  thoracoto- 
my is  done,  with  or  without  removal  of  a rib.  The 
electrodes  that  we  used  are  mounted  on  a plastic 
base.  After  the  pericardium  is  opened,  these  are 
easily  pushed  into  the  myocardium.  The  major 
technical  problem  was  sewing  the  plastic  to  the 
myocardium.  The  plastic  is  quite  thick  and  the 
technical  problem  of  anchoring  this  block  perm- 
anently to  the  beating  heart  by  sutures  over  the 
top  of  it  and  perhaps  through  it  was  somewhat 
less  than  ideal.  A recently  developed  set  of  elec- 
trodes that  can  be  sewn  into  the  myocardium 
without  the  plastic  base  represents  a significant 
technical  advance. 

The  wires  pose  no  problem.  At  the  time  of  sur- 
gery they  are  looped  gently  within  the  chest  to 
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Wire  connecting  myocardial  electrode  to  pacemaker  is 
seen  at  exit  site  under  left  breast.  Tape  is  used  to  provide 
a safety  coil  should  the  wire  be  stretched  inadvertently. 


prevent  tension  and  kinking  and  are  then  brought 
out  beneath  the  breast.  Kinking  could  precipitate 
an  eventual  break  in  the  wire.  We  found  it  not 
necessary  to  use  a local  antibiotic  at  the  point  of 
exit;  simple  hygiene  using  a hexachlorophene 
soap  twice  a day  was  adequate. 

There  is  virtually  no  blood  loss  in  the  proced- 
ure and  it  can  be  carried  out  with  minimal  risk. 
An  intracardiac  electrode  can  maintain  the  pa- 
tient quite  nicely  until  the  implanted  electrode 
takes  over.  The  closure  of  the  chest  is  routine, 
with  use  of  temporary  intrapleural  drainage  ad- 
visable. Postoperatively  the  same  rules  are  follow- 
ed here  as  in  any  thoracotomy  as  far  as  early 
ambulation,  coughing  and  bronchial  toilet  are 
concerned.  The  intracardiac  electrode  can  be  left 
in  for  a period  of  days  until  the  implanted  elec- 
trode has  proven  to  be  satisfactory.  Once  the 
pacemaker  is  functioning  properly  the  only  limi- 
tation on  physical  activity  is  the  patient’s  basic 
cardiac  status. 

Inasmuch  as  one  is  dealing  with  a patient  who 
cannot  live  without  such  an  apparatus  the  minor 
inconveniences  involved  in  carrying  a battery 
and  the  technical  problems  of  fatigue  of  wires 
and  change  of  batteries  are  minor  costs.  Replace- 
ment of  the  electrode  is  conceivably  necessary 
due  to  scarring  about  the  electrodes,  their  dis- 
location, or  the  rising  need  for  substantially  in- 
creased current  to  bring  about  a contraction. 

CASE  REPORT 

A 63-year  old  white  female  was  well  until  Septem- 
ber 1959,  when  she  had  a fainting  spell.  Her  condi- 
tion was  diagnosed  as  heart  block.  She  recalled,  in 
retrospect,  having  had  increasing  shortness  of  breath 
and  anterior  chest  pressure  sensations  from  modest 
amount  of  activity.  She  had  never  before  been  advis- 
ed of  heart  trouble  or  hypertension,  or  had  symptoms 
suggesting  acute  myocardial  infarction.  She  had  had 
hysterectomy,  thyroidectomy  and  removal  of  breast 
masses  in  the  previous  years,  all  for  non-recurring, 


benign  tumors.  Since  her  attack  in  September,  1959, 
she  had  been  on  sublingual  isoproterenol,  15  mg. 
three  times  daily.  Initial  examination  by  us  in  Sep- 
tember, 1960,  showed  an  intelligent,  frail,  elderly 
woman  who  exhibited  no  abnormalities  save  apical 
heart  rate  of  32.  Her  blood  pressure  was  consistently 
normal.  Electrocardiogram  snowed  complete  dissoci- 
ation between  atria  and  ventricles.  The  ventricular 
rate  was  never  greater  than  40,  even  after  isoproter- 
enol, with  the  exception  of  several  episodes  after  di- 
rect injection  of  epinephrine  through  the  chest  wall 
or  subcutaneously.  At  those  times  the  ventricular 
rhythm  was  chaotic  for  about  ten  minutes,  at  rates 
exceeding  100  per  minute.  Blood  counts,  x-rays  of 
chest,  gall  bladder  and  upper  gastro-intestinal  tract 
and  serum  cholesterol  levels  were  within  normal 
limits. 

On  October  1,  1960,  while  sitting  quietly  in  a 
chair  she  collapsed  suddenly.  At  examination  four 
minutes  later  she  appeared  dead,  having  no  palpable 
pulse  or  apical  sound  by  stethoscope.  Intracardiac 
epinephrine,  0.4  cc.,  was  administered  and  oxygen 
was  applied  by  mask.  Some  signs  of  consciousness 
returned  within  moments,  but  general  awareness  did 
not  return  within  the  next  ten  minutes.  She  was  hos- 
pitalized immediately.  One  half  hour  later  she  was 
conscious  and  knew  what  had  happened.  This  was 
her  second  attack  of  syncope  and  the  first  since  that 
described  originally  about  a year  previously.  An 
electrocardiogram  now  showed  some  T-wave  inver- 
sions in  lateral  precordial  leads  not  seen  two  weeks 
previously.  These  returned  to  normal  the  following 
morning.  At  this  time  serum  transaminase  levels, 
prothrombin  time  and  blood  counts  were  normal. 

The  following  morning  she  suddenly  had  another 
syncopal  attack,  this  time  with  severe  convulsions. 


Posterior  anterior  chest  x-ray  shows  normal  lungs  ex- 
cept for  some  fibrotic  change  near  right  base,  normal 
cardiac  silhouette  and  intra-thoracic  wire  and  myocardial 
electrode. 
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She  recovered  coincident  with  intracardiac  epine- 
phrine which  had  been  readily  available  in  a syringe 
at  bedside.  Upon  awakening  she  indicated  her  fear 
of  impending  death  and  requested  that  a last  testa- 
ment be  recorded  by  her  physician. 

The  next  several  weeks  were  hectic.  Many  attacks 
occurred,  all  with  convulsions.  An  alarm  monitor 


The  variable  pacemaker  and  wire  is  shown.  It  is  about 
twice  as  thick  as  a card  deck  and  similar  in  other  dimen- 
sions. 


immediately  alerted  the  nursing  staff  each  time.  All 
attacks  observed  on  the  cardioscope  and  recorded  on 
electrocardiogram  proved  to  be  ventricular  fibrilla- 
tion rather  than  the  more  commonly  described  ven- 
tricular asystole.  On  several  occasions  a defibrillator 
was  applied  at  once.  Return  of  previous  condition  al- 
ways resulted.  It  seemed  apparent  that  life  could  not 
be  sustained  solely  with  medical  methods  which  had 
included  constant  intravenous  drips  of  isoproterenol 
and  epinephrine,  anticoagulants,  steroids  and  digitali- 
zation. The  latter,  in  fact,  always  increased  myocar- 
dial irritability  causing  multiple  ventricular  premature 
contractions  and  clinical  deterioration.  There  was 
never  occurence  of  pulmonary  edema,  ankle  edema, 
eardiomegaly  or  other  classical  signs  of  congestive 
failure. 


percutaneous  insertion  of  electrode 

Eventually  an  intracardiac  electrode  was  intro- 
duced through  the  right  antecubital  vein  and  con- 
nected to  a pacemaker.  This  proved  reliable  for  only 
a short  time.  Eventually  there  was  no  response  to 
maximum  electrical  stimulation,  and  there  was  com- 
plication of  severe  thrombophlebitis  which  was  ac- 
companied by  severe  pharyngitis.  She  was  then  pre- 
pared for  reintroduction  of  an  electrode  by  catheter, 
this  time  through  the  left  jugular  vein.  While  being 
transferred  to  the  operating  room  she  had  two  addi- 
tional episodes  of  monitored  ventricular  fibrillation 
and  was  promptly  defibrillated  by  the  portable  ma- 
chine accompanying  her  down  the  hall.  Eventually, 
the  second  intracardiac  pacer  worked  well  and  with- 
out complication.  Upon  withdrawal  of  the  intra- 
cardiac electrode  after  a few  weeks,  she  was  com- 
fortable at  rest,  without  attacks,  but  with  her  heart 
rate  still  less  than  40. 

Relative  stability  having  been  achieved,  we  per- 


mitted her  to  go  home  with  the  hope,  soon  to  be 
proven  vain,  that  addition  of  anticoagulants  plus 
another  month  of  total  rest  might  improve  the  situa- 
tion. 

Our  hope  was  shattered  abruptly.  A syncopal  at- 
tack, with  convulsion,  sent  her  back  to  the  hospital 
the  day  following  her  return  home,  about  a month 
after  the  original  admission. 

The  emergency  plan  set  up  in  advance  was  now- 
made  ready,  and  an  internal  electrode  was  again  ap- 
plied via  jugular  vein  to  function  until  direct  im- 
plantation of  a myocardial  electrode  was  performed. 
The  only  difficulty  encountered  at  operation  was  a 
small  technical  problem  of  suturing  the  plastic  base 
to  myocardium,  discussed  above. 

Postoperative  course  was  stormy,  with  days  of 
hypotension,  severe  accumulation  of  tracheobronchial 
secretions  and  weakness.  The  newly  applied  pace- 
maker worked  perfecdy  and  continuously,  yet  sev- 
eral times  the  condition  appeared  critical  and  ir- 
reversible. Five  days  postoperatively  an  emergency 
bedside  bronchoscopy  was  done  which  gave  imme- 
diate improvement  in  aeration.  From  this  point  on 
progress  was  steadily  good.  On  October  29,  1960,  the 
patient  returned  home  with  her  portable  transis- 
torized externally  carried  pacemaker  connected  by 
wire  to  the  myocardial  electrode. 

Interesting  and  unusual  problems  developed  dur- 
ing the  next  six  weeks.  Severe  intermittent  pains 
and  devastating  nausea  plagued  the  patient.  The 
cause  w'as  not  apparent  and  reasonable  progress  was 
threatened  because  of  severe  inanition.  Infection  of 
the  exit  site  of  the  myocardial  wire  never  occurred 
although  there  are  reports  of  this  having  been  a 
major  problem.  The  area  was  scrubbed  twice  daily 
with  soap  followed  by  alcohol,  leaving  the  area  un- 
covered. 


connection  failure 

In  late  December  when  her  general  progress  had 
become  good,  it  was  noted  by  her  nurse  attendant 
that  there  were  periods  of  loss  of  response  to  pace- 
maker. The  connection  (see  picture  on  page  169) 
used  first  was  suspect  for  several  days  and  it  w-as  con- 
sidered that  a new  w'ire,  more  pliable  and  doing 
away  entirely  with  this  bulky  connection,  would  be 
safer  and  more  comfortable  to  the  patient.  In  her 
sleep  she  would  often  roll  over  on  this  connection. 
While  awaiting  shipment  of  a new  cable,  she  had 
a seizure  on  December  27,  1960.  Within  moments 
we  unwrapped  the  protective  cover  over  the  suspect 
connection  and  found  the  electrode  to  have  been 
completely  disconnected.  It  was  reconnected,  and 
the  patient  immediately  recovered.  This  time  it  was 
left  open,  uncovered,  w'here  it  could  be  inspected 
continuously.  Several  days  later  the  new  cable  ar- 
rived. How  to  splice  it  seemed  a problem.  We  were 
advised  that  regular  solder  could  be  used  if  flux 
were  used.  New  circuits  were  made  from  the  poles 
of  the  pacer  attached  by  clamp  beyond  the  point  of 
area  to  be  spliced.  We  then  spliced  the  new  wire 
without  interruption  except  for  a moment  now  and 
then. 

On  February  23,  1961,  her  next  problem  occurred. 
She  had  now  had  a month  free  of  pain  or  nausea, 
bathed  herself  in  a tub,  walked  around  the  block, 
gained  weight,  and  felt  well  and  happy.  Her  nurse 
attendant  noted  on  occasions  that  her  pacer  was  not 
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working.  She  had  been  in  the  habit  of  checking  pulse 
every  several  hours.  The  patient  complained  of  feel- 
ing lightheaded  and  seemed  pale.  We  then  noted  that 
movement  of  the  pacemaker  or  the  cable  just  as  it 
joined  the  pacemaker  seemed  related  to  periods  of 
loss  of  response.  No  defect  was  noted  in  the  pace- 
maker. The  battery  had  been  changed  the  day  be- 
fore, and  another  battery  did  not  improve  the  situ- 
ation. Within  moments  it  became  apparent  that  con- 
tact could  not  be  re-established.  Pallor  increased  and 
apical  rate  was  now  under  30.  She  was  hospitalized 
immediately. 

broken  cable 

Investigation  showed  that  one  pole  would  not  re- 
spond and  one  would.  Reliable  pacing  was  re-estab- 
lished by  supplying  current  into  the  working  pole 
and  putting  an  indifferent  electrode  on  the  chest 
wall.  With  this  arrangement  we  were  then  able  to 
dissect  the  cable  and  found  complete  severance  of 
the  point  of  attachment  to  the  pacemaker.  A temp- 
orary repair  was  established  satisfactorily  and  the 
patient  returned  home  the  following  day  feeling 
well  again.  A new  cable  was  reapplied  by  the  tech- 
nique described  above,  better  reinforced  at  the  ap- 
parent area  of  stress  and  a new  innovation  was 
added.  This  time  projections  of  each  splice  were  left 
on  and  covered  by  an  easily  removed  sleeve. 

An  extra  set  of  circuits  was  made  available  with 
clamps  on  each  end  so  that  in  the  event  of  future 
cable  break,  the  fact  could  be  ascertained  promptly 
by  sliding  the  cover  back  from  the  projecting  wires 
and  connecting  by  another  circuit  to  the  pacemaker. 
If  this  would  then  not  work,  the  cable  was  probably 
intact  and  the  myocardial  electrode  would  have  been 
incriminated.  Only  surgical  re-entry  by  thoracotomy 
would  repair  this,  although  temporary  intracardiac 
electrodes  via  catheter  could  again  be  a stop-gap  ma- 
neuver. During  this  splicing  the  patient  became  faint 
any  time  two  consecutive  beats  were  missed  from 
the  pacer. 

In  April,  1961,  after  gaining  weight  and  being 
fairly  active,  left  chest  pain  occurred,  accompanied 
by  a feeling  of  chest  fullness,  shortness  of  breath  and 
nausea.  This  proved  to  be  a pleural  effusion  which 
progressed  within  a few  weeks  so  that  it  finally  oc- 
cupied more  than  half  the  left  pleural  cavity.  Medical 
therapy  did  not  seem  to  affect  it  in  any  way.  We 
elected  not  to  intervene  surgically.  Within  a few 
more  weeks  this  effusion  began  to  abate  slowly  and 
progressively,  finally  disappearing  fully  about  six 
weeks  after  onset.  No  cause  of  this  occurrence  was 
ever  established.  Following  this  event,  no  further 
significant  trouble  developed  except  visible  deteri- 
oration of  the  cable  noted  on  a routine  inspection. 
This  was  spliced.  At  this  time  it  was  noted  that  it 
had  nearly  severed  itself  and  there  were  other  areas 
that  appeared  weak. 

Additional  safeguards  were  taken.  New  cables 
were  ordered  and  prepared,  to  be  added  any  time 
and  immediately  by  the  attendant  merely  by  plug- 
ging in  the  adapters  that  had  already  been  applied. 
The  original  pacemaker  permitted  variation  in  rate 
and  magnitude  of  electrical  stimulus.  The  former 
was  set  at  about  60  per  minute,  and  the  latter  at  the 
least  milliamperage  that  would  effect  contraction. 
This  needed  to  be  increased  regularly  until  its  final 
and  apparently  permanent  setting  at  13.  Finally,  for 
her  comfort  in  carrying  the  pacemaker,  we  substi- 


tuted the  implantable  one  which  was  fixed  in  rate 
and  power  but  could  be  more  easily  carried  extern- 
ally. This  provided  a second  available  pacemaker  in 
case  of  technical  failure. 

need  for  technical  improvement 

Many  problems  arose  wherein  it  was  determined 
that  technical  improvement  could  be  made  on  exist- 
ing equipment.  These  included  better  protection  of 
the  dials  in  the  external  pacemaker  to  prevent  inad- 
vertent change  of  rate  and  amperage  settings.  We 
fixed  these  with  tape.  Clamps,  needles,  extra  cable 
and  an  indifferent  electrode  to  place  on  the  skin 
could  provide  additional  safety  factors  in  case  of 
technical  breakdown.  Anxiety  on  the  part  of  the  pa- 
tient and  all  attendants  could  have  been  avoided 
had  they  known  that  the  light  emitted  by  the  pace- 
maker insufficiently  ionizes  in  the  dark  and  will  on 
occasion  not  monitor  the  impulse  which  continues 
unaffected.  This  caused  alarm  and  urgent  reaction 
because  it  was  naturally  suspected  several  times  dur- 
ing night  observations  that  the  pacemaker  was  work- 
ing improperly. 

Finally,  it  had  been  mentioned  frequently  by  ob- 
servers that  the  use  of  this  procedure  of  artificial 


This  cable  originally  applied,  showing  both  the  electrode 
and  pacemaker  connection,  has  been  replaced  with  a simp- 
ler, more  pliable  wire. 


heart  stimulation  seemed  to  be  so  temporary  as  to 
leave  uncertainty  regarding  justification  of  the  pro- 
cedure. This  case  has  clearly  demonstrated  to  the 
contrary.  There  had  never  been  a known  myocardial 
infarction.  The  cardiogram  did  not  suggest  myo- 
cardial damage,  there  had  never  been  any  sugges- 
tion of  heart  failure  except  for  periods  of  ventricular 
fibrillation,  and  the  myocardium  seemed  strikingly 
normal  when  observed  directly  at  the  time  of  sur- 
gery. The  problem,  apparently,  was  an  abnormality 
of  a very  small  segment  of  heart  muscle  that  had, 
by  chance,  involved  the  conducting  mechanism.  Arti- 
fically  supplying  the  need  thus  created  could  there- 
fore be  expected  to  produce  excellent  long  term  re- 
sults provided  we  can  prevent  the  technical  aspects 
of  wire  fatigue,  pacemaker  failure,  sinus  tract  infec- 
tion, dislodgement  of  myocardially  inplanted  elec- 
trode or  tissue  reaction  around  it  preventing  trans- 
mission of  impulse  or  protrusion  of  the  electrode 
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through  the  myocardial  wall  into  the  ventricular 
chamber  which  could  cause  short  circuit. 

Several  later  episodes  of  wire  deterioration  oc- 
curred necessitating  emergency  action  for  repair. 
This  has  been  done  each  time  by  temporary  hos- 
pitalization so  that  full  safety  can  be  achieved  with 
readily  available  oxygen,  defibrillator  and  constant 
cardiac  monitoring.  A surprisingly  simple  method 
evolved  to  determine  immediately  at  times  of  pacing 
failure  if  the  pacemaker  were  working  properly.  This 
was  done  by  disconnecting  it  momentarily  from  the 
adapter  and  placing  the  electrodes  in  contact  with 
the  tongue.  The  presence  or  absence  of  electrical 
stimulation  can  be  felt  immediately.  ■ 

' 500  Wall  St.  (1 ) 


ADDENDUM:  Early  in  January  the  patient  began 
to  complain  of  occasional  sensations  in  the  chest,  not 
previously  experienced.  She  was  somewhat  alarmed. 
Much  to  our  surprise,  we  discovered  that  there  was 
rhythm  irregularity  due  to  partial  recovery  of  bundle 
function.  The  irregular  beats  arose  from  premature, 
supraventricular  contractions.  Paradoxically,  this 
spontaneous  improvement  created  one  of  the  most 
difficult  hazards  so  far  encountered. 

Several  therapeutic  possibilities  were  considered. 
Raising  the  pacer  rate  might  conceivably  cause  the 
artificial  stimulation  to  occur  before  the  spontaneous 
contractions  occurred.  Also,  lowering  the  amplitude 
of  stimulation  by  the  pacer  might  prevent  pacer 
stimulation  except  in  rather  prolonged  periods  of 
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asystole.  Our  original  fear  that  the  competition  be- 
tween the  artificial  pacer  and  her  own  contractions 
could  cause  ventricular  fibrillation  proved  to  be  un- 
founded by  the  experience  of  others. 

Most  recently,  spontaneous  contractions  have 
occurred  at  variable  rates  from  none  to  more  than 
100  a minute.  Attempts  to  disconnect  the  pacer 
proved  that  the  patient  could  not  carry  on  spon- 
taneously for  more  than  a few  minutes.  The  next 
plan  will  be  to  test  the  effects  of  procainamide, 
quinidine  and  digitalis  preparations.  It  has  become 
most  apparent  now  that  we  are  experiencing  a 
tremendous  advantage  by  not  having  an  implanted 
pacemaker,  as  we  have  been  varying  voltage  and 
rates  from  day  to  day  to  find  a comfortable  solution. 


RESPONSIBILITY  FOR  TRANSFUSION  THERAPY 


Standards  for  a blood  transfusion  service,  including  those  published  by  the  Joint 
blood  Council  and  the  American  Association  of  Blood  Banks  have  been  limited  to  proper 
methods  of  avoiding  reactions  and  have  not  emphasized  the  indications  for  transfusion 
as  well  as  the  choice  and  amount  of  material  for  various  conditions. 

The  term  “Transfusion  Service”  implies  more  than  simply  furnishing  material  for  a 
transfusion.  The  practice  of  transfusion  requires  technical  knowledge  and  experience. 
Physiopathologic  states  and  the  hydrodynamics  of  circulation  must  be  evaluated  when 
transfusions  are  considered.  Because  of  its  inherent  danger,  transfusion  involves  great 
responsibility  on  the  part  of  all  participating  in  the  procedure. 

In  case  of  unfavorable  reaction  following  a transfusion,  much  of  the  responsibility 
rests  with  the  physician  who  has  ordered  the  transfusion.  Requests  for  transfusions  of 
whole  blood  or  blood  derivatives  should  be  made  with  notation  of  the  indication  for 
transfusion  in  order  that  the  physician  or  physicians  in  charge  of  the  Transfusion 
Service  may  be  able  to  advise  concerning  the  speed  and  volume  of  transfusion,  as  well 
as  the  type  and  quantity  of  material  best  suited  to  the  patient’s  needs. 

Requests  for  blood  transfusions  for  elective  operations  should  be  made  at  a 
reasonable  time  before  operation  with  full  consideration  of  the  actual  expected  need. 


reprinted  from  Council  News  Briefs 
published  by  the  Joint  Blood  Council,  Inc. 
Washington,  D.C.,  No.  23,  November  30,  1961 
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Statistically  Speaking 

II.  Distributions  and  Averages 


WARREN  K.  GARLINGTON,  Ph.  D.  Ft.  Steilacoom,  Washington 


M ost  of  us  classify  statistics  with  forms  from  the 
Internal  Revenue  Bureau  or  perhaps  the  weekend 
predictions  of  the  National  Safety  Council.  We 
see  them  as  complex  and  time-consuming,  as  fright- 
fully necessary,  but  necessarily  frightful.  Yet  almost 
all  of  us  have  traveled  farther  down  the  statistical 
road  than  we  might  recognize.  For  example,  the 
concept  of  the  “average”  is  a familiar  one.  We  com- 
pare the  batting  averages  of  Maris  and  Mantle,  we 
watch  the  ups  and  downs  of  the  Dow-Jones  index. 
We  readily  speak  of  those  who  are  above  average  or 
below  average  in  height  or  weight  or  brains  or  looks, 
and  we  are  quite  aware  that,  in  general,  the  more 
a particular  measurement  differs  from  the  average, 
the  rarer  or  more  unusual  it  is. 

This  leads  into  an  interesting  and  important 
observation  of  the  way  nature  has  conveniently 
organized  much  of  our  scientific  data  for  us.  Usually 
when  we  take  some  kind  of  measurement  on  a large 
group  of  individuals,  we  find  that  most  people  are 
average,  or  at  least  pretty  much  so;  they  fit  into  a 
middle  area  between  the  extremes.  If  we  count 
the  number  of  measures  occurring  farther  and 
farther  away  from  the  average,  we  find  that  their 
number  decreases.  There  are  fewer  men  77  inches 
tall  than  there  are  men  75  inches  tall,  and  both  are 
rarer  than  six-footers. 

Although  this  observation  has  been  made  by  many 
of  us,  it  isn’t  usually  obvious  from  a glance  at  an 
unordered  group  of  numbers  or  at  a random  pro- 
cession of  men  passing  any  street  corner.  To 
see  this  relationship,  we  need  to  draw  a picture,  to 
place  the  numbers  in  some  kind  of  logical  order  or 
to  line  up  the  men  from  shortest  to  tallest. 

These  two  measurement  characteristics— the  aver- 
age, or  more  generally  and  technically,  the  central 
tendency , and  the  deviation  from  the  central  ten- 
dency-make up  a good  part  of  what  we  might  call 
“descriptive  statistics.”  Descriptive  statistics  are  in- 
tended primarily  to  summarize  a mass  of  data  so 
that  the  reader  can  see  at  a glance  the  characteristics 
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of  a group  of  scores0  and  can  save  the  time  and 
energy  of  trying  to  find  order  in  what  initially 
appears  to  be  chaos. 

Let’s  pretend  we  have  been  studying  the  incu- 
bation period  of  “Disease  Y.”  Now  we  are  ready  to 
present  our  findings  in  a report  for  busy  doctors 
who  want  the  information  to  pacify  distraught 
mothers.  We  have  carefully  gathered  40  cases  in 
which  there  is  little  doubt  as  to  the  time  of  initial 
exposure  and  even  less  doubt  as  to  the  onset  of 
observable  symptoms.  This  time  interval  we  define 
as  the  incubation  period.  Our  basic  data,  then,  are 
a group  of  numbers  such  as  those  seen  in  Table  1. 
A glance  at  this  hodge-podge  is  enough  to  explain 


Table  1 


Incubation  Period  in  Days  of  "Disease  Y" 
(Fictitious  Data) 


5 

6 
5 

7 
1 

8 
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for  40  Patients 


5 
7 

6 

4 

5 

6 

4 

5 

6 
5 


why  we  seldom  see  a report  that  presents  raw  data 
such  as  these. t Most  readers  obviously  won’t  bother 
looking  at  them  for  very  long,  and  no  one  can 
blame  them. 


the  frequency  distribution 

Our  first  step  is  to  put  these  numbers  in  some 
logical  order.  The  result,  called  a frequency  dis- 

» In  this  and  future  papers,  the  term  "scores”  will  be  used 
for  any  group  of  measurements,  whether  physical,  psy- 
chological. or  whatever. 

t There  are  times,  however,  when  access  to  raw  data  is  im- 
portant for  other  investigators.  In  such  cases,  a common 
solution  is  to  deposit  this  information  with  the  American 
Documentation  Institute  (ADI)  and  to  tell  the  interested 
reader  in  a footnote  how  it  may  be  obtained. 
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tribution,  is  shown  in  Table  2.  Column  1 lists  the 
different  lengths  in  days  of  the  incubation  periods. 
Column  2 gives  the  frequency  or  number  of  patients 
in  each  period,  and  Column  3 is  the  product  of 
Columns  1 and  2,  but  we  can  ignore  it  for  the 
moment.  Just  putting  the  raw  data  into  the  table 


Table  2 

Frequency  Distribution  of  the  Incubation  Period  of 
"Disease  Y"  for  40  Patients  (Fictitious  Data) 


1 

Days  (X) 

1 

2 

3 

4 

5 

6 

7 

8 
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2 

freq.  (f) 
1 
3 

3 
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11 
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1 

40 


3 

fX 

1 

6 

9 

28 

55 

48 

28 

16 

9 

200 


has  done  a good  deal  to  help  the  reader  get  a clearer 
picture  of  the  characteristics  of  this  particular  group 
of  incubation  periods.  In  some  cases  the  picture  can 
be  made  even  clearer  by  the  use  of  charts  or  graphs. 
Two  that  are  frequently  used  are  shown  in  Figures 
1 and  2.  The  first  is  technically  called  a frequency 


INCUBATION  PERIOD  (DAYS) 


Figure  1 

Frequency  Polygon  Showing  the  Distribution  of  the 
Incubation  Period  of  “Disease  Y”  for  40  Patients 
(Fictitious  Data) 


polygon  or  distribution  curve,  and  the  second  a 
histogram  or  bar  graph.  Both  of  them  offer  the 
reader  a visual  representation  of  the  frequency  dis- 
tribution in  Table  2. 

central  tendency 

We  have  collected  our  group  of  incubation  periods 
because  we  want  to  tell  others  when  to  expect  the 
first  symptoms  of  “Disease  Y”  after  being  exposed 
to  it.  From  Table  2 or  either  Figure  we  can  tell 
them  to  expect  it  as  early  as  one  day  after  exposure, 
but  we  also  say  to  wait  for  ten  days  before  rejoicing. 
The  busy  doctor  asks,  “Yes,  but  on  the  average, 
when  should  they  expect  it?”  Here  we  are,  back 
again  to  that  old  familiar  concept— the  average.  But 
trust  the  statistician  to  substitute  his  own  jargon  for 
familiar  terms.  Research  reports  seldom  discuss 
averages.  Instead  they  use  the  term  mean,  or  some- 
times just  a symbol.  The  most  common  symbols 
used  to  represent  the  mean  are  X or  M.  The  mean 
of  this  particular  distribution  of  incubation  periods 
is  5.00,  found  by  adding  up  all  of  the  numbers  in 
Table  1,  and  dividing  this  total  by  the  number  of 
cases.  (A  quicker  way  is  to  total  Column  3 in  Table 
2,  and  then  divide.)  The  statistician  represents  these 

— 2X 

operations  by  a formula:  X=—y~ . This  formula 


INCUBATION  PERIOD  (DAYS) 


Figure  2 

Histogram  or  Bar  Graph  Showing  the  Distribution  of  the 
Incubation  Period  of  “Disease  Y"  for  40  Patients 
(Fictitious  Data) 
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uses  another  frequently  encountered  symbol,  i, 
the  Greek  capital  sigma;  to  the  statistician  it  always 
means  “the  sum  of.”  The  symbol  X in  the  formula 
stands  for  the  individual  numbers  in  the  distribution. 
The  formula,  therefore,  could  be  stated  verbally  as, 
“The  mean  is  equal  to  the  sum  of  each  of  the  indi- 
vidual scores  divided  by  the  number  of  scores  in 
the  distribution.”  For  this  data  it  could  be  presented 

numerically  as:  A = — — = o. 

The  mean  is  by  far  the  most  frequently  used 
measure  of  central  tendency,  but  for  unusual  kinds 
of  distributions,  another  kind  of  measure  might 
occasionally  be  used.  One  such  measure  is  the 
median  (mdn).  It  is  simply  the  midpoint  in  the 
distribution.  In  the  incubation  period  data,  the 
midpoint  would  fall  midway  between  the  scores 
represented  by  patient  20  and  patient  21.  Since 
the  score  of  both  of  these  patients  is  the  same,  the 
median  is  5.  Still  less  frequently  encountered  is  a 
third  measure  of  central  tendency,  the  mode.  It 
is  the  point  in  the  distribution  where  the  most  cases 
occur.  The  busy  doctor’s  legitimate  question: 
“What  is  the  usual  period  of  incubation  for  Disease 
Y?”  would  be  answered  by  the  value  of  the  mode. 
Both  Figures  1 and  2 show  that  it  is  5 days. 

Now  at  this  point  a question  might  arise.  In 
looking  at  the  data  in  our  example,  we  see  that 
the  mean,  the  median,  and  the  mode  are  all  repre- 
sented by  the  same  number,  i.e.,  they  all  have  the 
same  value,  5.  Why,  then,  should  we  bother  with 
three  different  measures  of  central  tendency?  Why 
don’t  we  just  use  the  one  that  is  easiest  to  figure 
out?  The  answer  lies  in  the  shape  of  the  distribu- 
tion. Our  Disease  Y distribution  is  nicely  symmetri- 
cal, but  what  if  we  had  found  that  36  of  our  cases 
developed  Disease  Y in  6 days  or  less,  but  because 
of  some  unusual  circumstances,  4 took  60  to  90  days? 


The  mean,  inflated  by  a few  unusual  cases,  would 
not  be  representative  of  the  usual  incubation  period. 
In  such  a situation,  the  median  or  perhaps  the  mode 
would  be  a more  accurate  summarizer  of  central 
tendency.  A lopsided  or  asymmetrical  distribution 
such  as  this,  is  said  to  be  skewed. 

A second  example  might  help  to  make  the  point 
clearer.  What  if  the  distribution  we  are  interested 
in  represents,  say,  the  salaries  of  all  employees  in  a 
large  hospital?  If  90  per  cent  of  the  employees  in 
the  hypothetical  hospital  are  paid  $400  per  month 
or  less  and  the  other  10  per  cent,  the  highly  skilled 
technicians,  specialists,  and  administrators,  are  paid 
more  than  $1,000  per  month,  the  mean  presents  a 
rather  distorted  picture  of  the  central  tendency.  In 
this  case  the  few  high  salaries  pull  up  the  mean  so 
it  doesn’t  adequately  describe  the  salaries  in  the 
hospital.  The  median  would  be  much  more  repre- 
sentative of  the  bulk  of  salaries  paid  by  the  hypo- 
thetical hospital. 

summary 

Now  let’s  pull  together  the  concepts  and  terms 
presented  so  far.  We  have  gone  from  the  initial 
collection  of  a number  of  scores  to  the  first  step 
in  ordering  these  scores,  namely  the  frequency  dis- 
tribution. The  distribution  can  be  presented  in  the 
form  of  a graph  to  insure  maximum  clarity  for  the 
reader.  Two  common  kinds  of  graphs  are  the  fre- 
quency polygon,  or  distribution  curve,  and  the  his- 
togram or  bar  graph.  Three  measures  of  central 
tendency  are  the  mean  (X  or  Al)  median  (mdn), 
and  mode. 

The  next  paper  in  this  series  will  discuss  devia- 
tions from  the  central  tendency,  the  second  import- 
ant summarizing  or  descriptive  statistic.  ■ 

Psychology  Department 
Mental  Health  Research  Institute 


LEGISLATIVE  STRAIT  JACKETS  IN  MEDICINE 

Some  of  the  suggestions  (for  “regulating”  the  prescription  drug  industry)  could 
lead  to  such  legislative  strait  jackets  that  the  practicing  physician  would  have  no  flexi- 
bility for  individual  judgment  for  his  patients.  More  and  more,  medicine  seems  to  be 
becoming  a challenge  to  decide  what  not  to  do  rather  than  what  to  do.  If  the  trend 
continues  the  average  doctor  may  worry  more  about  how  to  extricate  himself  from  a 
case  with  minimum  personal  risk  than  how  to  treat  the  sick  person  for  maximum  patient 
benefit. 

Austin  Smith,  M.D.,  President, 
Pharmaceutical  Manufacturers  Association,  to  State 
Officers'  Conference  of  American  Academy  of  General  Practice. 
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Hypnosis  Without  Fear 

DAVID  B.  CHEEK,  M.D.  San  Francisco,  California 

Progress  in  beneficial  employment  of  medical  hypnosis  has  been  handicapped 
by  frightening  reports  from  a committee  reporting  to  the  American  Medical 
Association.  It  is  clear  that  a frightened  physician  will  transmit  his  fear  to  his 
patients.  Lives  could  be  saved,  illness  could  be  better  understood  and  anxieties 
could  be  resolved  helpfully  if  physicians  were  permitted  to  practice  hypnosis 

without  fear. 


H ypnosis  is  made  to  appear  frightening  and 
dangerous  in  a report  of  a panel  discussion  on  hyp- 
nosis by  representatives  of  the  California  Medical 
Association’s  Committee  on  Mental  Health.  Published 
in  the  April,  1961,  edition  of  California  Medicine, 
the  remarks  are  disturbing.1  The  authors  are  psychi- 
atrists. All  the  comments  in  the  six-page  report,  save 
one,  are  reworded  observations  initiated  by  members 
of  the  sub-committee  on  hypnosis  of  the  American 
Medical  Association  Committee  on  Mental  Health. 

One  exception  was  a report  on  a questionnaire 
about  hypnosis  sent  to  830  psychiatrists  in  California. 
Less  than  50  per  cent  answered.  Of  the  403  who 
answered  there  were  188  who  admitted  “experience 
with  hypnosis.”  The  amount  of  experience  was  un- 
defined but  of  these  there  were  50  using  it  as  a 
psychotherapeutic  technique.  Only  20  psychiatrists, 
slightly  more  than  2 per  cent,  “found  it  worthwhile.” 
According  to  the  authorities,  hypnosis  is  to  be  taught 
by  psychiatrists  in  medical  schools. 

Many  psychiatrists  seem  to  agree  that  hypnosis  is 
a medium  of  psychotherapy,  that  it  should  be  used 
only  by  those  who  have  been  given  thorough  indoc- 
trination into  psychiatric  thought,  that  its  use  can  be 
dangerous.  One  must  ask  why  only  twenty  psychi- 
atrists in  California  feel  hypnosis  is  valuable.  If  this 
percentage  represents  a national  psychiatric  average 
there  is  something  wrong  with  hypnosis  or  something 
wrong  with  psychiatric  training. 

fearful  physicians  transmit  fear 

When  frightened  physicians  are  filled  with  horror 
over  the  dangers  of  hypnosis  they  fill  with  horror  any 
subject  they  hypnotize.  Their  fears  will  create  the 
dangers  they  fear. 

This  concept  is  elementary.  It  should  be  obvious 
to  any  thoughtful  person.  He  who  is  frightened  by 
horses  should  not  ride  a horse.  The  child  fearing  dogs 
may  be  bitten.  The  frightened  hypnotist  must  expect 
difficulties  with  his  patients.  But  a hypnotist  need  not 
fear  hypnosis  and  need  not  harm  patients. 


Presented  by  invitation  before  the  Montana  State  Conven- 
tion of  the  Academy  of  General  Practice,  June  17,  1961. 


The  sum  total  of  our  knowledge  about  placebos  is, 
in  essence,  the  fact  that  patients  will  perform  as  ex- 
pected by  the  physician.  A study  of  time  required  for 
hospitalization  and  rehabilitation  of  surgical  patients 
has  shown  that  patients  perform  according  to  the 
expectations  presented  by  their  surgeon  in  answer  to 
their  questions.2 

profession  deprived  by  limited  publication  circulation 

It  is  a pity  that  the  only  opinions  on  hypnosis 
given  wide  circulation  in  the  medical  literature  are 
those  of  people  who  are  afraid  of  hypnosis  or  dis- 
trustful of  their  colleagues.  If  theirs  are  the  only 
voices  heard,  the  rest  of  the  medical  profession  will 
be  denied  knowledge  it  sadly  needs. 

It  is  not  commonly  appreciated  that  usable  hyp- 
notic trances  occur  during  induction  of  any  general 
anesthesia,  at  the  time  consciousness  is  lost  in  trauma, 
or  with  chemical  poisoning.3  It  is  not  commonly  ap- 
preciated that  unconscious  human  beings  are  able  to 
hear  good  as  well  as  damaging  suggestions  while 
their  attendants  believe  them  to  be  beyond  the  realm 
of  understanding.4  It  is  not  commonly  appreciated 
that  an  offshoot  of  hypnotic  techniques,  ideomotor 
questioning  methods,5  now  make  possible  the  re- 
covery of  subjectively  significant  impressions  relating 
to  fancied  or  real  birth  experience,  those  occurring 
before  the  normal  time  of  conscious  memory  as  well 
as  experiences  perceived  during  periods  of  apparent 
unconsciousness. 

These  sources  of  knowledge  stem  from  pioneer 
work  of  Milton  Erickson,  a psychiatrist,  who  has 
given  us  our  first  substantial  break-through  into 
areas  of  experience  untouched  by  verbal  means  of 
communication  during  ordinary  psychiatric  interview. 

Physicians  should  be  permitted  to  learn  of  these 
matters.  Their  interest  should  be  stimulated  instead 
of  stultified  by  anticipation  of  trouble  when  they 
attempt  to  explore  available  channels  to  understand- 
ing unconscious  motivations. 

devastating  statement 

Approximately  2,000  general  practitioners  through- 
out the  United  States  are  using  hypnosis  adroitiy 
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and  thoughtfully  for  pain  relief,  for  brief  analysis 
of  psychological  factors  in  somatic  illness,  for  im- 
proving the  self-respect  of  their  patients.  Their  work 
has  been  made  difficult  by  the  frightening  reports 
on  dangers  of  hypnosis  emanating  from  the  Commit- 
tee on  Hypnosis  and  sanctioned  by  the  American 
Medical  Association.  In  July  of  1960  the  Committee 
Chairman  told  all  who  read  the  Sunday  papers,  “Few 
non-psychiatrists  as  yet  have  the  necessary  training 
to  use  hypnotism  in  their  practice,  for  in  the  last 
analysis  it  must  be  considered  a psychiatric  tool.”6 
No  statement  could  have  had  more  devasting  effect 
on  the  prestige  of  the  general  practitioner  who  has 
taken  the  trouble  to  study  a method  of  helpful 
therapy. 

There  are  increasing  numbers  of  obstetricians  us- 
ing hypnosis  for  alleviating  conscious  fear,  for  un- 
covering repressed  fears,  for  controlling  hemorrhage 
due  to  anxiety,  for  arresting  threatened  abortion  and 
premature  labor.  The  patients  of  these  physicians  are 
usually  taught  self-hypnosis,  but  their  husbands  and 
relatives  have  been  told  in  the  same  news  statement, 
“For  obvious  reasons  self-hypnosis  can  be  potentially 
dangerous.  No  one  should  hypnotize  himself.” 

known  phenomena  ignored 

The  author  of  these  statements  was  asked  at  one 
meeting  attended  by  500  physicians  from  the  San 
Francisco  Bay  Area  how  he  relates  hypnosis  to  the 
effects  of  prayer  and  “self-hypnosis”  on  the  high- 
way. One  of  these  is  considered  a generally  helpful 
form  of  autohypnosis,  and  the  other  a proven  danger 
because  it  can  creep  up  insidiously  and  overcome 
those  who  do  not  recognize  the  sensations  of  a hyp- 
notic state.  The  author  answered  that  he  did  not  con- 
sider himself  able  to  discuss  these  matters  from  the 
standpoint  of  hypnosis.  He  believes  the  state  of  hyp- 
nosis depends  upon  an  interpersonal  relationship. 
This  attitude  leaves  no  common  ground  for  under- 
standing or  discussion  of  the  phenomena  of  hypnosis 
occurring  spontaneously  in  illness,  trauma  and  de- 
pression. 

Approximately  10  per  cent  of  people  find  them- 
selves uncomfortable  at  the  thought  of  being  hyp- 
notized. My  investigations  show  that  subconscious 
reasons  for  their  discomfort  are  different  from  those 
they  offer  consciously.  The  great  majority  find,  as 
was  first  stated  by  Estabrooks,7  that  great  emotional 
trauma  has,  at  some  earlier  time,  produced  a state 
indistinguishable  from  hypnosis.  These  people  have 
slipped  into  hypnosis  spontaneously  during  formal 
induction  at  a later  time.  They  have  been  uncon- 
sciously reminded  of  the  earlier,  unpleasant  experi- 
ence and  have  wanted  to  escape  from  it.  Part  of 
this  study  has  been  reported  elsewhere.8 

understanding  blocked 

Significance  of  these  findings  suggest  that  some 
of  the  unfavorable  reactions  of  anxiety  attributed  by 


psychiatrists  to  hypnotic  interpersonal  factors  may 
rather  relate  to  information  of  utmost  experiential 
importance.  Rejection  of  hypnosis  at  this  stage  may 
block  the  path  to  understanding  psychiatrically 
important  problems.  Every  time  the  patient  ap- 
proaches the  traumatic  experience  he  may  slip  into 
hypnosis,  become  uncomfortable  and  throw  up  un- 
conscious defenses.  1 he  therapist  who  is  ignorant  of 
his  own  anxieties,  related  to  personal  traumatic  ex- 
perience, may  slip  into  hypnosis  while  he  is  devoting 
all  his  attention  to  the  needs  of  his  patient.  This  may 
distress  him  and  may  secondarily  disturb  his  patient. 
The  patient  may  misinterpret  the  agitation,  place  in- 
correct stress  upon  the  matter  under  discussion  at  the 
moment,  and  may  mislead  himself  and  the  therapist. 

spontaneous  hypnosis  unrecognized 

Intelligent  patients  who  have  experienced  vari- 
ous forms  of  psychoanalysis  and  later  have  learned 
the  mechanisms  of  hypnosis  have  repeatedly  volun- 
teered the  comment  that  they  have  entered  hypnosis 
spontaneously  during  interviews  with  psychiatrists. 
These  individuals  have  all  recognized  reasons  for 
their  entering  hypnosis.  One  patient  reported,  “I 
asked  my  psychiatrist  (Freudian)  if  one  could  go 
into  hypnosis  accidentally  during  an  analytic  inter- 
view. He  said  that  was  not  possible  because  he  was 
not  hypnotizing  me  and  hypnosis  was  not  helpful 
anyway.”  This  is  a common  misconception.  It  should 
not  be  propagated  by  those  who  profess,  but  do  not 
possess,  understanding  of  hypnotism. 

Another  significant  possibility  stemming  from  the 
hypothesis  of  Estabrooks  is  that  if  the  central  nervous 
system  produces  a hypnotic  or  hypnoidal  state  during 
times  of  great  stress,  and  these  episodes  are  made 
more  accessible  to  recall  during  artificially  induced 
hypnotic  states,  we  should  be  able  to  use  hypnosis 
very  helpfully  in  medicine.  Hypnotic  interviews  may 
accelerate  greatly  the  investigation  and  treatment  by 
releasing  significant  traumatic  material  related  to 
the  illness  for  which  hypnosis  has  been  chosen  in 
therapy. 

ignorance  is  frightening 

Perhaps  we  are  misplacing  our  fears  of  therapeutic- 
hypnosis.  Perhaps  we  should  be  more  frightened  by 
the  concept  that  an  estimated  eight-to-ten-thousand 
human  beings  die  each  year  on  our  highways  through 
ignorance  of  the  dangers  of  delayed  reflexes  associ- 
ated with  unrecognized  hypnosis.  Perhaps  we  should 
give  more  thought  to  the  numbers  of  potentially  cur- 
able cancer  patients  who  give  up  the  fight  and  expire 
because  of  discouraging  statements  overheard  during 
their  surgical  anesthesia.  Perhaps  we  should  spend 
more  effort  in  learning  what  guilt  feelings,  masochis- 
tic tendencies  and  identifications  are  responsible 
for  vascular  accidents,  cardiac  arrests  and  pulmonary 
collapse  during  anesthesia  and  surgery.  The  inci- 
dence of  surgical  tragedies  is  increasing. 
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Prematurity  causes  more  deaths  each  year  among 
newborn  infants  than  any  other  factor.  Many  women 
are  learning,  with  hypnotic  uncovering  techniques, 
why  they  have  gone  into  labor  prematurely.  These 
women  are  not  injured  by  their  knowledge.  When 
pregnancy  is  emotionally  acceptable  they  learn  to 
stop  their  premature  labor  and  will  go  on  to  term. 
Frightened  women  go  into  labor  prematurely  and 
frightened  women  abort  their  babies.  Perhaps  not  all 
women  in  premature  labor  or  threatening  abortion 
are  doing  so  purely  for  psychological  reasons,  but 
how’  can  we  know  if  we  are  afraid  to  look? 

Three  women  who  had  consecutively  aborted  six, 
six  and  eleven  pregnancies  respectively  experienced 
bleeding  and  uterine  cramps  four  or  more  times 
during  their  first  successful  pregnancy.  Each  of  these 
patients  had  learned  to  discover  subconscious  atti- 
tudes quickly  with  ideomotor  hypnotic  methods  of 
questioning.  Each  time  bleeding  occurred  these 
women  w'ere  able  to  discover  a subjectively  ac- 
ceptable reason  for  the  triggering  fear.  Each  stopped 
her  bleeding  and  contractions  w'ithin  an  hour  of  inter- 
view over  the  telephone.  Such  physiological  inter- 
play with  emotional  factors  will  remain  unexplored 
if  physicians  are  confused  in  their  feelings  as  they 
use  hypnosis. 

knowledge  and  understanding  save  lives 

There  is  no  doubt  about  the  fact  that  we  have 
sadists,  monomaniacs,  and  incompetent  persons  prac- 
ticing medicine  in  the  United  States,  some  with  and 
some  without  license.  Their  weaknesses  are  quickly 
apparent  when  they  use  hypnosis.  It  is  harder  to 
search  them  out  w'hen  they  practice  medicine  or 
surgery  in  time-honored  ways.  If  more  physicians  and 
more  lay  people  knew  more  about  hypnosis  it  is 
possible  that  patients  would  be  better  protected  from 


such  people  than  they  now  are.  The  powers  of  self- 
protection and  subconscious  perception  of  character 
traits  are  enormous  when  hypnotized  subjects  know 
they  are  using  autohypnosis  w-ith  the  help  of  a physi- 
cian, rather  than  believing  they  are  completely 
under  the  control  of  a hypnotist. 

More  lives  could  be  saved,  more  illnesses  under- 
stood and  more  anxieties  resolved  helpfully  if  phy- 
sicians could  use  hypnosis  with  faith  in  its  potentials, 
with  faith  in  the  fortuitous  reactions  of  their  patients, 
and  with  faith  in  themselves.  Support  should  be 
given  to  physicians  who  are  thoughtful  for  the  needs 
of  their  patients  as  they  use  hypnosis. 

There  are  more  good  than  bad  physicians.  They 
should  be  permitted  to  practice  hypnosis  without 
threat  of  malpractice.  They  should  be  permitted  to 
practice  hypnosis  without  fear.  ■ 

2000  Van  Ness  Ave.  (9) 
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GROWTH  IN  CLINICAL  RESEARCH 


In  the  past  15  years  there  has  been  a striking  growth  in  clinical  research  as  a two- 
way  bridge  between  the  laboratory  and  clinical  practice.  Coupled  with  this  is  the 
achievement  of  the  pharmaceutical  industry  in  the  manufacture,  quality  control,  and 
marketing  of  new'  products.  In  consequence,  the  lag  between  scientific  discovery  and 
widespread  use  of  new'  drugs  has  been  shortened. 


Luther  Terry,  M.D., 
Surgeon  General,  U.S.  Public  Health  Service, 
to  1961  National  Health  Forum. 


176 

Northwest  Medicine,  February  1962 


PRO-BANTHINE  PA*. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 

Prolonged-Acting  tablets-3o  mg. 
Effective  • Convenient  • Sustained  Action 

pro-banthIne1',  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthIne  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthIne  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  pro-banthIne  p.a.  will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 

Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthIne  p.a.  or 
standard  pro-banthIne  to  meet  individual  requirements. 


e.  d.SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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When  it’s  mo 


grippe  or 

“flu”thanasirnple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 

WIN-CODIN‘Tablets 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


LABORATORIES 
New  York  18,  N.  Y. 


New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Xeo-Synephrine ® 10  mg. — to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)—  to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infections? 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  i/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

•Trademark  tFor  persons  with  vitamin  C deficiency 

Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Blair  ].  Henningsgaard,  M.D.,  Astoria 
secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


January  Trustees  Meeting  Taxes  Headquarters  Facilities 


The  importance  of  Oregon  State  Medical  Society 
affairs  was  given  increased  stature  at  the  meeting  of 
the  Society’s  Board  of  Trustees  on  Saturday,  January 
6,  1962.  The  meeting  held  in  the  Society  headquart- 
ers office  was  attended  by  45  persons,  including 
23  members  of  the  Board,  other  members  of  the 
Society  and  guests.  The  dinner-seating  capacity  of 
the  Conference  Room  was  taxed  to  overflowing  and 
it  became  necessary  for  several  members  of  the 
headquarters  staff  to  be  served  at  their  office  desks. 

It  was  the  agenda  and  the  interest  of  the  member- 
ship in  it  which  brought  the  unusually  high  turn 
out.  It  included  consideration  of  policies  relating 
to  oral  poliomyelitis  vaccine,  the  proposed  phy- 
sician-pharmacist code  of  understanding,  medical 
standards  for  motor  vehicle  operators,  the  relation- 
ship of  the  analysis  of  a human  specimen  to  the 
practice  of  medicine,  a report  on  a national  confer- 
ence and  a number  of  other  items. 

Oral  polio  vaccine 

Since  the  Society’s  1961  Annual  Meeting,  the 
Committee  on  Public  Health  has  been  observing 
the  progress  being  made  relative  to  the  availability 
of  all  three  types  of  oral  poliomyelitis  vaccine.  The 
Committee  was  especially  concerned  inasmuch  as  it 
had  been  called  upon  by  the  House  of  Delegates 
to  consider  two  resolutions  introduced  at  the  1961 
Meeting.  The  first,  from  the  Multnomah  County 
Medical  Society,  proposed  that  the  Society  consider 
the  advisability  of  administering  the  oral  vaccine 
to  infants  at  3 days  of  age  and  that  all  infants  be 
immunized  against  poliomyelitis  before  the  age  of 
1 year.  The  second  resolution,  from  the  Marion- 
Polk  County  Medical  Society,  requested  that  the 
Committee  make  recommendations  for  a statewide 
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plan  for  the  distribution  and  administration  of  the 
oral  vaccine. 

The  principal  factor  which  confronted  the  Com- 
mittee in  its  consideration  of  the  oral  vaccine  utili- 
zation was  that  Type  III  has  not  been  licensed  and 
therefore  the  use  of  the  two  types  which  have  been 
approved  by  the  U.  S.  Public  Health  Service  and 
are  available  does  not  give  complete  protection 
against  all  three  strains  of  poliovirus.  The  Commit- 
tee, therefore,  submitted  a resolution  to  the  Board 
of  Trustees  which  the  Committee  stated  in  its  re- 
port represented  what  it  considered  to  be  the  sound- 
est medical  judgment  under  the  circumstances.  The 
resolution  which  was  adopted  by  the  Board  of 
Trustees  reads  as  follows: 

whereas,  the  Salk  vaccine  is  the  only  currently 
available  immunizing  agent  offering  protec- 
tion against  all  three  strains  of  poliovirus 
and  has  been  responsible  for  the  dramatic 
reduction  in  the  incidence  of  this  disease; 
and, 

whereas.  Type  III  Sabin  oral  poliomyelitis  vaccine 
has  not  yet  been  licensed  and  the  date  of  its 
licensure  is  still  conjectural  and  Type  II, 
while  licensed,  is  not  yet  available  in  ade- 
quate supply;  and, 

whereas,  there  appears  to  be  no  sense  of  urgency  for 
initiating  broad  scale  programs  for  the  ad- 
ministration of  the  oral  vaccine  in  view  of 
the  current  extremely  low  incidence  of  polio- 
myelitis; and, 

whereas,  in  the  absence  of  the  licensure  of  all  three 
types  of  oral  vaccine  and  its  availability  in 
ample  supply,  the  administration  of  only 
those  types  of  oral  poliomyelitis  vaccine  cur- 
rently available  provides  incomplete  protec- 
tion against  all  three  strains  and  may  create 
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in  those  so  immunized  a false  sense  of  securi- 
ty; now, 

therefore  be  it  resolved,  that  the  Oregon  State 
Medical  Society  recommends  and  urges  the 
continued  use  of  the  Salk  vaccine  for  com- 
plete protection  against  poliomyelitis;  and, 
be  it  further  resolved,  that  in  the  case  of  a polio- 
myelitis epidemic  nothing  in  this  resolution 
shall  be  interpreted  to  preclude  the  use  of 
the  appropriate  type  of  oral  vaccine  if  it  is 
available;  and, 

be  it  further  resolved,  that  when  Type  III  of  the 
oral  poliomyelitis  vaccine  has  been  licensed, 
the  Committee  on  Public  Health  shall  recon- 
sider its  recommendations  relative  to  the  utili- 
zation of  this  immunizing  agent;  and, 
be  it  still  further  resolved,  that,  under  the  cur- 
rent circumstances  when  the  oral  poliomye- 
litis vaccine  is  administered,  patients  be  in- 
formed that  the  protection  is  not  complete. 

The  Committee  on  Public  Health  also  requested 
and  received  authorization  from  the  Board  of  Trus- 
tees to  communicate  with  each  component  medical 
society  to  obtain  information  regarding  the  progress 
which  is  being  made  in  the  implementation  of  the 
Committee’s  recommendations  relating  to  local  pub- 
lic health  services.  These  recommendations  were 
adopted  by  the  Society’s  House  of  Delegates  at  its 
1961  Midyear  Meeting. 

The  report  and  recommendations  of  the  Commit- 
tee on  Public  Health  were  presented  by  Walter  A. 
Goss,  Chairman  of  the  Committee. 

Physician-pharmacist  code 

During  the  past  year,  the  Committee  on  Pharmacy 
and  Drugs  of  which  Norman  A.  David  is  Chairman 
has  been  in  the  process  of  developing  a “Pledge  of 
Mutual  Understanding  for  Physicians  and  Pharma- 
cists.” Dr.  David  presented  the  Committee’s  final 
draft  which  had  been  developed  in  cooperation  with 
the  Liaison  Committee  from  the  Oregon  Pharma- 
ceutical Association,  to  the  Board  of  Trustees  at  its 
meeting  on  December  2,  1961.  The  Trustees  at  the 
meeting  deferred  action  on  the  “Pledge”  for  one 
month  to  provide  an  opportunity  for  component 
societies  to  review  the  document  and  convey  their 
views  and  opinions  to  their  respective  Trustees. 

At  the  January  meeting,  the  Board  of  Trustees, 
after  giving  careful  consideration  to  all  recommen- 
dations received,  amended  the  “Pledge”  and  adopted 
it.  It  must  now  be  reconsidered  by'  the  Oregon  State 
Pharmaceutical  Association.  The  “Pledge”  as  ap- 
proved by  the  Board  of  Trustees  reads: 

In  the  best  interests  of  our  professional  serv- 
ices to  the  health  and  welfare  of  the  people  of 
Oregon  and  the  Northwest,  we,  the  physician 
and  the  pharmacist,  do  mutually  pledge  to  abide 
by  the  following  provisions  governing  our  inter- 
related professional  relations  and  practices. 


The  pharmacist: 

1.  Shall  neither  diagnose  disease  nor  prescribe 
for  an  illness. 

2.  Shall  not  in  any  manner  or  way  influence 
the  patron  in  his  free  choice  and  selection 
of  a physician, 

3.  May  render  suitable  first  aid  in  an  emergency 
where  the  circumstances  require  immediate 
attention. 

4.  Shall  never  substitute  drugs,  refill  prescrip- 
tions nor  change  the  directions  for  use  of  a 
physician’s  prescription  without  the  pre- 
scriber’s  authorization. 

5.  Shall  never  discuss  the  merit,  suitability',  na- 
ture of  action  nor  the  therapeutic  value  of  a 
physician’s  prescription  with  the  patient. 

6.  Shall  not  voice  to  patrons  criticisms  or  com- 
plaints if  he  has  reason  to  believe  that  either 
a fellow  pharmacist  or  a physician  does  not 
abide  by  the  intent  and  provisions  of  this 
Code.  Instances  of  violation  of  this  Code, 
or  conduct  not  in  the  best  interest  of  the 
public  by  a physician  or  pharmacist,  or  con- 
duct which  may  jeojardize  good  will  between 
pharmacists  and  physicians,  should  be  re- 
ferred for  consideration  to  the  Liaison  Com- 
mittee for  Pharmacy  and  Medicine. 

The  physician: 

1.  Shall  not  violate  the  professional  privileges  and 
licensed  duties  of  the  pharmacist  by  dispensing 
drugs  or  appliances  for  profit.  Dispensing  of 
drugs  to  the  physician’s  patient  under  the  ex- 
emptions of  the  pharmacy  laws  shall  not  be  con- 
sidered dispensing  for  a profit. 

2.  Shall  not  in  any  manner  or  way  influence  the 
patient  in  his  free  choice  and  selection  of  a 
pharmacist. 

3.  Shall,  in  the  writing  of  prescriptions,  clearly  and 
positively  designate  the  number  of  refills  recom- 
mended and  any  other  special  considerations  per- 
taining to  the  dispensing  and  the  use  of  his 
prescription.  Any  subsequent  changes  in  this 
prescription  authorized  by  the  physician  shall  be 
recorded  in  the  patient’s  chart  or  records  of  the 
physician. 

4.  Shall  have  a responsibility  to  make  clear  to  the 
patient  that  even  though  a specific  drug  may 
be  expensive,  it  is  the  best  therapeutic  agent  he 
feels  can  be  administered  in  treating  the  con- 
dition of  the  patient.  Physicians  should  not  ad- 
vise a patient  as  to  the  exact  price  of  a pre- 
scription any  more  than  a pharmacist  should 
attempt  to  establish  a fee  for  a physician’s  service. 

5.  Shall,  at  all  times,  keep  informed  of  the  laws 
governing  the  prescribing  and  dispensing  of 
narcotic  drugs.  He  should  be  cognizant  of  the 
regulations  governing  new  narcotic  drugs  and 
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mixtures  thereof  so  that  he  properly  prescribes 
them.  In  the  prescribing  of  any  narcotic  drug, 
he  should  not  expect  the  pharmacist  to  in  any 
way  deviate  or  disregard  the  regulations  of  the 
Harrison  Narcotic  Act. 

6.  Shall  refer  to  the  Society’s  Liaison  Committee  for 
Pharmacy  and  Medicine  (Committee  on  Pharm- 
acy and  Drugs)  any  instances  of  violation  of  this 
code,  or  conduct  not  in  the  best  interest  of  the 
public  by  a physician  or  pharmacist,  or  conduct 
which  may  jeopardize  good  will  between  pharm- 
acists and  physicians. 

Automobile  drive  standards  for  epileptics  revised 

The  Committee  on  Traffic  Safety,  Allyn  M.  Price, 
of  Estacada,  Chairman,  presented  to  the  Board 
of  Trustees  recommendations  proposing  a revision 
in  the  standards  to  be  followed  by  the  Oregon  State 
Board  of  Health  in  making  recommendations  to  the 
State  Drivers  License  Division  regarding  the  ap- 
proval of  applications  from  epileptics  and  suspected 
epileptics  to  operate  a motor  vehicle.  The  standards 
recommended  by  the  Committee  on  Traffic  Safety 
which  were  approved  by  the  Trustees  are  as  follows: 

a.  A notarized  statement  from  the  individual 
substantiating  freedom  from  attacks  of  un- 


consciousness for  one  ( 1 ) year  and  a favor- 
able recommendation  of  a qualified  physi- 
cian. 

b.  Examination  and  favorable  recommendation 
of  a qualified  physician  at  six-month 
intervals  during  the  succeeding  year. 

c.  Annual  examination  and  favorable  recom- 
mendation of  a qualified  physician  during 
the  succeeding  three  years. 

d.  Thereafter,  the  standard  biennial  application 
shall  apply  if  the  individual  has  been  free 
from  attacks. 

The  former  standards  required  that  an  epileptic 
or  a suspected  epileptic  submit  to  the  Driver  Licens- 
ing Division  a notarized  statement  that  he  had  been 
free  from  attacks  of  unconsciousness  for  two  years 
and  a favorable  recommendation  from  a qualified 
physician.  These  standards  were  recommended  to 
the  State  Board  of  Health  in  1948  by  an  advisory 
committee  appointed  by  the  Oregon  State  Medical 
Society  which  continued  to  exist  until  1957  when  the 
Committee  on  Traffic  Safety  was  created. 

The  Board  of  Trustees  also  approved  two  recom- 
mendations of  the  Committee  on  Traffic  Safety  re- 
lating to  the  use  of  seat  belts  in  automobiles.  The 
first  proposed  that  the  Society  sponsor  a bill  at  the 
1963  State  Legislature  requiring  that  seatbelts  be 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

IARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


181 

Northwest  Medicine,  February  1962 


installed  in  all  new  automobiles  sold  in  Oregon  be- 
ginning January  1,  1964.  The  second  recommenda- 
tion on  this  subject  proposed  that  all  members  of 
the  Society  and  members  of  the  headquarters  staff 
be  strongly  encouraged  to  install  and  use  seat  belts 
in  their  own  cars. 

Analysis  of  human  specimens  and  the  practice  of 
medicine 

M.  Nl.  Patton  of  Eugene,  President  of  the  Oregon 
Pathologists  Association,  and  Frank  L.  Vrtiska  of 
Corvallis  and  James  H.  Lium  of  Salem,  also  members 
of  the  Association,  appeared  before  the  Trustees  re- 
questing that  the  Board  establish  a policy  relating  to 
the  relationship  of  the  analysis  of  a human  specimen 
to  the  practice  of  medicine.  Following  the  discussion 
of  this  subject  the  Board  of  Trustees  adopted  a mo- 
tion declaring  it  to  be  the  policy  of  the  Society  that 
the  analysis  of  a specimen  from  a human  being  for 
the  purpose  of  making  a diagnosis  and  treating  a 
human  being  is  the  practice  of  medicine. 

Other  trustee's  actions 

The  other  actions  of  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society  at  its  meeting  on  Sat- 
urday, January  6,  1962,  were: 

1.  Authorized  the  Committee  on  Conservation 
of  Vision  to  offer  a scientific  program  on 
Glaucoma  Screening  to  the  component  so- 
cieties of  the  State. 

2.  Approved  the  Society  budget  for  1962  as 
recommended  by  the  Executive  Committee 
of  the  Board. 


3.  Approved  the  applications  of  Fred  M. 
Thompson  of  Salem  and  George  I.  Wright  of 
Klamath  Falls  for  Active  Emeritus  member- 
ship and  the  application  of  Donald  Wair  of 
Hood  Biver  for  Associate  Emeritus  member- 
ship. 

4.  Adopted  a recommendation  of  the  Executive 
Committee  that  the  correspondence  of  Mor- 
ton J.  Goodman  of  Portland  in  which  he 
criticizes  the  Society  for  its  distribution  of 
the  Ronald  Reagan  speech  entitled  “Losing 
Freedom  by  Installments”  be  published  in 
northwest  medicine  in  its  entirety  with 
appropriate  editorial  comment. 

5.  Referred  the  following  resolution  introduced 
by  Trustee  W.  T.  Edmundson  at  the  request 
of  the  Mid-Columbia  Medical  Society  to  the 
Committee  on  Prepaid  Medicine: 

resolved,  on  the  basis  of  principle  and  not  eco- 
nomics, that  physicians  and  organized  medi- 
cine treat  all  government  sponsored  and  fi- 
nanced medical  programs  as  an  indemnity 
and  not  a service  type  basis.  The  philosophy 
of  the  recommendation  being  that  in  accept- 
ing government  programs  on  a service  basis, 
physician  becomes  an  employee  of  the  gov- 
ernment and  government  programs  are  in- 
voluntary in  their  scope  and  coverage. 

The  Board  of  Trustees  also  heard  a comprehen- 
sive report  by  Ralph  P.  Christensen  of  Eugene,  a 
member  of  the  Committee  on  Aging,  on  the  dis- 
cussions at  the  Second  National  Congress  of  the 
Joint  Council  to  Improve  the  Health  Care  of  the 
Aged  which  was  held  in  Chicago,  December  15-16, 
1961. 


Rhinologists  elect  Hansen  as  secretary 

Robert  H.  Hansen,  of  Portland,  has  been  selected 
as  secretary  of  the  American  Rhinologic  Society.  In 
addition,  he  is  to  be  chairman  of  membership  for 
the  organization. 

Sabin  polio  vaccine  given  in  Wasco  and  Sherman 
Counties 

The  Mid-Columbia  Medical  Society  has  recently 
sponsored  administration  of  Sabin  polio  vaccine,  type 
I,  to  10,350  persons  in  Wasco  and  Sherman  county 
clinics.  Several  organizations  assisted  the  physicians 
in  the  non-profit  clinics  held  at  various  locations  in 
the  two  counties.  Type  II  vaccine  is  expected  to  be 
offered  near  the  end  of  February. 

Rieke  elected  president  of  board  of  health 

Forrest  E.  Rieke,  Portland,  has  been  elected  presi- 
dent of  the  Oregon  State  Board  of  Health  to  suc- 


ceed Carl  Holm  of  Salem.  Dr.  Rieke,  who  was  ap- 
pointed to  his  second  four  year  term  on  the  board, 
has  served  as  vice  president  since  1959.  Gerald 
Haugen,  also  of  Portland,  has  been  selected  as  first 
vice  president. 

Among  the  actions  of  the  Board  were  adoption 
of  regulations  designed  to  improve  the  quality  of 
ambulance  service  in  Oregon  and  the  decision  to 
request  funds  from  the  U.  S.  Children’s  Bureau  or 
the  National  Institutes  of  Health  to  carry  out  re- 
search in  phenylketonuria. 

UOMS  receives  grant  for  radiation  therapy 

A $300,000  grant-in-aid  has  been  received  by  the 
University  of  Oregon  Medical  School  to  maintain 
a program  in  radiation  therapy.  To  be  known  as  the 
“John  R.  Tomlin  Award  in  Support  of  Radiation 
Therapy,”  the  grant  will  provide  $30,000  annually 
over  a ten-year  period.  The  funds  will  be  used  for 
tlie  training  of  physicians  in  radiation  treatment  and 
for  research  to  improve  methods  of  treating  cancer 
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BLAIR  J.  HENNINSGAARD,  M.D. 


I am  sure  that  no  physician  in  Oregon  has  a more 
exciting  or  exacting  job  than  I have  this  year.  I am 
afraid  that  few  of  my  predecessors  have  had  the 
opportunities  for  error  now  offered  to  me. 

Somehow,  soon,  we  must  find  a mutual  ground 
of  near  unanimity  where  physicians  in  private  prac- 
tice can  agree.  Some  great  decisions  pertaining  to 
medical  care  are  going  to  be  made  in  the  near  future. 
Unless  we  can  agree  among  ourselves  a sizeable 
proportion  of  the  physicians  are  going  to  be  unhappy. 

For  many  years  the  physicians  of  Oregon  have 
sponsored  Oregon  Physicians  Service.  This  plan, 
originated  from  necessity,  was  continued  as  a potent 
deterrent  to  avaricious  private  health  insurance,  and 
lost  its  support  and  drive  because  of  bad  or  poor 
performance  and  the  later  satisfactory  performance 
of  private  plans,  profit  and  nonprofit.  Accumulated 
experience,  more  efficient  operations  and  under- 
writing, and  invaluable  assistance  from  lay  members 
of  the  Board  of  Trustees  have  resulted  in  significant 
improvement  in  the  performance  of  OPS,  its  policies 
and  its  public  relations.  There  is  hope  that  in  the 
near  future  the  OPS  fee  schedule  will  more  nearly 


reflect  the  value  of  the  service  performed  and  result 
in  removal  of  one  cause  of  physician  resistance. 

I am  in  receipt  of  voluminous  literature  from  Wal- 
ter Noehren,  M.D.  of  Sandy,  Oregon,  pertaining  to 
the  Clackamas  County  Plan”  which  was  approved 
by  our  House  of  Delegates  last  year  at  Salem  and 
presented  to  the  AM  A in  Denver  in  November.  There 
is  a significant  void  in  the  area  of  statistical  infor- 
mation as  to  costs  and  benefits  which  seems  to  con- 
fuse many  of  his  interested  correspondents.  His  most 
potent  statistic  seems  to  relate  to  a preferential  po- 
sition in  sale  of  coverage  in  Clackamas  County,  in- 
dicative of  competitive  cost  and  good  management, 
and  the  so  far  unverified  implication  of  patient  and 
physician  satisfaction  with  the  payments  to  hospital 
and  physician.  Most  important  is  the  physician 
participation  and  claims  control. 

My  point  in  the  above  dissertation  is  to  emphasize 
that  in  both  of  these  plans  we  have  physician  spons- 
orship and  control  and  the  machinery  to  offer  com- 
prehensive medical  coverage  to  our  patients  of  all 
ages  without  concern  as  to  the  source  of  the  premium 
dollar.  Through  a re-evaluation  of  basic  principles, 
and  a quick  peek  at  your  “hole  card,”  I would  ask 
all  nonsupporting  OPS  physicians  to  reconsider.  I 
believe  now  is  the  time  to  make  OPS  completely 
representative  again.  If  local  communities  prefer 
to  establish  a 100  per  cent  cooperating  physicans’ 
bureau,  I would  recommend  close  attention  to  Clack- 
amas County. 


patients  with  radiation.  C.  Todd  Jessell,  Portland, 
regional  director  of  the  American  Cancer  Society, 
and  Thomas  Carlile,  Seattle,  president  of  the  So- 
ciety, will  assist  in  selection  of  a faculty  member  to 
head  the  program. 

Two  Oregon  physicians  named  to  AMA  positions 

The  Oregon  State  Medical  Society  has  received 
word  from  F.  J.  L.  Blasingame,  Executive  Vice- 
President  of  the  American  Medical  Association, 
that  two  members  of  the  Society  have  been  named 
to  standing  committees  of  the  AMA  Board  of  Trus- 
tees. Norman  A.  David,  Professor  of  Pharmacology 


at  the  University  of  Oregon  Medical  School,  has  been 
appointed  to  the  Council  on  Drugs  and  Max  H.  Par- 
rott to  the  Council  on  Legislative  Activities. 

LOCATIONS 

David  M.  Holmes  has  become  associated  with  Roy 
E.  Heckard  and  Allison  B.  Willeford  at  Molalla.  He 
was  born  in  Portland  and  received  his  degree  in 
medicine  from  the  University  of  Oregon  Medical 
School  in  1956.  From  1957  until  1960,  he  practiced 
in  Roseville,  California  and  recently  has  been  asso- 
ciated with  O.  K.  Davies  at  Silverton.  During  World 
War  II,  he  served  in  the  Navy  as  an  aviator. 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“i  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  therapy,  her  depression  has 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down. 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


€ 


Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids  “seesaw”  effects  of 
energizers  and  amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  patient  — they 
often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression  and  emotional  fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol.  It 
lifts  depression  as  it  calms  anxiety  — a balanced 
action  that  brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia,  anorexia  and 
emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a feiv  days. 
Unlike  the  delayed  action  of  most  other  antidepres- 

\Y/.  WALLACE  LABORATORIES /Cranbury.N.  J. 


sant  drugs,  which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the  patient  quickly  - 
often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia,  hypo- 
tension, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  drugs. 

4Deprol4 

Dosage : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary,  this 
may  be  increased  gradually  up  to  3 tablets  q.i.d.  With  establishment 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  levels. 
Composition;  1 mg.  2 -diethylaminoethyl  benzilate  hydrochloride 
(benactyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  Bottles  of 
50  lipht-pink,  scored  tablets.  Write  for  literature  and  samples. 
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WSA/1A  sponsors  course  on  "Health  Services  in  an 
Emergency" 

The  Washington  State  Medical  Association  in  co- 
operation with  the  U.S.  Department  of  Health  Ed- 
ucation and  Welfare,  Public  Health  Service  and  the 
Washington  State  Department  of  Health  and  Civil 
Defense  is  sponsoring  a three-day  training  course  on 
"Health  Services  in  an  Emergency”  at  the  University 
of  Washington  School  of  Medicine,  March  22-24, 
1962. 

George  R.  Kingston,  Wenatchee,  WSMA  Civil 
Disaster  Committee  Member  is  program  chairman. 
The  purpose  of  the  course  is  to  give  physicians  and 
representatives  from  the  allied  health  and  medical 

service  organizations  a 
current  review  of  their 
duties  and  responsibili- 
ties in  the  event  of  civil 
disaster  or  nuclear  at- 
tack. 

Cecil  H.  Coggins, 
Rear  Admiral  ( Ret. ) , 
(MC)  U.S.N.,  former 
lecturer  at  the  National 
War  College,  will  be 
one  of  the  featured 
speakers  at  the  three- 
day  session.  He  will 
discuss  the  health  as- 
pects of  nuclear  radia- 
tion and  the  defense  against  chemical  and  biological 
warfare.  From  1943  to  1946,  Dr.  Coggins  investi- 
gated Japanese  biological  warfare  in  China.  He 
served  as  chief  of  atomic,  bacteriological  and  chemi- 
cal warfare  at  SHAPE  headquarters  in  Paris  from 
1952  to  1954.  In  this  capacity,  he  organized  schools 
of  ABC  warfare  in  NATO  countries.  At  present,  he 
is  chief  of  the  Medical  and  Health  Division  of  the 
California  Disaster  Office. 

Subjects  to  be  covered  during  the  three  days  include: 
Community  Disaster  Operation— Federal,  State, 
and  Local  Plans 


Psychological  Expectation  in  Disaster 
Nuclear  Weapons  Trauma— The  Aspects  of  Nu- 
clear Radiation 

Defense  Against  Chemical  and  Biological  War- 
fare 

Care  of  Mass  Casualties  and  Training  of  Allied 
Medical  Personnel  in  Expanded  Functions 
1 he  Medical  Self  Help  Training  Program 
Sanitation  Techniques  in  Disaster 
Your  Town  in  Disaster— A Situational  Problem 
Emergency  Medical  and  Health  Supplies 
Expanding  Hospital  Services  in  a National  Emer- 
gency 

Civil  Defense  Emergency  Hospital  Briefing  and 
Operational  Exercise. 

Instructors  for  the  course  will  be  nationally  rec- 
ognized medical  leaders  in  civil  disaster  training  and 
key  local  physicians. 

Doctors  are  urged  to  attend  all  or  part  of  the 
course.  Contact  the  WSMA  Central  Office,  1309 
Seventh  Avenue,  Seattle  1,  Washington  for  the  agen- 
da and  registration  information.  There  is  no  regis- 
tration fee. 

Rushmer  receives  Award 

Robert  F.  Rushmer,  professor  of  physiology  at  the 
University  of  Washington,  has  received  a distin- 
guished Achievement  Award  from  the  editors  of 
Modern  Medicine,  for  the  development  and  use  of 
new  biophysical  tools  for  the  study  of  heart  func- 
tion. The  awards  are  presented  annually  for  contri- 
butions which  have  directly  influenced  current  med- 
ical practice. 

Dr.  Rushmer  foresees  a major  revolution  in  medi- 
cal research.  He  believes  the  advance  of  science  and 
technology  has  left  the  average  medical  man  insuf- 
ficiently trained  in  mathematics,  physics  and  elec- 
tronics to  utilize  new  tools  effectively. 

He  has  organized  a team  of  specialists  from  sev- 
eral fields,  including  math,  physics  and  electronics, 
which  has  pioneered  significant  studies  of  circulatory 
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Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4lh  Street 
Tacoma  5,  Washington 


function  and  control  through  miniaturized  instru- 
ments which  can  be  implanted  in  or  around  the 
heart  of  experimental  animals. 

In  the  first  instrument  of  this  kind,  a rod  affixed 
to  a ventricular  wall  traveled  in  and  out  of  a small 
inductance  coil  on  the  opposite  wall,  recording  the 
changing  left  ventricular  diameter.  The  second  was  a 
tiny,  mercury-filled  rubber  tube  encircling  the  ven- 
tricular walls  that  transmitted  continuous  information 
as  electric  resistance  varied  with  changes  in  tube 
length.  Next  an  aspirin-sized  transmitter  and  re- 
ceiver were  sewed  to  opposite  heart  walls.  The  time 
interval  for  sound  to  cross  the  heart  was  recorded 
and  translated  into  distance. 

Starling’s  Law  says  the  heart  responds  to  an  in- 
creased load  by  enlarging,  but  Dr.  Rushmer’s  team 
has  shown  that  volume  per  stroke  remains  quite 
stable  and  higher  output  comes  primarily  from  a 
faster  rate.  Another  finding  is  the  relative  constancy 
of  blood  flow  through  kidneys  and  splanchnic  area 
during  many  types  of  spontaneous  activity. 

After  graduating  from  Rush  Medical  College  in 
1939,  Dr.  Rushmer  completed  a residency  in  pedi- 
atrics at  the  Mayo  Clinic.  He  worked  in  the  field  of 
Aviation  medicine  during  World  War  II  and  joined 
the  faculty  of  the  University  of  Washington  in  1947. 

Drumheller  to  serve  as  regional  director 

The  American  Rhinologic  Society  has  chosen 
George  H.  Drumheller,  of  Everett,  to  be  regional 
director  of  the  organization  and  also  to  serve  as 
chairman  of  the  Cottle  Fund. 

Grant  received  by  research  foundation 

Pacific  Northwest  Research  Foundation  received 
five  thousand  dollars  from  the  William  Randolph 
Hearst  Foundation  on  December  16,  1961.  The  Re- 
search Foundation,  a private  organization  devoted  to 
medical  research,  has  recently  moved  to  new  quar- 
ters at  Swedish  Hospital  in  Seattle.  The  United 
States  Public  Health  Service  has  granted  the  organi- 
zation up  to  $280,000  with  provision  that  the  money 


be  matched  locally.  Consequently,  the  $5,000  from 
the  Hearst  Foundation  has  the  effect  of  bringing  in 
an  additional  $5,000  from  U.S.P.H.S.  The  Hearst 
Foundation  has  also  recently  awarded  $25,000  to 
Children’s  Orthopedic  Hospital  in  Seattle. 

Gill  is  Clark  County  choice 

Clark  County  Medical  Society  has  chosen  Joseph 
Gill,  of  Vancouver,  as  president-elect.  G.  Campbell 
Dowd  has  succeeded  John  Walz  as  president  for 
1962.  Also  elected  at  the  December  fourth  meet- 
ing of  the  society  were  Dennis  Seacat,  Vancouver, 
as  secretary  and  A.  A.  Dyck,  Camas,  as  treasurer. 
John  Vaughn  of  Vancouver  was  elected  delegate  to 
the  WSMA  for  a two  year  term.  H.  L.  Eldridge 
of  Washougal  was  elected  to  a one  year  term.  Alter- 
nate delegates  are  Charles  Strong  and  Edward  J. 
LaLonde,  both  of  Vancouver.  In  other  action  during 
the  evening,  the  Society  voted  to  approve  a proposal 
of  fluoridation  for  Vancouver. 

Heart  forum  held  in  Aberdeen 

The  Gray’s  Harbor  Heart  Association  sponsored 
a panel  discussion  on  diseases  of  the  heart  and  blood 
vessels  on  January  17.  Charles  Pollock  of  Hoquiam 
was  moderator.  George  Thomas  of  Seattle  showed 
a color  film  on  the  removal  of  a tumor  from  the 
heart.  William  Osheroff,  of  Aberdeen,  discussed 
coronary  disease  and  Milton  Graham,  also  of  Aber- 
deen, spoke  on  hypertension. 

Benton-Franklin  officers  elected 

Robert  Franco,  Richland,  has  been  elected  presi- 
dent of  the  Benton-Franklin  County  Medical  Society 
to  succeed  Harry  DeMaris.  Also  elected  were  Rode- 
rick Coler,  Kennewick,  as  vice  president  and  Orval 
Patchett,  Pasco,  as  secretary. 

McGill  appointed  to  Weyerhaeuser  position 

Charles  M.  McGill,  Tacoma,  has  been  appointed 
to  the  position  of  medical  director  for  the  Weyer- 
haeuser Company.  He  has  formerly  been  director  of 
industrial  hygiene  for  the  state  of  Ohio  and  later 
served  in  the  same  capacity  in  the  state  of  Oregon. 
He  has  served  as  medical  consultant  to  Weyer- 
haeuser for  the  past  two  years.  Dr.  McGill 
graduated  in  1935  from  the  Vanderbilt  University 
School  of  Medicine  and  is  a fellow  of  the  American 
Academy  of  Occupational  Medicine. 

LOCATION 

Kenneth  M.  McCoy  has  moved  to  Bremerton 
where  he  has  joined  the  staff  of  the  Yard  Dispensary, 
Puget  Sound  Naval  Yard.  Dr.  McCoy  graduated  in 
1936  from  Northwestern  University  Medical  School 
and  has  completed  22  years  of  general  practice  in 
Yakima. 
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WILLARD  B.  REW,  M.D. 


With  the  end  of  the  holidays  and  the  beginning 
of  the  new  year  at  hand,  this  seems  an  appropriate 
time  to  take  stock  and  to  consider  a fundamental 
question  or  two. 

Why  is  it  we  work  at  this  business  we  call  medical 
politics;  attend  committee  meetings,  conventions, 
refresher  courses,  and  do  all  these  time  and  energy 
consuming  activities  which  are  apart  from  our  pro- 
fessional calling,  which  is  the  care  of  the  sick?  Some- 
times it  seems  they  are  a very  long  way  apart  from 
the  treatment  of  the  patient. 

Certainly  it  is  not  to  enhance  our  earnings,  since 
equal  time  and  effort  would  be  much  more  produc- 
tive of  monetary  reward  if  spent  in  the  carrying  on 
of  our  own  practices.  Is  it  then  that  we  seek  glory 
or  the  admiration  of  our  fellows?  This  seems  hardly 
likely.  The  glory  of  the  committee  meetings  is  most 


PRESIDENTS  page 

often  conspicuous  only  by  its  absence.  None  of  these 
things  seems  to  offer  any  appreciable  reward.  The 
single  objective  which  gives  meaning,  and  value  to 
the  efforts  of  the  men  in  the  organizations  of  medi- 
cine is  that  of  improving  the  quality  of  medical  care 
rendered  to  the  people  of  our  communities. 

To  this  end  it  is  that  we  enter  the  political  arena— 
to  preserve  the  free  enterprise  system  under  which 
the  highest  quality  of  medical  care  can  be  carried 
out.  It  is  to  improve  the  medical  training  of  our 
young  men  that  we  work  for  and  contribute  to 
American  Medical  Education  Fund.  It  is  for  a better 
informed  medical  profession  that  we  build  the  best 
possible  scientific  program  for  our  medical  meetings. 
It  is  to  fashion  the  best  medico-economic  plan  to 
enable  physicians  to  better  serve  the  public  that  we 
strive  to  improve  our  bureau  plans.  All  of  the  numer- 
ous activities  of  organized  medicine  are  similarly 
oriented  for  the  basic  purpose  of  helping  us  all  be- 
come better  doctors. 

So  let  us  work  together  on  the  projects  of  organiz- 
ed medicine  in  the  firm  conviction  that  we  are  par- 
ticipating in  the  construction  of  a truly  better  world. 

a CcL. 


Shadel  Hospital,  approved  by  the  American  Medical  Asso- 
ciation and  a member  of  the  American  Hospital  Association, 
has  been  devoted  exclusively  to  providing  medical  and 
psychiatric  care  for  alcoholics,  and  to  researching  the  prob- 
lem of  alcoholism. 


SPECIALISTS  IN  TREATMENT  OF  ALCOHOLISM  BY 
THE  CONDITIONED  REFLEX.  NARCOTHERAPY 
AND  ADJUVANT  METHODS. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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WSMA  OFFICERS,  BOARD  OF  TRUSTEES,  AND  COMMITTEES,  1961-1962 

OFFICERS 


President 
President-Elect 
Immediate  Past-President 
Vice-President 
Secretary-Treasurer 
Speaker,  House  of  Delegates 
Executive  Secretary 
Public  Relations  Director 
Legal  Counsel 


Willard  B.  Rew,  Yakima 
Dean  K.  Crystal,  Seattle 
Homer  W.  Humiston,  Tacoma 
Arthur  L.  Ludwick,  Wenatchee 
Wilbur  E.  Watson,  Seattle 
Heyes  Peterson,  Vancouver 
Mr.  Ralph  W.  Neill,  Seattle 
Mr.  Richard  F.  Gorman,  Seattle 
Mr.  Henry  E.  Kastner,  Seattle 


BOARD  OF  TRUSTEES 


President 
President-Elect 
Past  President 
Vice-President 
Secretary-Treasurer 
Ass’t.  Secy-Treas. 

AMA  Delegate 
AMA  Delegate 
AMA  Delegate 
AMA  Delegate 
Speaker  of  the  House 
Finance  Committee  (Ch) 

Med.  Defense  Fund  (Ch) 

* Trustee 

* Trustee 

* Trustee 

* Trustee 

* Trustee 

* Trustee 
Eastern  District: 

**  Trustee 

**  Trustee 
**  Trustee 
**  Trustee 
Western  District 
**  Trustee 
**  Trustee 
**  Trustee 
**  Trustee 

* Elected  Trustee — One-Year  Term 
**  Elected  Trustee — Two-Year  Term 


Term  Expires 


Rew,  Willard  B.,  307-19  South  12th  Ave.,  Yakima  1962 

Crystal,  Dean  K.,  1110  Harvard,  Seattle  1962 

Humiston,  Homer  W.,  734  Broadway,  Tacoma  1962 

Ludwick.  Arthur  L.,  603  Doneen  Bldg.,  Wenatchee  1962 

Watson,  Wilbur  E.,  1125  Med-Dental  Bldg.,  Seattle  1963 

Mudge,  Carl  E.,  3212  East  125th,  Seattle  1962 

Jared,  M.  Shelby,  1309  Seventh  Ave.,  Seattle  12-31-1962 

Read,  Jess  W.,  902  South  Third,  Tacoma  12-31-1962 

Tucker,  Frederick  A.,  7302  Woodlawn,  Seattle  12-31-1963 

Gaiser,  David  W.,  666  Med-Dent.  Bldg..  Spokane  12-31-1963 

Peterson,  Heyes,  111  W.  39th  Street,  Vancouver  1962 

Spickard,  V.  W.,  315  Cobb  Building,  Seattle  1962 

Hall.  Donald  T.,  1307  Columbia,  Seattle  1964 

Brink,  Francis  M.,  Paulsen  Med-Dent  Bldg.,  Spokane  1962 

Brooks,  Peter  T.,  55  Tietan  Street,  Walla  Walla  1962 

Burrows,  Frederick  L.,  307  South  12th  Ave.,  Yakima  1962 

Hahn,  John  R.,  520  North  Olympic,  Arlington  1962 

Judd,  Herman  S.,  735  Medical  Arts  Bldg.,  Tacoma  1962 

Knudson.  Wendell  C.,  830  Med-Dent  Bldg.,  Seattle  1962 

Dewey,  Louis  S.,  Box  F.,  Omak  1963 

Greenwell,  Joseph  L.,  702  W.  Clark  St.,  Pasco  1962 

Lyon,  Clarence  L.,  1267  Med-Dent  Bldg.,  Spokane  1962 

Tracy,  Harold  L.,  515  Riviera,  Moses  Lake  1963 

Benson,  C.  E.,  245  Fourth  Street  Bldg.,  Bremerton  1963 

Bowen,  J.  W..  Jr.,  907  Med-Arts  Bldg.,  Tacoma  1962 

Hunter,  Robert  B.,  700  Murdock,  Sedro  Woolley  1963 

Watts,  William  E.,  1105  Minor,  Seattle  1962 


DELEGATES  TO  THE  AMA 


Term  Expires 


Gaiser.  David  W.,  666  Medical-Dental  Building,  Spokane  1 12-31-63 

Alternate:  Brooks,  Peter  T.,  55  Tietan  Street,  Walla  Walla  12-31-63 

Jared,  M.  Shelby,  1309  Seventh  Avenue,  Seattle  1 12-31-62 

Alternate:  Haviland,  James  W.,  721  Minor  Avenue,  Seattle  4 12-31-62 

Read,  Jess  W.,  902  South  Third,  Tacoma  5 12-31-62 

Alternate:  Munger,  I.  C.,  Jr.,  1815  “D”  Street,  Vancouver  12-31-62 

Tucker,  Frederick  A.,  7302  Woodlawn  Avenue,  Seattle  12-31-63 

Alternate:  DeMarsh,  Quin  B.,  1110  Harvard,  Seattle  12-31-63 


COMMITTEES 

(The  President  is  an  ex-officio  member  of  all  Committees.) 


EXECUTIVE— Standing  Committee 

(Three  members  selected  by  the  Board  of  Trus- 
tees from  among  its  members,  to  serve  during  the 
pleasure  of  the  Board.  (President-Elect.  Past- 
President  and  Secretary-Treasurer  constitute  Ex- 
ecutive Committee,  with  President  as  an  ex-officio 
member.  BT  action  11-4-45)  PURPOSE:  Shall  re- 
view and  pass  on  all  bills  incurred  by  the  Asso- 
ciation and  must  approve  same  before  Secretary- 
Treasurer  may  pass  them.  Shall  prepare  and  pre- 
sent a general  fund  budget,  with  approval  of  the 
Finance  Committee.  Shall  supervise  and  direct  the 
Executive  Secretary  and  other  employees.  Shall 
exercise,  (except  when  the  Board  of  Trustees  is 
in  session),  any  and  all  powers  of  the  Board  of 
Trustees  and  the  management  of  the  affairs  and 
business  of  this  association.  1940  HD) 


*Humiston,  Homer  W.,  Tacoma  2,  Chairman 
( Past-President) 

Rew,  Willard  B.,  Yakima  (President) 

Crystal,  Dean  K.,  Seattle  (President-Elect) 
Watson,  Wilbur  E.,  Seattle  1 (Secretary- 
Treas.) 

Kastner,  Mr.  Henry  E.,  Legal  Counsel,  Seattle 

*(The  Past-President  is  Chairman  by  pre- 
cedent.) 


AGING  POPULATION,  COMMITTEE  ON— Special  Committee 

(Appointed  to  one-year  terms  by  President. 
PURPOSE:  To  study  health  problems  of  this  age 
group;  and  to  determine  how  these  people  can 
continue  to  work  in  business  and  industry  and  not 
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become  dependent  on  society  for  their  livelihood. 

1949  HD) 

Hunter,  Robert  B.,  Sedro  Woolley,  Chairman 

Amend,  Dexter  R.,  Spokane 

Coyle,  Joseph  T.,  Bremerton 

Ely,  John  C.,  Opportunity 

Fitzmaurice,  B.  T.,  Seattle 

Heath,  Sherburne  W.,  Jr.,  Seattle 

Johnson,  Philip  O.  C.,  Seattle 

Korvell,  John  C.,  Hoquiam 

Metheny,  David,  Seattle 

Hall,  Robert  P.,  Olympia 

Staff  man:  Mr.  Harlan  R.  Knudson 

BASIC  SCIENCE  COMMITTEE — Special  Committee 

(Appointed  by  President.  PURPOSE:  To  repre- 
sent the  Association  in  the  Legislative  Council’s 
investigations  of  the  Basic  Science  Law,  and  to 
study  proposed  changes  in  the  Law.  1952  BT) 
Settle,  John  W.,  Jr.,  Olympia,  Chairman 
Adams,  Alfred  O.,  Spokane 
Campbell,  L.  A.,  Olympia 
Logan,  Gordon  A.,  Seattle 
McFadden,  James  L.,  Port  Angeles 
Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

CIVIL  DISASTER  COMMITTEE-Special  Committee 

(Fourteen  members  ((To  conform  with  Commit- 
tee request))  appointed  by  the  President  to  serve 
three-year  staggered  terms.  Four  members  shall 
be  appointed  for  three-year  terms,  six  shall  be 
appointed  for  two-year  terms,  and  four  shall  be 
appointed  for  one-year  terms;  thereafter,  appoint- 
ments shall  be  made  annually.  The  Chairman 
shall  be  appointed  by  the  President.  PURPOSE: 
To  work  on  problems  of  civil  defense  and  disaster. 

1950  EC.,  Rev.  1957  EC) 

Term  Expires 

Players,  Glen  S.,  Seattle,  Chairman  1964 


Brown,  Walter  S.,  Seattle  1963 

Burke,  Donald  R.,  Jr.,  Seattle  1964 

Foster,  Lawrence  E.,  Bremerton  1963 

Graham,  Milton  P.,  Aberdeen  1963 

Kearns,  John  F.,  Wenatchee  1963 

Kingston,  George  R.,  Wenatchee  1962 

Kretzler,  Harry  H.,  Sr.,  Edmonds  1962 

Lynch,  E.  Donald,  Yakima  1964 

Underwood,  Ernest  A.,  Vancouver  1962 

Velonis,  S.  G.,  Opportunity  1963 


Staff  man:  Mr.  Harlan  R.  Knudson 

CONVENTION  COMMITTEE-Special  Committee 

(Appointed  by  the  President.  PURPOSE:  To 
survey  the  “format”  of  the  Annual  Meeting  and 
to  consider  participation  in  the  medical  scientific 
program  of  “Century  21.”  Created  by  the  1959 
House  of  Delegates.) 

Laws,  E.  Harold,  Seattle,  Chairman 

Barnes,  Robert  H.,  Seattle 

Diefendorf,  Richard  O.,  Bremerton 

Graham,  Frederick  M.,  Bellingham 

Lyon,  Clarence  L.,  Spokane 

McMahon,  William  A.,  Seattle 

Simpson,  Robert  W.,  Seattle 

Watson,  Wilbur  E.,  Seattle 

Zimmerman,  Bruce  M.,  Seattle 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

LIAISON  WITH  AMA  COUNCIL  ON  NATIONAL  DEFENSE 

Benson,  Reuben  A.,  Bremerton 

FINANCE  COMMITTEE— Standing  Committee 

(Three  members,  one  elected  annually  for  a 
three-year  term  by  the  House  of  Delegates,  and 
the  Secretary-Treasurer.  The  Committee  shall  an- 
nually designate  its  own  Chairman.  PURPOSE:  To 
supervise  funds,  investments  and  expenditures  of 
the  Association.  Shall  prepare  a budget  of  the  As- 
sociation’s expenditures  for  the  ensuing  year, 
which  shall  be  presented  to  the  Board  of  Trustees 
for  approval  prior  to  January  31.)  (Article  IX, 
Section  3 of  the  Constitution). 


Term  Expires 


Spickard,  Vernon  W.,  Seattle 
Chairman  1962 

Hall,  Donald  T.,  Seattle  1963 

Pederson,  Harold  T.,  Spokane  1964 

Watson,  Wilbur  E.,  Seattle  1963 


Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

GRADUATE  MEDICAL  EDUCATION,  COMMITTEE  ON— Standing 

Committee 

(Three  members,  one  appointed  each  year  for 
staggered  three-year  terms  by  the  President.  PUR- 
POSE: To  act  in  conjunction  with  the  Board  of 
Trustees,  to  provide  postgraduate  courses  and 
other  instruction  for  the  component  societies  and 
the  members  of  the  Association.  Shall  cooperate 
with  the  A.M.A.  Council  on  Medical  Education  and 
Hospitals.  All  questions  pertaining  to  graduate 
medical  education  shall  be  referred  to  this  Com- 
mittee for  consideration  and  action.  1906,  Rev.  1956 
HD) 

NOTE:  1957  House  of  Delegates  recommended 
membership  revert  to  three  members  as  provided 
in  the  By-Laws. 

Term  Expires 

Bourdeau,  Emory  J.,  Seattle, 

Chairman  1962 

DeMarsh,  Quin  B.,  Seattle  1964 

Herrmann,  Siegfried  F.,  Tacoma  1963 

Staff  man:  Mr.  Richard  F.  Gorman 

GRIEVANCE  COMMITTEE — Standing  Committee 

(Nine  members  elected  by  the  Board  of  Trustees 
to  serve  three-year  staggered  terms.  No  two  mem- 
bers to  be  from  the  same  local  society.  PURPOSE: 
To  investigate  and  supervise  the  ethical  deport- 
ment of  the  members  of  the  Association,  and  to 
make  periodic  recommendations  for  the  improve- 
ment of  professional  conduct,  and  the  Committee 
shall  prefer  charges  before  the  appropriate  body 
against  any  physician  deemed  by  the  Committee 
to  be  guilty  of  unprofessional  conduct.  1950  HD) 

Term  Expires 


Benson,  Clifton  E.,  Bremerton, 

Chairman  1962 

Bolton,  Glen  C.,  Wenatchee  1964 

Fritz,  H.  Dewey,  Cathlamet  1963 

Gaiser,  David  W.,  Spokane  1962 

Herrmann,  Siegfried  F.,  Tacoma  1964 

Hunter,  Robert  B.,  Sedro  Woolley  1963 

Knudson,  Wendell  C.,  Seattle  1962 

Turner,  William  D..  Chehalis  1964 

Yengling,  Arthur  A.,  Walla  Walla  1963 

Staff  man:  None  Assigned. 


INDUSTRIAL  INSURANCE,  COMMITTEE  ON— Standing  Committee 

(Six  members  appointed  by  the  Board  of  Trus- 
tees for  terms  of  three  years  each,  except  that  two 
of  the  initial  appointees  shall  serve  for  one  year, 
and  two  shall  serve  for  two  years,  to  the  end  that 
in  succeeding  years,  two  appointments  shall  be 
made  annually.  PURPOSE:  To  represent  the  As- 
sociation in  dealing  with  the  State  Department  of 
Labor  and  Industries.  1953  HD,  Rev.  1957  HD) 

Term  Expires 

Swartz,  Edgar  A.,  Seattle,  Chairman  1962 


Brundage,  Hiram  F.,  Yakima  1964 

O’Hara,  Floyd  J.,  Vancouver  1962 

Rockwell.  Marshall  A..  Everett  1964 

Tanner,  Donald  C.,  Bellevue  1963 

Willard,  Don  G.,  Tacoma  1963 


Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

IONIZING  RADIATION  HAZARD  CONTROL— Special  Committee 

(Appointed  by  the  Board  of  Trustees.  PUR- 
POSE: To  study  the  Resolution  on  Non-Scientific 
Radiation  as  adopted  by  the  1959  House  of  Dele- 
gates.) 

Seeds,  Asa,  Vancouver,  Chairman 
Aldrich,  Robert  A.,  Seattle 
Crowell.  Thomas  W.,  Bellingham 
Harris,  Milo  T.,  Spokane 
Sutch,  G.  Charles,  Richland 
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Wildermuth.  Orliss,  Seattle 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE-Special 
Committee 

(Appointed  to  five-year  terms  by  President. 
PURPOSE:  To  investigate  and  compile  statistics 
on  the  maternal  and  Child  Welfare  status  through- 
out the  State  and  to  make  recommendations  in 
this  field  to  the  Washington  State  Medical  Asso- 
ciation. 1938,  Amended  1955  HD) 

Term  Expires 


Billington,  Sherod  M.,  Seattle, 

Chairman  1965 

Buttorff,  Douglas  P..  Tacoma  1965 

Cameron,  Keith.  Olympia  1963 

Clein,  Norman  W.,  Seattle  1963 

Docter,  Jack  M.,  Seattle  1966 

Graham.  Kenneth  D.,  Aberdeen  1963 

Keifer,  Walter  S..  Jr.,  Seattle  1962 

Kells,  Franklin  E.,  Wenatchee  1964 

Lagozzino,  Daniel  A..  Everett  1964 

Lipp,  Rogert  G.,  Spokane  1963 

McIntyre,  Donald  M.,  Seattle  1964 

Norton,  Roderick  A.,  Tacoma  1964 

Patterson.  H.  Eugene,  Yakima  1964 

Peterson,  Paul  G.,  Seattle  1962 

Polley,  Robert  F.  L.,  Seattle  1964 

Seacat,  Dennis  H.,  Vancouver  1963 

Woodcock,  Herbert  M.,  Spokane  1966 


Wyborney,  Eugene  H.,  Port  Angeles  1963 
The  Chairman  of  the  King  County  Adoption 
Committee  will  be  a permanent  member  of 
this  Committee. 

Staff  man:  Mr.  Richard  F.  Gorman 

MEDICAL  DEFENSE  COMMITTEE— Standing  Committee 

(A  minimum  of  seven  members,  no  more  than 
two  from  the  same  congressional  district,  ((and 
the  Secretary-Treasurer) ),  elected  for  three-year 
terms  by  the  Board  of  Trustees.  PURPOSE:  to  in- 
vestigate all  reported  claims  against  members  of 
this  Association  for  compensation  for  injuries  al- 
leged to  have  resulted  from  malpractice.  Deter- 
mine, as  nearly  as  may  be  practicable,  the  circum- 
stances leading  up  to  the  making  of  the  claim  it- 
self and  the  grounds  on  which  the  claim  is  based. 
If  the  Committee  believes  a claim  unjust,  it  shall 
cooperate,  so  far  as  it  can  lawfully  do  so,  with  the 
member  against  whom  the  claim  has  been  made 
and  with  his  counsel.  If  the  Committee  believes 
that  a claim  is  a just  claim,  it  shall  cooperate  with 
the  member  against  whom  the  claim  is  made  and 
his  counsel,  so  far  as  it  can  lawfully  do  so,  in 
effecting  an  equitable  settlement.  1913,  Amended 
1956  HD)  (Amended  1960  HD) 

District  Term  Expires 

1 Hall,  Donald  T.,  Seattle,  Chairman  1964 

4 Burrows,  Frederick  L.,  Yakima  1964 

7 Diefendorf,  Richard  O..  Bremerton  1964 

6 Goering,  William  H.,  Tacoma  1964 

3 Hardy,  William  H..  Aberdeen  1964 

5 Henderson,  W.  W..  Spokane  1964 

2 Moren,  Walter  C.,  Bellingham  1964 

4 Tompkins.  Morton  W.,  Walla  Walla  1964 

Watson,  Wilbur  E.,  Seattle  1963 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

MEDICAL  ECONOMICS,  COMMTTTEE  ON-Standing  Committee 

(Three  members  appointed  by  the  Board  of 
Trustees  to  serve  three-year  staggered  terms,  one 
to  be  appointed  annually.  PURPOSE:  To  study  and 
investigate,  so  far  as  it  and  the  Board  of  Trustees 
may  deem  practicable  or  advisable,  such  phases 
of  general  economics  as  have  a bearing  on  the 
practice  of  medicine.  1941.  Reactivated  1956  HD) 

Term  Expires 

Bowen,  J.  William,  Jr.,  Tacoma, 

Chairman  1963 

Adams,  Alfred  O.,  Spokane  1962 

Lauer,  Paul  R.,  Everett  1964 

Staff  man:  Mr.  Richard  F.  Gorman 


MEDICAL  EDUCATION  CAMPAIGN  FUND  COMMITTEE-Special 
Committee 

(Appointed  by  the  President.  PURPOSE:  To 
stimulate  interest  in  the  various  county  societies 
in  order  to  raise  funds  for  the  American  Medical 
Education  Foundation.  ((1951  BT))  To  organize, 
publicize  and  promote  National  Medical  Education 
Week;  to  stimulate  and  increase  publicity  through 
various  county  chairmen,  with  the  help  of  the 
Woman’s  Auxiliary,  in  promotion  and  collection 
of  funds  for  the  AMEF ; to  establish  a booth  at 
the  Annual  Meeting  of  the  Association,  for  publi- 
cizing AMEF  functions.  1957  HD) 

Aldrich,  Robert  A..  Seattle,  Chairman 
Herrmann,  Arnold  J.,  Tacoma 
Judd,  Herman  S.,  Tacoma 
Veirs,  Charles  R.,  Ferndale 
Staff  man:  Mr.  Harlan  R.  Knudson 

MEDICAL  SCHOOL,  TEACHING  AND  RESEARCH  HOSPITAL 
COMMITTEE — Standing  Committee 

(Appointed  to  one-year  terms  by  President. 
PURPOSE:  To  provide  permanent  liaison  between 
the  Medical  School  Administration  and  the  WS- 
MA;  to  maintain  the  principles  and  policies,  as 
explained  in  the  two  resolutions  regarding  the 
Medical  School  Hospital,  adopted  by  the  1955 
House  of  Delegates,  and  as  they  may  be  modified 
or  changed  by  the  House  of  Delegates  in  the  fu- 
ture; and  to  devise  procedures  and  methods  neces- 
sary for  the  implementation  of  these  policies, 
((Rev.  1956  HD))  to  develop  close  liaison  between 
the  Medical  School  and  to  make  recommendations 
to  the  WSMA  as  to  attitudes  and  help  to  the  school 
in  its  relation  with  the  State  Legislature.  1957 
HD) 

Maddison.  Frank  R.,  Tacoma,  Chairman 

Benson,  Clifton  E.,  Bremerton 

Huber,  Dale  G.,  Arlington 

Merendino.  K.  Alvin,  Seattle 

Michel,  Jay  C.,  Seattle 

Moll,  Frederic  C.,  Seattle 

Murphy,  Thomas  O.,  Tacoma 

Robertson,  Duncan,  Seattle 

Wallen,  J.  Walfred,  Burlington 

Watson,  Wilbur  E..  Seattle 

Williams,  Robert  H.,  Seattle 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

MENTAL  HEALTH,  COMMITTEE  ON— Standing  Committee 

(Not  less  than  nine  members  from  the  fields  of 
surgery,  internal  medicine,  pediatrics,  public 
health,  general  practice,  psychiatry  and  other 
specialties  as  may  be  deemed  appropriate  three 
to  be  appointed  annually  by  the  President.  The 
Chairman  is  to  be  a psychiatrist.  PURPOSE:  To 
study  problems  in  connection  with  the  State 
Mental  Institutions  and  all  matters  of  mental 
health  pertinent  to  the  practice  of  medicine.  1956 
HD.) 

Term  Expires 

Stuen,  Marcus  R.,  Tacoma,  Chairman  1963 


Allison,  George  H.,  Seattle  1964 

Gahringer,  John  E.,  Jr.,  Wenatchee  1962 
Kimball,  Charles  D.,  Seattle  1964 

Levy,  Sol,  Spokane  1962 

Puddy,  Walter  E.,  Spokane  1964 

Rogers,  Galen  A.,  Clarkston  1962 

Turner,  Paul  C.,  Vancouver  1963 

Wallen,  J.  Walfred.  Burlington  1964 

Webster,  Bruce  J.,  Omak  1963 

Staff  man:  Mr.  Richard  F.  Gorman 


NEOPLASTIC  COMMITTEE— Standing  Committee 

(Twelve  members,  four  to  be  appointed  annually 
by  the  President  for  three-year  terms.  PURPOSE: 
To  correlate  the  activities  of  the  various  agencies 
dealing  with  neoplastic  disease  with  those  of  the 
Washington  State  Medical  Association.  1921) 

Term  Expires 

Metheny,  David,  Seattle,  Chairman  1964 
*Coe,  Robert  C.,  Seattle  1964 

Carlile,  Thomas,  Seattle  1964 
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Devney,  James  W.,  Ellensburg  1962 

Diefendorf,  Richard  O.,  Bremerton  1962 

Foster,  Ralph  A.,  Yakima  1963 

Hardy,  William  H„  Aberdeen  1963 

Jensen,  Cylde  R.,  Seattle  1963 

Lamberton,  Harold  W.,  Brewster  1963 

Lynch,  Patrick  A.,  Yakima  1964 

Sanford,  Gilman  E.,  Spokane  1962 

Seeds,  Asa,  Vancouver  1962 


Staff  man:  Mr.  Harlan  R.  Knudson 


OCCUPATIONAL  HEALTH,  COMMITTEE  ON-Standing  Committee 

(Six  members  appointed  by  the  Board  of  Trus- 
tees to  serve  on  a rotating  basis.  Terms  of  the 
original  committee  to  be  two  for  a one-year  term, 
two  for  a two-year  term,  and  two  for  a three- 
year  term  and  terms  thereafter  will  be  for  three 
years.  PURPOSE:  To  promote  high  professional 
and  administrative  standards  of  occupational 
health  in  the  State  of  Washington;  to  cooperate 
with  the  AMA  Council  on  Occupational  Health. 
1961  HD) 

Term  Expires 


Miller,  Richard  E.,  Spokane, 

Chairman  1964 

Bergholz,  Warren  E.,  Bellingham  1964 

Brooks,  Thomas  P.,  Anacortes  1963 

Hanks,  Thrift  G.,  Seattle  1963 

Norwood,  William  D.,  Richland  1962 

Pinto,  Sherman  S.,  Tacoma  1962 


Staff  man:  Mr.  Harlan  R.  Knudson 


PROFESSIONAL  AND  HOSPITAL  RELATIONS  COMMITTEE— 


Standing  Committee 

(Seven  members  appointed  by  the  Board  of 
Trustees  annually.  PURPOSE:  To  study  prob- 
lems arising  from  institutional  practice,  in  addi- 
tion to  other  common  professional  relationships. 
To  study  problems  presented  by  the  practice  of 
medicine  in  hospitals.  1944  Rev.  1956  HD;  1957 
BT  Designated  number  of  members.) 

Specialty 


Hartzell,  Homer  C.,  Seattle, 

Chairman  Radiologist 

Davis,  Frederic,  Walla  Walla  G.P. 

Gibb,  Robert  P.,  Bellingham  Pathologist 

Hill,  John  E.,  Spokane  Pathologist 

Kittredge,  George  S.,  Tacoma  Pediatrics 

Meyer,  Edgar  A.,  Cashmere  G.P. 

Robertson,  Duncan,  Seattle  G.P. 

Skinner,  H.  H.,  Jr.,  Yakima  Surgeon 

Staff  man:  Mr.  Richard  F.  Gorman 


PUBLICATION  COMMITTEE— Standing  Committee 

(Three  members,  elected  by  the  Board  of  Trus- 
tees for  one  (1),  two  (2),  and  three  (3)  year  terms 
in  1960  and  thereafter  three  (3)  year  terms.  PUR- 
POSE: The  Committee  shall  be  deemed  the  nomi- 
nees of  this  Association  as  the  Trustees  for  the 
Northwest  Medical  Publishing  Association.  1949 
HD)  (Rev.  1960  HD) 

Term  Expires 

Kohli,  Daniel  R.,  Seattle,  Chairman  1964 
Coe,  Robert  C.,  Seattle  1962 

Harvey,  Fred  C.,  Jr.,  Spokane  1963 

Staff  man:  None  assigned. 

PUBLIC  LAWS,  COMMITTEE  ON-Standing  Committee 

(Consists  of  the  President,  the  Chairman  of  the 
Committee  on  Public  Relations  and  three  members 
elected  by  the  Board  of  Trustees;  elected  members 
to  serve  staggered  three-year  terms,  one  to  be 
elected  each  year.  Board  of  Trustees  designates 
Chairman.  PURPOSE:  To  keep  informed  with  re- 
spect to  laws,  court  decisions,  court  proceedings, 
administrative  rules,  proposed  and  pending  legis- 
lation relating  to  public  health,  and  such  other 
matters  as  relate  to  the  objectives  of  this  Associ- 
ation. 1909) 

Term  Expires 

Campbell,  L.  A.,  Olympia,  Chairman  1962 
Calhoun,  Emmett  L.,  Aberdeen  1964 


Henry,  Frank  C.,  Seattle  1962 

Rew,  Willard  B.,  Yakima  1962 

Zimmerman,  Wayne  W.,  Tacoma  1963 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

PUBLIC  RELATIONS  COMMITTEE — Standing  Committee 

(Nine  members,  three  to  be  appointed  annually 
for  terms  of  three  years  each  and  thereafter  as 
vacancies  occur,  by  the  Board  of  Trustees  who 
shall  designate  the  Chairman.  PURPOSE:  The 
Board  of  Trustees  shall  define  the  duties  and  direct 
the  activities  of  the  Public  Relations  Committee. 
1938,  Amended  1955  HD)  (Amended  1960  HD) 

Term  Expires 

Henry,  Frank  C.,  Seattle,  Chairman  1962 


Bright,  Robert  B.,  Bremerton  1963 

Dewey,  Louis  S.,  Omak  1962 

Herrmann,  Arnold  J.,  Tacoma  1964 

Kearns,  John  F.,  Wenatchee  1963 

Laws,  E.  Harold,  Seattle  1964 

Mongrain,  M.  R.,  Vancouver  1964 

Rotchford,  John  G.,  Spokane  1962 

Worley,  Harry  E.,  Mount  Vernon  1963 


Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

REHABILITATION  PROGRAMS,  COMMITTEE  ON-Special  Com- 
mittee 

(Seven  members,  to  serve  three-year  terms,  rep- 
resenting physical  medicine,  orthopedics,  internal 
medicine,  general  practice,  surgery  and  some  sub- 
specialties, such  as  ophthalmology,  dermatology, 
etc.,  to  be  recommended  by  the  Board  of  Trustees 
and  approved  by  the  State  Board  of  Vocational 
Rehabilitation.  PURPOSE:  To  review  any  prob- 
lems relating  to  rehabilitation  and  to  act  as  a 
Medical  Advisory  Committee  for  the  Division  of 
Vocational  Rehabilitation  of  the  State  of  Washing- 
ton ((1956  HD));  to  act  as  the  Medical  Advisory 
Committee  to  the  OASI  District  Offices  in  the  im- 
plementation of  Public  Law  880,  in  accordance 
with  the  principles  of  the  AMA  resolution.  Rev. 
1957  BT)  (1961  HD) 

Term  Expires 

Heath,  Sherburne  W.,  Jr.,  Seattle, 


Chairman  1963 

Physical  Medicine 

Bellas,  Norman  M.,  Wenatchee  1963 

E.E.N.T. 

Fitzgerald,  Robert  E.,  Vancouver  1963 

Urologist 

Florence,  Robert  W.,  Tacoma  1963 

Orthopedist 

Guyer,  Edward  C.,  Seattle  1963 

G.P. 

Levenson,  Robert  M.,  Seattle  1963 

Internal  Medicine 

Rider,  Paul  W.,  Yakima  1963 

Surgeon 


Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

RELATIVE  VALUE  FEE  STUDY,  COMMITTEE  ON-Special  Com- 
mittee 

(Appointed  by  the  President  at  the  request  of 
the  Board  of  Trustees.  PURPOSE:  To  develop  a 
Relative  Value  study  for  presentation  to  the  WS- 
MA  House  of  Delegates  at  the  1962  Annual  Meet- 
ing. 1961  HD) 

Simpson,  Robert  W.,  Seattle,  Chairman 

Tidwell,  Robert  A.,  Seattle,  Vice-Chairman 

Brundage,  Hiram  F.,  Yakima 

Cadman,  Edward  F.,  Wenatchee 

Hill,  Lucius  D.,  Seattle 

Staff  man:  Mr.  Richard  F.  Gorman 

REVISION  OF  CONSTITUTION  AND  BY-LAWS  COMMITTEE— 
Special  Committee 

(Appointed  by  the  Executive  Committee.  PUR- 
POSE: To  study  proposed  revisions  of  the  Con- 
stitution and  By-Laws.  1947  BT) 

Spickard,  Vernon  W.,  Seattle,  Chairman 
Adams,  Alfred  O.,  Spokane 
Read,  Jess  W.,  Tacoma 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 
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RURAL  HEALTH  COMMITTEE— Special  Committee 

(Appointed  by  the  President  for  one-year  terms. 
PURPOSE:  To  encourage  the  setting  up  of  rural 
health  councils;  to  maintain  liaison  and  promote 
medical  public  relations  with  various  farm  organi- 
zations and  groups;  and  to  work  with  the  AMA 
Council  on  Rural  Health.  1949.  Rev.  1957  HD) 
Dewey,  Louis  S.,  Omak,  Chairman 
Boettner,  Donald  H.,  Bellingham 
Becker,  Robert  L.,  Goldendale 
Hahn,  John  R.,  Arlington 
Hardy,  John  L.,  Jr.,  Endicott 
Merley,  Robert  W.,  Port  Orchard 
Tait,  Arnold  C.,  Sunnyside 
Tracy,  Harold  L.,  Moses  Lake 
Staff  man:  Mr.  Richard  F.  Gorman 

SCHOOL  HEALTH,  COMMITTEE  ON— Special  Committee 

(Not  less  than  five  members  appointed  by  the 
President.  PURPOSE:  To  investigate  and  study 
public  school  health  activities  and  report  to  the 
Board  of  Trustees  with  recommendations  ((1956 
HD));  to  urge  each  county  medical  society  to  form 
a Committee  on  School  Health  to  work  with  the 
local  school  districts;  to  act  in  an  advisory  capacity 
to  the  component  society  committees  and  to  state 
agencies  interested  in  the  problems  of  school 
health.  Rev.  1957  HD) 

Harrelson,  Orvis,  A.,  Tacoma,  Chairman 
Biedel,  Clark  W.,  Bremerton 
Gunn,  Elizabeth,  Seattle 
Jarvis,  Richard  B.,  Seattle 
LaLonde,  Edward  J.,  Vancouver 
McClellan,  Bruce  S.,  Renton 
Olander,  Carl  W.,  Ellensburg 
Patton,  James  M.,  Spokane 
Stevenson,  Andrey  W.,  Yakima 
Waltz,  Harold  D.,  Everett 
Worley,  Harry  E.,  Mount  Vernon 
Staff  man:  Mr.  Harlan  R.  Knudson 


SCIENTIFIC  WORK  COMMITTEE— Standing  Committee 

(Consists  of  President  as  Chairman,  Executive 
Committee  Chairman  and  three  members  elected 
by  the  Board  of  Trustees  for  three-year  staggered 
terms,  so  that  the  Board  may  elect  one  member 
each  year  to  serve  a three-year  term.  One  member 
to  be  from  the  county  society  where  the  Annual 
Session  will  be  held.  PURPOSE:  To  prepare  the 
program  for  the  Annual  Meeting  and  also  the 
scientific  exhibts.  To  be  the  editing  agent  of  the 
Association  and  to  arrange,  if  ordered  by  the 
House  of  Delegates,  for  the  proper  publication  of 
the  transactions  of  the  Association  in  its  official 
organ.  It  may  delegate  its  power  as  it  sees  fit.  1931) 

Term  Expires 

Rew,  Willard  B.,  Yakima,  Chairman  1962 
Humiston,  Homer  W.,  Tacoma  1962 

Craig,  Arthur  B.,  Jr.,  Spokane  1964 

Milligan,  John  O.,  Seattle  1962 

Schlicke,  Carl  P.,  Spokane  1963 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 


SCIENTIFIC  EXHIBIT  COMMITTEE-Sub-Committee  of  Scientific 
Work  Committee 

Ganz,  Richard  H.,  Spokane,  Chairman 
Barnes,  Robert  H.,  Seattle 
Gothberg,  Loren  A.,  Spokane 
Ludden,  Theodore  E.,  Spokane 
Sullivan,  David  E.,  Spokane 
Staff  man:  Mr.  Harlan  R.  Knudson 


SCIENTIFIC  PROGRAM  COMMITTEE— Sub-Committee  of  Scien 
tific  Work  Committee 

Schlicke,  Carl  P.,  Spokane,  Chairman 
Ahlquist,  Richard  E.,  Jr.,  Spokane 
Anderson,  William  E.,  Spokane 
Beaty,  Harold  W.,  Spokane 
Craig,  Arthur  B.,  Spokane 
Cressey,  Verne  E.,  Spokane 
Dittman,  William  A.,  Spokane 
Hempstead,  Richard  H.,  Spokane 
Hill,  Lucius  D.,  Seattle 


Lein,  John  N.,  Spokane 
Maher,  Robert  C.,  Spokane 
Patton,  James  M.,  Spokane 
Stevenson,  Charles  L.,  Spokane 
Stier,  Robert  A.,  Spokane 
Watkins,  Jack  B.,  Spokane 
Staff  man:  Mr.  Harlan  R.  Knudson 

STAPHYLOCOCCAL  COMMITTEE-Special  Committee 

(Appointed  by  President.  PURPOSE:  To  actively 
investigate  the  problem  of  hospital  infections  in 
our  State,  working  actively  with  hospital  admini- 
stration and  public  health  agencies  for  the  control 
of  these  infections.  1958  HD) 

Rosenbladt,  Louis  M.,  Tacoma,  Chairman 
Bill,  Alexander  H.,  Jr.,  Seattle 
Payne,  J.  Thomas,  Seattle 
Reberger,  Charles  C.,  Tacoma 
Schlicke,  Carl  P.,  Spokane 
Staff  man:  Mr.  Harlan  R.  Knudson 

STATE  DEPARTMENT  OF  HEALTH  (ADVISORY)  COMMITTEE— 

Standing  Committee 

(Not  less  than  five  members  appointed  by  the 
President  for  terms  of  one-year  each.  Committee 
may  appoint  from  among  the  membership  of  the 
Association  such  number  of  sub-committees  so  con- 
stituted as  it  deems  proper  to  work  under  its  direc- 
tion and  control  in  such  fields  of  public  health  as 
it  may  determine.  ((The  1956  HD  recommends  that 
this  Committee  hold  quarterly  meetings;  1957  HD 
recommends  that  continuity  of  service  be  consid- 
ered in  appointment  of  this  Committee)).  PUR- 
POSE: To  keep  in  touch  with  and  investigate  mat- 
ters concerned  with  the  public  health  of  the  State 
and  to  carry  on  such  activities  in  the  field  of  public 
health  and  aid  in  the  dissemination  of  public 
health  information  in  relation  thereto  as  the  Board 
of  Trustees  may  direct.  1944  HD.  Amended  1956 
HD) 

(Chairman  of  Maternal  & Child  Welfare  Com- 
mittee authorized  to  be  member.  BT  1958) 
Kraabel,  Donovan  O.,  Seattle,  Chairman 
Billington,  Sherod  M.,  Seattle 
Keifer,  Walter  S.,  Jr.,  Seattle 
Nelson,  Everett  P.,  Tacoma 
Reade,  C.  Wight,  Olympia 
Schroeder,  Herman  J.,  Seattle 
Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

STATE  DEPARTMENT  OF  PUBLIC  ASSISTANCE  (ADVISORY) 

COMMITTEE-Special  Committee 

(Nine  members  to  be  appointed  by  the  President 
for  terms  of  one-year  each.  PURPOSE:  To  deal 
with  problems  of  the  State  Department  of  Public 
Assistance.  1955  BT) 

Moren,  Walter  C.,  Bellingham,  Chairman 
Herrmann,  Arnold  J.,  Tacoma 
Pederson,  Harold  T.,  Spokane 
Peterson,  Philip  L.,  Seattle 
Polley,  Robert  F.  L.,  Seattle 
Spendlove,  George  A.,  Olympia 
Stevenson,  Andrey  W.,  Yakima 
Turner,  William  D.,  Chehalis 
Vaughan,  John  F.,  Vancouver 
Hall,  Robert  P.,  Olympia,  (Ex-Officio) 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

VETERAN'S  MEDICAL  CARE,  COMMITTEE  ON-Special  Committee 

(Consists  of  the  AMA  Delegates.  PURPOSE:  To 
confer  with  Veterans’  Administration  Consultants 
and  the  deans  of  our  medical  schools  relative  to 
the  many  problems  that  have  been  stated  in  the 
Report  on  the  Veterans’  Affairs  Conference  as 
adopted  by  the  1957  House  of  Delegates;  and  to 
urge  the  AMA  to  carry  out  in  a more  extensive 
way  the  Washington  Resolution  opposing  Veterans’ 
Administration  care  of  veterans  otherwise  insured, 
as  adopted  by  the  House  of  Delegates  of  the  AMA 
in  Seattle,  November  1956.  Reactivated  1957  EC) 
Young,  A.  G.,  Wenatchee,  Chairman  (Term 
expired  12/31/61) 

Gaiser,  David  W.,  Spokane 
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Jared,  M.  Shelby,  Seattle 

Read,  Jess  W.,  Tacoma 

Tucker,  Frederick  A.,  Seattle 

Staff  man:  Mr.  Ralph  W.  Neill,  Executive  Sec. 

WASHINGTON  PHYSICIANS  SERVICE  LIAISON  COMMITTEE— 
Special  Committee 

(Nine  members  (9)  to  be  appointed  by  the  WS- 
MA  Board  of  Trustees — not  more  than  four  (4) 
members  to  be  members,  or  past  members,  of  the 
WPS  Board  of  Trustees.  PURPOSE:  To  act  as  Liai- 
son Committee  between  Washington  State  Medical 
Association  and  Washington  Physicians’  Service; 
to  stimulate  closer  cooperation  between  the  two 


organizations;  and  to  submit  annual  reports  to 
the  WSMA  House  of  Delegates.)  (The  Board  of 
Trustees  authorized  the  President  to  make  the 
current  appointments.) 

DeMarsh,  Quin  B.,  Seattle,  Chairman 
Huff,  Ralph  H.,  Tacoma 
Lee,  Albert  F.,  Seattle 
Lyon,  Clarence  L.,  Spokane 
Muller,  Charles  D.,  Bremerton 
Tracy,  Harold  L.,  Moses  Lake 
Vogeler,  Otto  A.,  Seattle 
Yengling,  Arthur  A.,  Walla  Walla 
Zimmerman,  Wayne  W.,  Tacoma 
Staff  man:  None  Assigned. 


DELEGATES  AND  REPRESENTATIVES  OF  WSMA  TO  ALLIED  ORGANIZATIONS 


WASHINGTON  STATE  HEALTH  COUNCIL,  DELEGATE  AND 
ALTERNATE 

Delegate:  Grimm,  Huber  K.,  Seattle 
Alternate:  Sanderson,  Eric  R.,  Seattle 

WASHINGTON  STATE  HOSPITAL  ADVISORY  COUNCIL 

(Purpose:  To  plan  for  hospital  and  medical  fa- 
cilities in  the  State  of  Washington.  Appointed  by 
the  Director  of  the  State  Department  of  Health 
for  four-year  terms,  in  accordance  with  the  provi- 
sions of  chapter  70.40  RCW.) 

Cunningham,  James  E.,  Spokane 
Burrows,  Frederick  L.,  Yakima 
Neill,  Ralph  W.,  (Mr.),  Seattle 

MEDICAL  EYE  ADVISORY  COMMITTEE-(Department  of  Public 
Assistance) 

Bowen,  Jesse  W.,  Tacoma 
Brugman,  R.  Barry,  Seattle 
Henry,  Daniel,  Clarkston 
Hogsett,  S.  Fuller,  Spokane 
Larson,  Darrell,  Moses  Lake 
Horsfield,  Russell  T.,  Seattle 
Thacker,  Edgar  A.,  Everett 
Weiner,  Harry  I.,  Aberdeen 

REPRESENTATIVE  TO  STATE  NURSING  HOME  ADVISORY 
COUNCIL 

Cunningham,  James  E.,  Spokane 

WASHINGTON  STATE  ADVISORY  COMMITTEE  TO  SELECTIVE 
SERVICE 

Douglass,  Frank  H.,  Seattle,  Chairman 
Basic  Advisory  Committee: 

Lindley,  Cecil  F.,  D.M.D.,  Seattle 
Anderson,  George  H.,  M.D.,  Spokane 


Stone,  Ernest  E.,  D.V.M.,  Pullman 
Roberts,  Hilda  B.,  R.N.,  Pullman 


JOINT  COMMISSION  FOR  THE  IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

(Members  appointed  for  three-year  terms.  Com- 
posed of  twelve  members,  three  from  each  of  the 
following  Parent  Organizations:  Washington  State 
Medical  Association;  Washington  State  Nurses  As- 
sociation; Washington  State  League  for  Nursing; 
and  Washington  State  Hospital  Association.) 

WSMA  Members: 

Term  Expires 

Clancy,  John,  Seattle  Jan.  1,  1963 

Goss,  Clark  C.,  Seattle  Jan.  1,  1964 

Calhoun,  Emmett  L.,  Aberdeen  Jan.  1,  1963 


WASHINGTON  STATE  MEDICAL  DISCIPLINARY  BOARD 

(Members  to  serve  two-year  terms.  One  member 
from  each  Congressional  District  elected  in  odd- 
numbered  districts  in  odd-numbered  years.) 
District  Members: 

6 Read,  Jess  W.,  Tacoma,  Chairman 

4 Downing,  John  W.,  Yakima,  Secretary 

5 Anthony,  Marc,  Spokane 

2 Chase,  Edwin  B.,  Everett 

1 Douglass,  Frank  H.,  Seattle 

3 Hutt,  Clyde  B.,  Vancouver 

7 Lasher,  Earl  P.,  Seattle 


WASHINGTON  STATE  MEDICAL  EXAMINING  BOARD 

Term  Expires 

Fiornio,  John  F.,  Everett,  Chairman  1966 
Hardy,  John  L.,  Endicott  1965 

Ingham,  T.  Reed,  Olympia  1964 

Rosellini,  Leo  J.,  Seattle  1963 

Simpson,  Robert  W.,  Seattle  1962 


COMMITTEES  DISCONTINUED,  ABOLISHED  OR  SUPERCEDED 


Automobile  Traffic  Accident  Committee 
Coroner’s  System  Committee 
Diabetes  Committee 
Hospitals,  Special  Committee  On 

Industrial  Health  Committee 

Medical  Disciplinary  Act  Committee 

Medical  Care,  Study  Of 

Mental  Hygiene  Committee 
Nine,  Committee  of 

Nursing  Care,  Staff  Polio  Planning 
Nursing  Education,  Advisory  Committee  on 

Resolutions  and  Reports  Activating 

Tuberculosis  Committee 

Veterans’  Medical  Care,  Special  Committee 


1958  President 

1955  House  of  Delegates 

1955  House  of  Delegates 

Combined  with  Professional  and  Hospital  Relations  Com- 
mittee— 1955  BT 

1961  House  of  Delegates.  See  Occupational  Health  Com- 
mittee 

1955  House  of  Delegates,  “To  be  reconstituted  upon  re- 
quest” 

1954  Board  of  Trustees:  “WPS  President  to  submit  annual 
reports  to  the  WSMA  Board  of  Trustees.” 

See  Mental  Health  Committee 

See  Joint  Commission  for  the  Improvement  of  the  Care 
of  the  Patient 

1955  House  of  Delegates 

1953  House  of  Delegates:  “Duties  delegated  to  Committee 
of  Nine.” 

1956  House  of  Delegates 

1955  House  of  Delegates 

1955  Board  of  Trustees  “Functions  to  be  continued  by 
AMA  Delegates.”  Reactivated  1957  HD. 
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Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder”  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  Bs  (Pyridoxine  HCI) 

2 mg 

Vitamin  Bl2  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule  dail\ 
or  as  directed  by  physician,  for  the  treatmer 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


j. 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Robert  E.  Staley,  M.D.,  Kellogg 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1962,  Sun  Valley 


Address  by  Robert  E.  Staley , M.D.,  President , Idaho  State  Medical  Association 
House  of  Delegates , Third  Interim  Session,  Idaho  Falls,  January  26,  1962 


Members  of  the  House  of  Delegates,  Officers  of 
the  Auxiliary,  Guests  and  Members  of  the  Associa- 
tion: 

It  is  a pleasure  for  me  to  welcome  you  to  the 
Third  Interim  Session  of  the  House  of  Delegates  of 
the  Idaho  State  Medical  Association, 

Speaking  for  your  officers  and  councilors,  I ex- 
tend to  you  our  very  warm  thanks  for  taking  time 
away  from  your  busy  practices  to  attend  and  partici- 
pate in  this  important  meeting  which  inaugurates  a 
plan  your  Officers  and  Councilors  hope  will  be  a new 
adventure  in  association  public  relations. 

This  is  the  first  Interim  Session  of  the  House  of 
Delegates  to  be  held  outside  of  Boise.  Our  plans 
call  for  Interim  Sessions  to  be  held  there  only  during 
years  the  Legislature  is  in  session,  and  to  hold  meet- 
ings on  off  years  in  other  sections  of  the  state.  I 
am  certain  your  Officers  and  Councilors  would  be 
more  than  happy  to  consider  an  invitation  to  hold 
the  1964  Interim  Session  in  one  of  our  north  Idaho 
communities. 

We  think  that  by  holding  these  sessions  in  the 
various  sections  of  the  state  that  our  members,  other 
than  those  who  are  Delegates,  will  have  an  oppor- 
tunity to  see  the  governing  body  of  organized  medi- 
cine actually  at  work,  and  we  might  be  contributing, 
in  a small  degree,  to  the  economy  of  the  city  selected 
for  such  meetings. 

I would  like  to  extend  our  sincere  thanks  to  Dr. 
and  Mrs.  J.  Douglas  Davis  of  Idaho  Falls,  for  their 
help  in  arranging  this  meeting.  They  have  both 
worked  diligently  to  make  it  a success.  Dr.  Davis  is 
Immediate  Past-President  of  the  Idaho  Falls  Medical 
Society,  and  Mrs.  Davis  served  as  President  of  the 
Idaho  Falls  Auxiliary. 

To  those  who  have  not  previously  attended  an 
Interim  Session  of  the  House  of  Delegates,  I would 
like  to  explain  that  our  procedures  are  slightly  dif- 


ferent from  those  used  at  the  annual  meetings  in 
Sun  Valley. 

The  House  of  Delegates  accomplishes  its  work 
through  four  Reference  Committees.  If  you  will 
check  the  Agenda,  you  will  find  that  you  have  been 
assigned  to  one  of  the  Reference  Committees.  The 
names  of  the  Chairmen  are  listed  first  in  each  in- 
stance. I hope  that  you  will  accept  your  assignment 
and  that  you  will  serve  to  the  best  of  your  ability. 

The  Officers  and  Councilors  of  the  Idaho  State 
Medical  Association  trust  the  actions  taken  by  this 
body  will  reflect  your  very  best  judgment  and 
opinions  and  that  your  efforts  will  be  keyed  to  the 
mutual  satisfaction  of  each  member  of  our  organi- 
zation whom  you,  as  Delegates,  represent. 

I would  like  to  personally  request  that  upon  your 
return  home  you  give  your  society  a full  and  com- 
plete report  of  this  meeting.  Only  through  better 
communications  can  we  hope  to  achieve  the  goals 
that  you  establish.  Your  Officers  and  Councilors 
will  be  available  to  meet  with  any  Reference  Com- 
mittee at  any  time.  Please  feel  free  to  call  upon  us. 

You  will  note  from  the  Agenda  that  we  have 
scheduled  presentation  of  reports  and  resolutions 
today.  These  will  be  assigned  to  the  various  Refer- 
ence Committees  following  presentation. 

Our  Banquet  Speaker  tonight  will  be  Dr.  George 
Fister,  Ogden,  Utah,  President-Elect  of  the  Ameri- 
can Medical  Association.  We  hope  that  all  of  you 
will  attend  this  event.  Wives  are  invited  to  be  guests 
of  the  association  along  with  the  Delegates. 

Tomorrow  we  have  scheduled  open  hearings  of 
the  Reference  Committees.  They  have  been  ar- 
ranged to  permit  each  Delegate  to  attend  each  meet- 
ing. We  sincerely  urge  your  participation. 

Reports  of  the  Reference  Committees  will  be  pre- 
sented to  the  House  of  Delegates  by  the  Chairmen 
for  final  consideration  and  action  beginning  at  2 
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p.m.  I feel  confident  that  we  can  accomplish  our 
work  without  having  to  go  into  a session  on  Sunday. 

Because  of  the  importance  of  this  meeting,  we 
invited  the  auxiliary  officers  to  attend.  I would 
like  to  present: 

M rs.  V.  Ellis  Knight,  Kimberly,  President  of  the 
Woman’s  Auxiliary  to  the  Idaho  State  Medical 
Association; 

Mrs.  Glen  M.  Whitesel,  Kellogg,  President-Elect 
of  the  Woman’s  Auxiliary  to  the  Idaho  State  Medi- 
cal Association. 

Association  activities 

Since  the  June  meeting  of  the  House  of  Delegates 
at  Sun  Valley,  your  association  has  been  active  in  a 
number  of  important  projects.  I would  like  to  re- 
port on  them  at  this  time. 

Based  upon  the  premise  that  only  an  informed 
society  can  be  an  intelligent  society,  your  Officers 
and  Councilors  have  made  every'  effort  to  carry  on 
their  duties  in  an  intelligent  and  effective  manner 
and  we  have  attempted  to  keep  you  informed 
through  the  News  Letter. 

We  have  attended  many  meetings  pertaining  to 
the  welfare  of  organized  medicine.  In  some  cases 
they  have  been  held  within  the  state  and  many  have 
been  held  elsewhere. 

I am  certain  that  all  realize  the  office  of  President 
of  the  Idaho  State  Medical  Association  is  not  an 
honorary  position.  It  is  a working  assignment.  I 
have  attempted  to  carry  on  my  part  as  your  Presi- 
dent to  the  very  best  of  my  ability. 

I believe  it  is  good  public  relations  for  the  Presi- 
dent to  accept  as  many  invitations  as  possible  to 
appear  on  programs,  moderate  panels,  and  cooper- 
ate with  organizations  who  have  an  interest  common 
to  ours.  I predict  there  will  not  be  a reduction  in 
this  activity  in  the  foreseeable  future. 

It  seemed  our  annual  meeting  had  just  ended 
when  we  received  an  urgent  request  from  the  Ameri- 
can Medical  Association  to  present  a formal  state- 
ment to  the  House  Ways  and  Means  Committee  hear- 
ing in  Washington,  D.C.,  on  the  King  Bill.  The  hear- 
ings were  held  on  July  24  and  your  association 
filed  a formal  statement  with  the  committee  in  which 
we  expressed  opposition  to  the  measure. 

Thus  we  initiated  a campaign  of  activity  that  is 
far  from  being  concluded  and  about  which  I will 
comment  later  on  in  my  address. 

You  will  recall  that  the  House  of  Delegates  adopt- 
ed a resolution  calling  for  implementation  of  a plan 
to  provide  a prepaid  medical  care  program  in  the  34 
south  Idaho  counties. 

In  July  we  instituted  the  necessary  activity  which 
resulted  in  the  election,  by  the  seven  component 
societies  and  three  Councilor  Districts,  of  physicians 
to  serve  as  members  of  the  Board  of  Directors  of  the 
South  Idaho  Medical  Service  Bureau.  The  resolu- 
tion called  for  this  election  to  be  completed  by  July 


25.  We  did  not  quite  make  the  deadline  but  we 
did  not  miss  it  very  far. 

In  the  July  News  Letter  we  included  for  your  in- 
formation Resolution  No.  “F”  which  established  the 
bureau,  and  we  also  notified  you  of  the  action  by 
the  AMA  in  approving  establishment  of  the  Ameri- 
can Medical  Political  Action  Committee.  We  will 
have  more  information  on  this  subject  later  in  the 
program. 

In  August  we  continued  implementation  of  instruc- 
tions of  the  House  of  Delegates  regarding  the  South 
Idaho  Medical  Service  Bureau  by  mailing  440  physi- 
cians in  the  34  south  Idaho  counties  “Participating 
Agreements."  The  response  following  the  mailing 
was  outstanding;  however,  the  enthusiasm  did  not 
last.  As  of  January  1,  1962,  only  186  of  the  440  had 
signed  agreements  to  participate  in  the  program. 

In  association  with  the  Presidents  of  the  medical 
associations  of  California,  Oregon  and  Utah,  I ac- 
cepted an  invitation  to  moderate  a scientific  session 
at  the  annual  meeting  of  the  Nevada  State  Medical 
Association.  Mr.  Bird  and  I participated  in  this 
meeting  and  arrived  in  Reno  in  time  to  attend  an 
Orientation  Meeting  for  new  members  of  the  Ne- 
vada Medical  Association  held  the  day  prior  to  the 
opening  of  the  meeting.  It  was  an  outstanding  pro- 
gram and  your  Officers  and  Councilors  have  dis- 
cussed the  possibility  of  initiating  a similar  program 
on  a state,  councilor  district  or  component  society 
level.  We  think  such  conferences  have  merit. 

It  was  our  privilege  to  also  attend  the  second 
meeting  of  the  House  of  Delegates  of  the  Nevada 
association.  An  interesting  sidelight  to  this  is  that 
prior  to  two  years  ago  the  Nevada  association  oper- 
ated without  a House  of  Delegates,  the  elected 
Officers  serving  as  the  governing  body.  We  think  a 
House  of  Delegates  method  is  the  most  democratic 
procedure  of  policy  setting  for  organized  medicine. 

In  the  August  News  Letter  we  reported  to  you 
the  names  of  the  physicians  who  had  been  elected 
to  the  Board  of  Directors  of  the  South  Idaho  Medical 
Service  Bureau.  A capsule  report  on  the  King  Bill 
hearing  before  the  House  Ways  and  Means  Com- 
mittee was  also  included. 

In  September  we  traveled  to  Salt  Lake  City  to 
attend  three  meetings.  The  first  was  on  medical 
education  called  by  the  Western  Interstate  Commis- 
sion for  Higher  Education.  Eleven  western  states 
were  represented.  We  heard  many  discussions  on 
the  problems  facing  our  medical  schools  today  in- 
cluding increased  costs,  a reduction  in  the  number 
of  students  applying  for  admission,  and  a thought- 
provoking  talk  by  a physician  representing  the  U.S. 
Department  of  Health,  Education  and  Welfare,  who 
predicted  federal  interference  in  medical  education 
in  the  near  future. 

The  Presidents  of  medical  associations  in  Montana, 
Wyoming,  Idaho  and  Nevada  were  asked  if  they 
would  be  interested  in  attending,  possibly  in  January, 
a meeting  to  discuss  the  possibility  of  establishment 
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of  a regional  four-year  medical  school.  All  indi- 
cated considerable  interest  and  officials  of  the 
WICHE  program  said  they  would  arrange  for  such 
a meeting.  The  conference  was  held  in  Denver, 
January  12-13,  1962.  A copy  of  a report  prepared 
by  Walter  Steffens,  Ph.D.,  of  the  University  of  Idaho 
is  included  in  your  folder. 

Following  this,  we  attended  the  House  of  Dele- 
gates session  of  the  Utah  State  Medical  Association 
and  I concluded  that  our  method  of  House  of  Dele- 
gates operation  is  much  more  satisfactory  than  that 
utilized  by  our  neighbors  to  the  south. 

The  third  meeting  we  attended  in  Salt  Lake  City 
was  the  annual  meeting  of  the  Utah  Physician’s  Serv- 
ice of  the  Utah  State  Medical  Association.  We  re- 
ceived a great  deal  of  encouragement  from  physicians 
to  proceed  with  the  formation  of  a physician  spon- 
sored pre-paid  medical  care  program  in  southern 
Idaho.  The  full  cooperation  of  the  Utah  physicians 
was  again  extended  to  us  in  our  efforts. 

We  also  witnessed  an  exhibition  of  what  can  hap- 
pen when  factions  move  into  an  election.  The  re- 
sults were  probably  satisfactory,  but  I was  of  the 
opinion  that  a lot  of  damage  could  have  occurred 
had  the  hour  not  been  so  late  when  the  final  vote  on 
the  election  of  new  officers  was  taken. 

During  September  it  was  my  privilege  to  extend 
the  official  greetings  of  the  Idaho  State  Medical 
Association  to  the  Idaho  Academy  of  General  Prac- 
tice. This  was  an  outstanding  meeting  prepared 
under  the  able  leadership  of  John  T.  Brunn, 
Meridian,  President  of  the  Academy. 

One  of  the  outstanding  features  of  the  session  was 
the  symposium  on  prevention  of  injuries  to  athletes. 
Joseph  B.  Dolan,  Ph.D.,  Kirksville,  Missouri,  present- 
ed a most  interesting  and  educational  program  to 
more  than  50  coaches  who  attended  the  session. 

Your  Officers  and  Councilors  have  received  a re- 
quest for  establishment  of  a committee  in  the  state 
association  for  this  type  of  activity  and  the  matter 
is  under  consideration. 

The  first  meeting  of  the  Board  of  Directors  of  the 
South  Idaho  Medical  Service  Bureau  was  held  in 
Boise  on  September  23.  The  many  problems  facing 
these  physicians  were  discussed  at  length.  The 
elected  officers  for  the  organization  are: 

President— Joseph  M.  Thomas  of  Boise;  Vice- 
President— Lloyd  S.  Call  of  Pocatello  and  Secre- 
tary-Treasurer—William  D.  Forney  of  Boise. 

The  Board  voted  to  utilize  the  association’s  Index 
of  Allowances  Committee  in  the  preparation  of  a 
schedule  of  fees. 

On  the  Agenda  you  will  note  that  Dr.  Thomas  will 
present  a report  on  the  bureau  later  in  the  after- 
noon. 

September  continued  to  be  a busy  month.  Your 
Officers  and  Councilors  held  their  first  meeting  since 
June  in  connection  with  the  Northwest  Health  Mo- 
bilization Training  Course  at  Sun  Valley.  It  was  in- 
cidental that  an  11 -western  state  Republican  Con- 


ference was  held  at  Sun  Valley  at  the  same  time. 
We  participated  in  all  three  meetings. 

There  were  several  highlights  at  the  sessions.  1 
had  the  privilege  of  having  lunch  with  Edward  Tell- 
er, Ph.D.,  Berkely,  California,  who  has  been  termed 
the  father  of  the  H-bomb.”  It  was  his  specific  re- 
quest to  me  that  we,  as  physicians,  use  our  influence 
to  debunk  the  fall-out  scare  that  is  so  prevalent  from 
so  many  governmental  sources. 

We  witnessed  a realistic  demonstration  of  what 
can  occur  when  disaster  strikes.  This  phase  of  the 
program  was  arranged  by  Terrell  O.  Carver,  Admin- 
istrator of  Health,  and  his  staff. 

It  was  my  privilege  to  introduce  Leonard  W.  Lar- 
son, Bismarck,  N.D.,  President  of  the  American 
Medical  Association,  at  a luncheon  of  those  attend- 
ing the  mobilization  course.  Dr.  Larson  did  a mag- 
nificent job  of  describing  the  role  of  the  physician 
in  a disaster,  and  presented  the  official  position  of 
the  AMA  on  many  items  of  major  interest  to  all. 

We  also  had  the  privilege  of  hearing  outstanding 
addresses  by  Senator  Barry  Goldwater  of  Arizona, 
and  Former  Vice-President  Richard  Nixon. 

Without  meaning  to  inject  any  partisan  politics 
into  this  report,  I cannot  refrain  from  saying  that 
we  amazed  a number  of  politicians  by  our  mere 
presence  at  Sun  Valley.  Our  Alternate  Delegate  to 
the  AMA,  Donald  Worden  of  Lewiston,  was  in  his 
delight  at  the  GOP  Conference. 

During  the  Officers  and  Councilors’  sessions  a 
number  of  important  items  were  considered  and  will 
be  reported  to  you  by  Curtis  Jones,  the  association’s 
Secretary-Treasurer. 

One  major  subject  considered  at  length  was  in- 
formation received  from  the  AMA  that  a “Sub-Com- 
mittee of  the  Special  Committee  on  Aging”  of  the 
U.S.  Senate  would  conduct  two  hearings  in  Idaho  in 
November  with  “problems  of  the  aging”  listed  as 
one  of  the  topics  to  be  considered. 

We  were  asked  to  actively  participate  in  the 
hearings  and  to  formally  request  permission  to  pre- 
sent testimony.  Democratic  Senator  Frank  Church  of 
Boise,  was  listed  as  the  presiding  officer  for  the 
hearings. 

Governor  Robert  E.  Smylie  met  with  your  Officers 
and  Councilors  and  briefed  us  on  the  manner  in 
which  the  hearings  would  be  conducted.  A series 
of  approximately  20  hearings  had  been  held  or  were 
scheduled  to  be  held  in  various  sections  of  the  United 
States  during  the  period  that  Congress  was  in  recess. 

It  was  noted  in  the  communications  from  the  AMA 
that  the  hearings  were  only  scheduled  in  states 
where  a Dc  mocratic  Senator  was  up  for  possible  re- 
election.  Your  Officers  and  Councilors  voted  unani- 
mously to  take  part  in  the  hearings  and  to  ask 
all  members  of  our  association  to  do  likewise. 

We  concluded  the  official  position  of  the  Idaho 
State  Medical  Association  insofar  as  the  King- Ander- 
son Bill  (H.R.  4222)  was  concerned,  must  be  made 
verv  clear.  We  think  our  position  was  so  presented. 
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Copies  of  the  testimony  were  mailed  to  the  entire 
membership  on  December  6,  1961. 

We  felt  the  hearings  would  result  in  a considerable 
amount  of  publicity  and  that  we  should  present  our 
case  to  the  public.  We  asked  AMA  to  loan  us  a train- 
ed newsman  to  assist  in  the  preparation  of  articles 
for  newspaper,  radio  and  television. 

We  directed  our  Executive  Secretary  to  prepare 
a full  scale  program  of  participation  in  the  Church 
Hearings,  and  we  think  we  accomplished  our  ob- 
jectives. 

October  was  a fairly  peaceful  month.  We  attend- 
ed the  annual  meeting  of  the  Idaho  Hospital  Asso- 
ciation in  Boise.  The  association’s  Index  of  Allow- 
ances Committee  under  the  Chairmanship  of  Quentin 
W.  Mack,  Boise,  met  and  prepared  a tentative 
schedule  of  fees  which  was  sent  to  members  of  the 
Board  of  Directors  of  the  South  Idaho  Medical  Serv- 
ice Bureau  and  the  Officers  and  Councilors. 

Through  the  News  Letter  we  outlined  our  plan 
of  action  in  the  Church  Hearings  and  again  asked  for 
the  cooperation  of  all  members. 

During  November  the  hearings  on  problems  of  the 
aged  were  conducted  by  Senator  Church.  The  first 
was  held  on  the  campus  of  Idaho  State  College  in 
Pocatello.  We  submitted  our  formal  statements  in 
testimony  form.  We  launched  our  publicity  cam- 
paign a few  days  before  the  hearing  and  received 
excellent  cooperation  from  the  newspapers,  radio  and 
television  stations. 

1 would  like  to  express  the  sincere  thanks  of  the 
association  to  John  Comstock,  Pocatello,  President 
of  the  Southeastern  Idaho  District  Medical  Society, 
and  members  of  the  Public  Relations  Committee,  for 
doing  an  outstanding  job  of  creating  interest  among 
physicians  and  members  of  the  auxiliary.  More  than 
20  physicians  appeared  at  the  hearings  and  members 
of  the  auxiliary'  turned  out  en  masse. 

Seven  physicians  presented  spontaneous  state- 
ments against  the  King-Anderson  Bill  much  to  the 
annoyance  of  the  presiding  Senator. 

Following  the  Pocatello  hearing,  we  moved  to 
Boise.  E.  V.  Simison,  Pocatello,  Idaho  National  Leg- 
islative Chairman  and  I presented  second  formal 
statements. 

The  third  and  final  hearing  was  held  in  Spokane, 
Washington,  on  Friday,  November  17.  The  Idaho 
State  Medical  Association  had  not  requested  an  op- 
portunity to  present  additional  testimony  at  this  hear- 
ing, because  the  Washington  State  Medical  Asso- 
ciation had  requested  this  privilege.  Several  north 
Idaho  physicians,  however,  had  made  a request  but 
did  not  receive  permission  to  make  statements. 

An  interesting  comparison  of  this  hearing  with 
those  in  Pocatello  and  Boise  was  the  fact  that  only 
one  labor  representative  appeared  at  the  Idaho  ses- 
sions, while  there  were  five  on  the  program  for  Spo- 
kane. It  is  almost  needless  to  say  they  were  not 
friendly  to  medicine. 

During  the  Boise  hearing,  Mr.  Keith  Jaques,  Wash- 
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ington,  D.C.,  representing  the  Republican  members 
of  the  Senate  Committee  and  who  is  Legislative 
Assistant  to  Senator  Wallace  F.  Bennett  of  Utah, 
made  a statement  charging  the  hearings  as  being 
“political”  which  was  released  to  the  press.  This 
allegation  had  its  affect  on  Mr.  Church. 

At  the  Spokane  hearing  this  charge  was  again 
made  and  appeared  on  the  front  pages  of  the  news- 
papers. The  radio  and  television  stations  carried 
the  story  in  every  newscast. 

While  in  Spokane,  Mr.  Jaques  received  a telegram 
relieving  him  of  his  duties  as  Minority  Representa- 
tive on  Senator  Church’s  Committee.  This  informa- 
tion was  also  given  to  the  press,  radio  and  television 
and  we  think  had  the  effect  of  nullifying  the  state- 
ments made  by  Mr.  Church  at  his  press  conference 
prior  to  the  opening  of  the  hearings. 

I must  point  out  that  the  hearings  were  arranged 
AFTER  Congress  had  adjourned  by  the  adminis- 
trative staff  of  Democratic  Senator  Pat  McNamara 
of  Michigan,  Chairman  of  the  Senate  Committee  on 
the  Aged.  They  were  political  and  cannot  be  de- 
scribed in  any  other  terms. 

During  the  latter  part  of  November  we  attended 
the  Interim  Session  of  the  AMA  House  of  Delegates 
and  Scientific  Program  in  Denver.  While  there  we 
attended  a conference  on  the  formation  of  the 
American  Medical  Political  Action  Committee,  about 
which  you  will  hear  more  this  afternoon,  a confer- 
ence on  athletic  injuries  as  well  as  the  House  of 
Delegates  sessions.  Each  member  has  received  a 
summary  of  the  Interim  Session  through  the  AMA 
News  as  well  as  the  association’s  News  Letter. 

In  December,  Alexander  Barclay,  Coeur  d’Alene, 
our  Delegate  to  the  AMA,  and  I attended  a meeting 
in  Spokane,  called  by  the  United  States  Chamber  of 
Commerce,  to  discuss  an  additional  course  of  action 
against  the  King-Anderson  Bill. 

Attending  the  meeting  were  representatives  of 
business,  the  insurance  industry,  farm  bureau,  medi- 
cine, dentistry  and  other  allies.  The  discussion  cen- 
tered around  plans  to  oppose  the  inclusion  of  all 
phases  of  medical  care  of  our  older  citizens  through 
Social  Security.  As  physicians  we  were  urged  to 
present  programs  for  our  older  patients  through  the 
voluntary  prepaid  medical  care  method. 

One  outstanding  comment  at  this  meeting  was 
that  we  in  organized  medicine  had  carried  the  bat- 
tle against  socalized  medicine  since  the  days  of  the 
M urrav-Wagner-Dingle  Bill,  almost  single  handed 
and  had  done  a fairly  good  job,  and  now  it  was  time 
for  other  groups,  professions  and  individual  citizens 
to  pitch  in  and  give  us  a hand  if  we  are  to  continue 
our  fight  for  the  right  to  have  freedom  from  further 
governmental  interference. 

This  statement  was  made  by  an  insurance  exec- 
utive from  Wisconsin,  who  I believe  knew  what 
he  was  talking  about.  Those  at  the  meeting  appeared 
to  enthusiastically  support  this  contention. 

I have  attempted  to  present  to  you  by  this  report, 
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a rather  comprehensive  summary  of  the  activities  of 
your  association.  We  are  a busy  and  active  organi- 
zation. We  have  accomplished  a lot  but  much  more 
remains  to  be  achieved. 

I would  now  like  to  briefly  discuss  the  folder  that 
you  were  handed  as  you  registered.  In  addition  to 
the  Agenda  you  will  find  a number  of  resolutions 
adopted  by  our  component  societies  for  presentation 
and  consideration  by  this  House  of  Delegates,  and 
the  reports  from  some  of  our  committees. 

In  accordance  with  the  instructions  of  the  House 
of  Delegates  last  June,  we  have  changed  our  audit 
period  to  a Calendar  Year  basis.  The  audit  will  not 
be  as  comprehensive  as  the  audit  formerly  presented 
at  our  June  meeting  for  the  reason  it  covers  only  a 
period  of  seven  months.  Next  January  the  House  of 
Delegates  will  receive  a complete  audit  for  a calen- 
dar year  operation. 

As  you  know  we  have  attempted  to  have  as  many 
reports  and  resolutions  as  possible  presented  at 
Interim  Sessions.  The  more  work  we  can  accomplish 
at  this  meeting  the  more  free  time  we  might  have  at 
our  annual  meeting  at  Sun  Valley.  I know  there 
are  a few  members  of  the  House  who  would  prefer 
to  sleep  in  one  morning  rather  than  being  up  for  a 
7 a.m.  breakfast. 

The  other  reports  that  you  will  have  for  consider- 
ation are  included  in  your  folder  and  listed  on  the 
Agenda.  I invite  your  attention  to  Items  8,  9 and 
10  of  the  Agenda  and  feel  confident  you  will  find 
these  informational  as  well  as  educational.  I am  re- 
ferring this  portion  of  my  report  to  the  Reference 
Committee  on  Miscellaneous  Business,  Donald 
Adams,  Chairman. 

Political  activity  of  physicians,  their  wives 
and  our  allies 

We  have  Idahoans  For  Good  Government  and  I 
feel  we  should  expand  the  activities  of  this  organi- 
zation to  include  the  American  Medical  Political 
Action  Committee.  I think  we  can  be  effective  in 
politics.  As  a matter  of  fact  I wholeheartedly  en- 
courage this  House  of  Delegates  to  seriously  con- 
sider Resolutions  6 and  7 and  to  come  up  with 
a definite  answer  and  plan  for  full  participation  of  all 
physicians  in  the  state  regardless  of  their  personal 
political  affiliation.  I believe  we  have  reached  that 
junction  where  we  cannot  affiliate  ourselves  exclu- 
sively with  one  political  party'.  We  may  have  to 
cross  party  lines  to  accomplish  our  goals  and  objec- 
tives. 

I believe  that  if  we  exert  our  influence  in  politics 
it  will  have  its  affect  on  such  legislation  as  the  King- 
Anderson  Bill. 

I am  certain  that  all  realize  there  are  persons  who 
have  been  trying  to  socialize  medicine  for  many 
years.  I would  like  to  recall  for  you  a publication 
prepared  by  Mr.  Isadore  S.  Falk,  Director  of  the 
Bureau  of  Research  and  Statistics  in  the  Social  Se- 


curity Board  in  1946.  This  piece  of  literature  is 
called  “Medical  Care  I nsurance,  A Social  Insurance 
Program  for  Personal  Health  Services;  Report  from 
the  Bureau  of  Research  and  Statistics,  Social  Se- 
curity Board,  to  the  Committee  on  Education  and 
Labor.  U.S.  Senate,  79th  Congress,  Second  Session, 
Senate  Gommittee  Print  Number  July  8,  1946,  185 
pages. 

This  publication,  urging  the  socialization  of  the 
American  doctor  and  American  medicine,  is  com- 
parable to  Hitler’s  “Mein  Kampf.”  It  left  no  detail 
untouched  for  the  complete  socialization  of  medicine 
for  the  American  people. 

The  Murray- Wagner-Dingle  Bill,  during  the  Tru- 
man Administration  was  taken  from  this  publication. 

Mr.  Wilbur  Cohen,  Assistant  Secretary  of  Health, 
Education  and  Welfare  under  Mr.  Kennedy,  followed 
the  publication  when  he  assisted  in  the  drafting 
of  the  King-Anderson  Bill. 

All  of  us  are  aware  of  the  forces  that  are  pushing 
for  enactment  of  the  King-Anderson  Bill  to  place 
medical  care  of  the  aged  on  the  Social  Security  Tax. 
President  John  F.  Kennedy  aided  and  abetted  by  Mr. 
Walter  Reuther,  Mr.  Abraham  Ribicoff  and  Mr.  Co- 
hen are  trying  to  sell  the  American  people  the  “Big 
Lie”  that  the  King-Anderson  Bill  is  not  socialized 
medicine.  We  declare  that  it  is  and  must  take  a very 
positive  stand  in  opposition. 

Mr.  Ribicoff  recently  designated  Mr.  Cohen  to 
head  a special  “task  force”  to  spearhead  a drive  for 
immediate  Congressional  approval  of  President  Ken- 
nedy’s medical  care  for  the  aged  program. 
Every  phase  of  medical  care  will  be  studied  by  this 
“task  force”  and  we  all  know  what  their  recommen- 
dations will  be— enactment  of  the  King-Anderson  Bill, 
or  maybe  an  even  more  socialistic  measure. 

I believe  Mr.  Cohen  and  the  others  can  be  stopped, 
but  in  order  to  do  so,  organized  medicine  is  going 
to  have  to  close  its  ranks  tighter  than  ever  before. 
We  are  going  to  have  to  reach  into  our  pockets  and 
spend  some  money  for  political  purposes.  We  are 
going  to  have  to  have  the  courage  to  stand  up  and 
be  counted. 

We  are  going  to  have  to  use  our  personal  influ- 
ence with  people  to  awaken  them  to  the  fact  that  we 
can  no  longer  stand  apart  and  be  silent  when  the 
very  foundation  of  free  enterprise  system  in  Ameri- 
ca is  being  undermined  by  forces  who  want  to 
destroy  the  very  basic  things  we  cherish  almost  as 
much  as  life  itself— freedom  and  liberty. 

I am  convinced  that  if  we  tell  our  story  truthfully 
and  forcefully,  our  patients  and  friends  will  help  us 
to  restore  a semblance  of  conservatism  in  our  gov- 
ernment. 

There  is  no  one  in  this  room  who  has  not  heard  of 
the  organization  known  as  COPE.  It  is  the  political 
arm  of  the  American  Federation  of  Labor  and  Con- 
gress of  Industrial  Organizations.  Under  the  guid- 

Continued  on  page  201 
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Launching  Pad 

In  infections  of  unknown  etiology,  prescribe  Panalba.  F rom 
the  outset,  pending  laboratory  determinations,  your  treatment 
is  broadened  in  antibacterial  coverage  because  of  the 
simultaneous  administration  of  two  antibiotics  that  complemer 
each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverage 
and  novobiocin  (selected  for  its  unique  effectiveness 
against  staph).  That  is  why,  in  most  infections  of  unknown 
etiology,  Panalba  offers  excellent  chances  for  therapeutic 
success—  and  why  it  should  be  your  antibiotic  of  first  resort. 


The  Upjohn  Company 
Kalamazoo.  Michigan 


Panalba*  product  information 

Supplied : Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  bottles 
of  16  and  100. 

Usual  Adult  Dosage : 1 or  2 capsules  three  or 
four  times  a day. 

Side  Effects:  Panmycin  Phosphate  is  well 
tolerated  clinically  and  has  a very  low  order 
of  toxicity  comparable  to  that  of  the  other 
tetracyclines.  Side  reactions  are  infrequent 
and  consist  principally  of  mild  nausea  and 
abdominal  cramps. 

Leukopenia  has  occurred  occasionally  in 
patients  receiving  novobiocin.  Rarely,  other 
blood  dyscrasias  including  anemia,  pancyto- 
penia, agranulocytosis  and  thrombocytopenia 
have  been  reported.  In  a recent  report  it  was 
observed  that  three  times  as  many  newborn 
infants  receiving  novobiocin  developed  jaun- 
dice as  control  infants.  For  this  reason,  ad- 
ministration of  novobiocin  to  newborn  and 
young  infants  is  not  recommended,  unless 
indication  is  extremely  urgent  because  of  se- 
rious infections  not  susceptible  to  other  anti- 
bacterial agents. 

The  development  of  jaundice  has  also  been 
reported  in  older  individuals  receiving 
Albamycin.  Serious  liver  damage  has  devel- 
oped in  a few  patients,  which  was  more  likely 
related  to  the  underlying  disease  than  to 
therapy  with  novobiocin.  Although  reports 
such  as  the  above  are  rare,  discontinuance  of 
novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning : Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 

TRADEMARK,  REG.  U.  S.  PAT.  OFF. 
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ance  of  labor  leaders  COPE  has  done  a very  effective 
job  in  politics  by  electing  their  friends  and  support- 
ers to  all  elements  of  political  life— from  the  Presi- 
dent of  the  United  States  down  through  the  United 
States  Senate,  the  House  of  Representatives,  Gov- 
ernors, County  Commissioners  and  even  city  and 
community  governments. 

They  have  unlimited  resources  and  these  funds,  as 
I am  sure  you  know,  come  from  their  members  in 
each  of  your  communities  in  the  form  of  dues. 

I am  referring  this  portion  of  my  remarks  to  the 
Reference  Committee  on  Officers  and  Secretary, 
Wallace  Bond,  Chairman. 

Medical  education 

You  will  recall  that  last  May  a survey  of  the  Uni- 
versity of  Idaho  and  Idaho  State  College  was 
conducted  to  determine  the  possibility  of  one  day 
inaugurating  a two-year  medical  school  in  Idaho. 
The  survey  created  a good  deal  of  interest  in  a num- 
ber of  places. 

In  my  comments  earlier  I mentioned  that  the 
Western  Interstate  Commission  for  Higher  Educa- 
tion had  asked  if  we  would  be  interested  in  attend- 
ing a conference  of  medical  association  and  other 
officials  from  the  states  of  Montana,  Wyoming,  Ne- 
vada and  Idaho  to  explore  the  possibility  of  one  day 
having  a regional  four-year  medical  school. 

The  conference  for  this  discussion  was  held  in 
Denver,  Colorado,  January  12  and  13.  Idaho  was 
well  represented.  The  many  ramifications  for  such 
an  undertaking,  including  legislation,  funds  and 
many  other  matters  were  considered.  The  group 
did  adopt  a resolution  urging  that  WICHE  attempt 
to  obtain  adequate  funds  from  the  Commonwealth 
Foundation  to  conduct  a comprehensive  survey  in 
each  of  the  four  states  involved.  We  have  no  way 
of  knowing  whether  funds  for  the  survey  will  be 
forthcoming  soon  or  when  the  survey  can  be  started. 
I do  believe  we  should  be  ready  to  provide  our  full 
cooperation  and  support  to  any  activity  that  is  pro- 
posed. 

A report  from  the  Medical  Education  Committee 
is  included  in  your  folder.  I am  referring  this  por- 
tion of  my  remarks  to  the  Reference  Committee  on 
Insurance,  Medical  Affairs  and  Welfare,  O.  D.  Hoff- 
man, Chairman. 

The  1963  legislature 

As  in  previous  sessions  of  the  Idaho  State  Legis- 
lature we  will  probably  have  bills  for  presentation 
which  involve  us  in  a number  of  ways.  Our  Medical 
Planning  Committee  soon  will  be  called  upon  to 
consider  the  preparation  of  a 1963  Legislative  Pro- 
gram. 

I believe  we  should  continue  our  public  relations 
activity  in  providing  medical  services  to  members 
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of  the  Legislature.  I am  sure  all  realize  the  valu- 
able service  that  has  been  provided  by  C.  A.  Robins 
of  Lewiston,  one  of  our  former  Governors. 

Final  action  on  this  suggestion  need  not  be  made 
until  the  June  session  of  the  House  of  Delegates. 

One  of  our  pressing  needs  insofar  as  the  Legis- 
lature is  concerned,  is  to  be  represented  in  either 
the  Senate  or  the  House  of  Representatives,  or  both. 
We  are  looking  for  physicians  who  can  be  nominated 
in  the  Primary  Election,  and  elected  in  the  General 
Election  next  November.  If  any  of  you  know  any  of 
our  colleagues  who  can  afford  to  take  60  days  away 
from  their  practice,  please  have  them  get  in  touch 
with  us  as  soon  as  possible. 

I am  referring  this  portion  of  my  remarks  to  the 
Reference  Committee  on  Legislation,  and  Public 
Relations,  James  J.  Coughlin,  Chairman. 

A prepaid  medical  care  plan  in  south  Idaho 

I have  reported  to  you  that  we  have  carried  out 
the  instructions  of  the  House  of  Delegates  in  assist- 
ing in  the  formation  of  the  South  Idaho  Medical 
Service  Rureau.  You  will  hear  more  about  this  activi- 
ty later  in  the  program. 

I believe  every  physician  in  the  34  counties  of 
south  Idaho  should  give  serious  thought  to  approv- 
ing and  participating  in  this  plan. 

I have  attended  two  meetings  of  the  Board  of 
Directors  of  the  proposed  bureau,  and  it  appears 
to  me  that  the  biggest  stumbling  block  encountered 
involves  fees. 

The  association’s  Index  of  Allowances  Committee 
prepared  and  submitted  a proposed  fee  schedule 
which  as  of  now,  has  not  been  found  acceptable  to 
some  of  the  members  of  the  Board.  The  schedule 
was  based  along  the  lines  of  the  schedule  currently 
being  used  by  the  North  Idaho  Medical  Service 
Bureau. 

The  schedule  was  prepared  on  the  basis  of  in- 
structions from  the  House  of  Delegates  for  families 
with  an  income  of  $7,500.00  and  an  income  of 
$5,000.00  for  single  persons. 

I am  not  at  all  certain  that  I fully  understand  why 
the  schedule  that  was  presented  has  not  been  ac- 
ceptable, but  I must  emphasize  that  if  a prepaid 
medical  care  plan  is  to  work  the  physicians  involved 
must  accept  a realistic  fee  schedule  and  be  willing 
to  put  forth  a little  effort  to  see  that  it  provides  the 
service  as  outlined  by  the  House  of  Delegates. 

I do  not  feel  that  a fee  schedule  that  would  ma- 
terially increase  all  fees  in  all  categories  of  medical 
practice  should  be  adopted. 

I would  like  to  quote  a telegram  that  was  received 
in  the  state  office  on  January  15  from  F.  J.  L.  Blasin- 
game,  Executive  Vice-President  of  the  AMA.  It 
reads: 

“In  December,  1958,  a policy  adopted  by  the 
AMA  House  of  Delegates  recommended  that 


physicians  ‘expedite  the  development  of  an  ef- 
fective voluntary  health  insurance  or  prepayment 
program  for  the  group  over  65  with  modest  re- 
sources or  low  family  income’  and  ‘that  physi- 
cians agree  to  accept  a level  of  compensation 
for  medical  services  rendered  to  this  group, 
which  will  permit  the  development  of  such  in- 
surance and  prepayment  plans  at  a reduced 
premium  rate.’ 

“The  AMA  Board  of  Trustees  believes  that  a 
plan  proposed  by  Blue  Shield  for  national  cov- 
erage of  physicians’  service  for  those  over  65 
under  certain  income  limits  conforms  with  the 
spirit  of  this  policy.  The  Board  of  Trustees 
recommends  that  constituent  medical  associa- 
tions take  such  action  as  is  necessary  to  cooper- 
ate with  the  proposed  Blue  Shield  plan,  and  ap- 
plauds this  effort  by  the  Blue  Shield.” 

The  announcement  of  this  program  was  carried  in 
all  newspapers  and  other  means  of  communications 
on  January  18.  The  news  releases  said  the  AMA 
had  recommended  that  all  state  medical  associations 
cooperate  fully  with  their  local  Blue  Shield  affiliates 
to  put  the  plan  into  operation  as  soon  as  possible. 

This  proposal  completes  organized  medicine’s  bat- 
tle lines  to  fight  President  Kennedy’s  plan  to  place 
health  care  of  the  aged  under  Social  Security. 

The  North  Idaho  Medical  Service  Bureau  has  a 
plan  for  providing  medical  care  for  the  aged. 

The  time  is  here  for  the  physicians  in  south  Idaho 
to  put  an  end  to  the  bickering  over  fees  and  launch 
their  program.  If  certain  segments  of  the  practice 
of  medicine  and  surgery  feel  they  cannot  support 
such  a plan  because  they  will  not  receive  fees  for 
their  services  which  have  been  adopted  by  their  na- 
tional societies,  and  which  they  appear  to  want  for 
private  practice  charges,  perhaps  they  should  be  left 
out. 

I would  like  to  quote  a paragraph  that  appeared 
in  another  news  story  published  on  January  18. 

Mr.  Kennedy  was  talking  about  the  White  House 
Conferences  held  last  November  and  he  said,  “the 
American  people  were  far  from  satisfied  with  the 
status  quo”  and  expressed  a “strong  demand  for 
federal  action  in  numerous  areas.” 

On  the  matter  of  medical  care,  he  said,  “A  clear 
conflict  emerged  on  the  question  of  how  best  to  meet 
medical  and  other  needs  of  the  rapidly  increasing 
number  of  senior  citizens  in  America.  But  both  sides 
in  this  conflict  were  agreed  that  the  needs  existed 
and  would  have  to  be  met.” 

We  have  a job  to  do.  The  time  has  come  for  us  to 
take  immediate  definitive  action  without  further 
delay: 

I am  referring  this  portion  of  my  remarks  to  the 
Reference  Committee  on  Insurance,  Medical  Affairs 
and  Welfare,  O.  D.  Hoffman,  Chairman. 

Thank  you. 
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...WITH  METHEDRINE'  SHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  S.:  West.J.Surg.  59:238  (May)  1951. 


‘METHEDRINE” 

brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 


Literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


203 

Northwest  Medicine,  February  1962 


Q/ea  erne/ yeae /la/cen/d 
dAea/e/  reae/ 


Me  d/evy  Aeyrnn/ny  em fiaye  tf.9— 
AAeeemAe&j  SAeae/eAd  /A eyed/, 
M/  e/ea/d  /eede/y  ane/ MeayA/fiiA/y 


ea/ 


M 


nieyeji 


eddaed 


vet/dee/ /n  Me  /n  eed  //yesY/en  e^A 
Me Awedcvfj/i/t'eit  e/eay 
/he/ad  Ay. 


This  message  is  brought  to  you  on  behalf 
of  the  producers  of  prescription  drugs. 
Pharmaceutical  Manufacturers  Association 
1411  K.  Street,  N.W.,  Washington,  D.C. 
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NEW  DRUGS 


Monthly  report  compiled  by  the  editors  of  pharmlndex. 


new  products 

ANANASE  Tablets  (Rorer 

Adjunctive  therapy  in  inflammation  and  edema, 
contusions,  sprains  and  similar  injuries. 

ANTI-TUSSIVE  Tablets  (Canright 

Relief  of  refractory  coughing  and  nasal  con- 
gestion. 

8UTA-PENITE  Tablets  & Sustained  Caps  (Carnrick 

Angina  pectoris;  cardiac  insufficiency. 

DIUTENSEN  & DIUTENSEN-R  Tablets  (Irwin,  Neisler 

Essential  hypertension  and  hypertensive  car- 
diovascular states. 

DOMOL  BATH  Emollient  (Dome 

Chronic  eczema,  chronic  atopic  dermatitis, 
ichthyosis,  psoriasis  and  other  non-specific  dry 
and  scaly  skin  diseases. 

FESTAL  Tablets  (Lloyd  Brothers 

Discomfort  due  to  excess  intestinal  gas. 

FORTIZYME  Tablets  (Breon 

Adjunctive  therapy  for  management  of  pain, 
inflammation  and  edema  in  wounds,  sprains, 
bruises  and  similar  conditions. 

GELSAF  Super  W/B-6  Caps  (Robinson 

Dietary  supplement. 

GELSAF  Super  W/Vitamins  (Robinson 

Dietary  supplement— provides  polyunsaturated 
fatty  acids  and  vitamins. 

PILOCAR  Ophthalmic  Solution  (Smith,  Miller  & Patch 

Miotic  in  the  treatment  of  chronic,  simple  open 
angle  glaucoma  and  to  relieve  tension  in  closed 
angle  glaucoma. 


ROPHENAMIN  #2  Caps  (Robinson 

Symptomatic  relief  in  bronchial  asthma,  hay 
fever  and  other  allergies. 

TRANSPOISE  Tabs  (Whittier 

Emotional  tension  and  anxiety  whether  primary 
or  secondary  to  other  concurrent  disorders. 

new  dosage  forms 

CYCLOSPASMOL  200  mg.  Caps  (Ives-Cameron 

Arteriosclerotic  peripheral  vascular  disease. 

new  formulations 

ACTASE  FIBRINOLYSIN  (Ortho 

1,000,000  fibrinolytic  units  (human);  25  case- 
in units;  45,000  casein  activator  units  of  sterile 
lyophilized  ftbrinolysin  per  single  dose  vial. 

FENSOBEL  TABS  (U.  S.  Vit.  & Pharm. 

Relief  of  certain  functional  and  organic  G.l. 
disturbances. 

GEVERAL  Caps  (Lederle 
GEVRESTIN  Caps  (Lederle 
GEVRIN  Caps  (Lederle 

The  above  no  longer  contain  folic  acid. 

PALADAC  Liquid  (Parke  Davis 

Prevention  of  vitamin  deficiency  and  to  supple- 
ment mineral  intake. 

VI-MAGNA  Syrup  (Lederle 

Dietary  supplement  in  prevention  of  vitamin- 
mineral  deficiencies. 

product  reissued 

INFLUENZAE,  Anti-Hemophilus  Type  B Serum  (Squibb 

Serum  now  available  on  a 24-hour  basis  from 
Squibb  branch  units  in  San  Francisco,  Chicago 
and  New  York. 


For  more  complete  information  on  action,  use  and  dosage,  see  the  latest  issue 
of  pharmlndex  available  at  your  regular  prescription  pharmacy.  Products 
listed  are  those  generally  available  in  the  Pacific  Northwest.  Listings  in 
pharmlndex  include  drugs  available  throughout  the  United  States. 


205 

Northwest  Medicine,  February  1962 


PROFESSIONAL  classified 


Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 

DOCTORS  CENTER-BELLEVUE,  WASH. 

3 separate  offices  of  750,  750  and  850  sq.  ft.;  avail- 
able Jan.  1962.  For  further  information  write  P.  O. 
Box  681,  Bellevue,  Wash,  or  call  GL.  4-7778. 

SHARE  MEDICAL  OFFICE 

Fully  equipped  space  in  well  established  OB  and 
GYN  office  in  First  Hill  Medical  Center.  Services 
for  nurse  and  telephone  included.  Parking  space  also. 
Write  Box  5-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

NORTH  CITY  OFFICE  BUILDING— SEATTLE 

3300  sq.  ft.  on  ground  floor  adjoining  dental  office  in 
busy  shopping  district.  Parking  for  60  cars.  Will 
divide  to  specifications.  Write  or  call  Mr.  Driscoll, 
17529  15th  Ave.  N.E.,  Seattle  55,  phone  EM  2-9777 
or  VA  2-6791. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 

GERIATRICS  OR  GENERAL  PRACTICE 

For  Rent:  Three  room  medical  suite  within  three 
blocks  of  geriatric  housing  unit  now  under 
construction.  Building  contains  three  modern  office 
suites  and  physician’s  living  apartment  and  may  be 
expanded  to  five  or  more  medical  suites.  Has  ten 
car  parking  lot,  double  garage  and  is  wired  for  x-ray 
or  dental  equipment.  Located  in  the  central  hospital 
area  of  Portland  with  adjacent  laboratory  and  pharm- 
acy facilities.  Option  for  investment  in  this  property 
if  desired.  For  further  information,  write  Box  6-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle  1,  Wash. 

MED-DENT  CENTER-BREMERTON 

Approx.  1600  Square  Feet  of  space  available  in 
modern  busy  medical  building  three  blocks  from 
hospital;  six  blocks  from  choice  waterfront  residential 
district.  Will  lease  all  or  part.  Includes  ample  park- 
ing, janitorial  service  and  utilities.  For  information, 
call  Mr.  R.  S.  Forrester,  ES  3-3039,  (Bremerton)  or 
write  3133  Rocky  Point  Rd.,  Bremerton. 


OFFICE  SPACE-RICHLAND 

Medical  suite  available  April  1;  air  conditioned  build- 
ing. Ample  parking.  Will  decorate  to  specifications. 
Write  Mr.  Maury  Kirkpatrick,  1385  George  Wash- 
ington Way  or  phone  collect:  WH  4-6280. 

Practice  Opportunities 

GP  ASSOCIATE  WANTED-SOAP  LAKE,  WASH. 

Prefer  Catholic,  age  30-45  with  military  obligation 
completed.  Pop.  2500,  30  bed  hospital  within  city 
limits,  excellent  facilities.  Salary  to  start;  full  part- 
nership when  mutually  agreeable.  Write  or  contact 
J.  E.  McNamara,  M.D.,  Box  128,  Soap  Lake,  phone 
CH  6-2421. 

GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 

GENERAL  PRACTICE  OPPORTUNITY 

Active  practice  in  rural  lumbering  and  fishing  area 
near  Olympic  National  Park.  Service  area  5,000  pop- 
ulation, 21  bed  hospital.  One  other  physician  in  area 
who  cooperates  on  night  calls,  and  week  ends.  Beau- 
tiful area.  Unexcelled  trout,  steelhead,  and  salt  water 
fishing.  Elk  and  deer  hunting.  Camping,  hiking, 
bowling  and  2 hrs.  to  excellent  ski  area.  Equipped 
office  available.  Contact  Dale  E.  Minner,  M.D., 
Box  477,  Forks,  Wash. 

GP  ASSOCIATE  DESIRED 

Association  with  two  physicians,  20  bed  well  equip- 
ped hospital.  Population  3,000.  Share  week-end 
and  night  calls.  Generous  time  off  for  vacations  and 
post-graduate  study.  Basic  salary  plus  office,  nurse 
and  equipment  provided.  Excellent  hunting,  fish- 
ing, skiing,  golf  and  boating.  For  further  information 
contact  C.  Cobb,  M.D.,  Cle  Elum,  Wash. 

GP  OPPORTUNITY-KETTLE  FALLS,  WASH. 

Physician  wanted  N.  E.  Washington  town  of  900. 
Six  lumber  manufacturing  mills,  agriculture,  mining. 
Large  surrounding  area  without  a physician.  Fifty 
bed  hospital  within  10  mi.  Modern  office  available. 
Former  physician  specializing.  Write  or  call  Mr. 
Fred  Houck,  Pres.  Chamber  of  Commerce,  Kettle 
Falls,  Wash. 
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GP  WANTED— PIERCE  COUNTY 


General  Practice  in  fine  rural  community  available. 
Grossed  $40,000  plus  last  two  years.  Easy  access  to 
modern  hospital.  Association  available  if  desired. 
For  information  contact  D.  McKay,  M.D.,  11019 
Canyon  Road,  Tacoma,  Washington. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Equipment 

WESTINGHOUSE  FLUOROSCOPIC  UNIT 

Westinghouse  60  ma,  90  kv,  shock  proof  radiographic 
fluoroscopic  unit  with  tilting  table  complete  with 
apron  and  gloves.  $850.  Main  3-4333,  Seattle. 


150,000  PHYSICIANS 
THE  WORLD  OVER  DEPEND  ON 
THE  INTEGRITY  BEHIND  THIS  NAME 


fBIRTCHER 

CARDIOGRAPH  CARDI0SC0PE 
DEFIBRILLATOR  HEARTPACER 
ELECTROSURGICAL  UNITS 
HOSPITAL-CLINIC-OFFICE 

ULTRASONICS  DIATHERMY 
INFRARED  ULTRAVIOLET 
GALVANIC  UNITS 
ELECTROMUSCLE  STIMULATORS 
THE  VIBRABATH 

and  m 

K THE  FAMOUS  HYFRECAT0R 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — SPRING,  l%2 

SURGICAL  TECHNIC,  Two  Weeks,  April  2,  June  4 

SURGERY  OF  COLON  AND  RECTUM,  One  Week,  March  5, 
June  4 

ADVANCES  IN  SURGERY,  One  Week,  March  19 

PLASTIC  SURGERY  OF  HEAD  AND  NECK,  One  Week,  April  9 

BASIC  PRINCIPLES  IN  GENERAL  SURGERY,  Two  Weeks,  April 

23 

GENERAL  SURGERY,  One  Week,  May  7;  Two  Weeks,  April  2 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  April 
9 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week, 
March  26 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  March 
12 

PAIN  RELIEF  IN  CHILDBIRTH,  3 Days,  March  7 
PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  March 
26 

TREATMENT  OF  VARICOSE  VEINS,  One  Week,  March  26 
BASIC  INTERNAL  MEDICINE,  Two  Weeks,  March  26 
GENERAL  PRACTICE  REVIEW,  One  Week,  May  21 
BASIC  ELECTROCARDIOGRAPHY,  One  Week,  March  19 
GALLBLADDER  SURGERY,  3 Days,  March  12 
SURGERY  OF  HERNIA,  3 Days,  March  15 
UROLOGY,  Two  Weeks,  April  2 
SURGERY  OF  THE  HAND,  One  Week,  April  16 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


EXAMINATION  TABLE  ROLLS 
PROFESSIONAL  TOWELS 


Carried  by  leading  Surgical 
Supply  houses  throughout  the  U.  S.A. 

Don't  accept  substitutes 
Ask  your  dealer  for  TIDI 

TIDI  Means  Quality 

M'fd.  by  TIDI  PRODUCTS  CO. 
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Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Chica- 
go, June  24-28,  1962;  Atlantic  City, 
June  17-21,  1963;  San  Francisco. 
June  22-26,  1964 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963;  Miami  Beach,  Nov.  29-Dec. 
3,  1964. 

Biennial  Western  Conference  on  Anes- 
thesiology— Mar.  25-28,  1963,  Hono- 
lulu 

Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963, 
Sun  Valley 

North  Pacific  Pediatric  Society — Apr. 
18-20,  1962,  Seattle 
Pres..  Robin  Overstreet,  Eugene 
Sec.,  Loy  Swinehart,  Boise 
North  Pacific  Society  of  Internal  Medi- 
cine— Mar.  31,  1962,  Spokane;  Sept. 
7-8,  1962,  Vancouver,  B.C. 

Pres.,  R.  B.  Hanford,  Spokane 
Sec..  F.  E.  Cleveland,  Seattle 
North  Pacific  Society  of  Neurology  and 
Psychiatry — April  5-7, 1962.  Portland 
Pres.,  Robert  S.  Dow,  Portland 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research 
— Jan.  6,  1962,  Portland 
Pres.,  E.  T.  Livingstone,  Portland 
Sec.,  J.  R.  Hogness,  Seattle 
Oregon  State  Medical  Society — Sept.  26- 
28,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18.  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O’Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres..  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  W’ednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery.  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  M.  M.  Patton,  Jr.,  Eugene 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  W’ednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite.  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  T.  M.  Bischoff,  Portland 
Sec.,  W.  L.  Hartmann,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  O.  Branford 
Sec.,  D.  P.  Dobson,  Beaverton 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  W.  E.  Nielsen.  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 
Portland  Surgical  Society — Jan.  30,  1962, 
Portland:  last  Tuesday  (Sept.-May), 
UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY, 

Attn.:  Mr.  J.  A.  Jones,  1218  Second  Avenue, 

Seattle  1,  Washington 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach.  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Puyallup  Valley  Surgical  Society — 4th 
Tuesday  (Sept.-May) 

Pres..  K.  H.  Sturdevant,  Puyallup 
Sec.,  V.  M.  Murphy,  Sumner 
Seattle  Academy  of  Surgery — Jan.  20, 
1962,  Wash.  Athletic  Club.  Seattle; 
4th  Wednesday  (June,  Oct.) 

Pres.,  D.  D.  Corbett 
Sec.,  E.  B.  Parmalee 
Seattle  Gynecological  Society  — 3rd 
W'enesday  (except  June-Aug.,  Dec., 
Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society  — Jan.  26-27, 
1962,  Olympic  Hotel,  4th  Monday 
(Sept.-May) 

Pres.,  H.  B.  Kellogg 
Sec.,  J.  T.  Payne 

Spokane  Surgical  Society — April  7,  1962, 
Spokane 

Pres.,  G.  E.  Schnug 
Sec.,  F.  M.  Lyle 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 
Tacoma  Surgical  Club — May  5,  1962,  3rd 
Tuesday  (Sept.-May) 

Pres..  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  M.  J.  Scott,  Seattle 
Sec.,  J.  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice— May  17-19,  1962,  Bellingham 
Pres.,  Arthur  B.  Watts,  Bellingham 
Sec.,  J.  E.  Gahringer,  Jr..  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion— Apr.  14,  1962,  Seattle 
Pres.,  Hugh  H.  Nuckols.  Seattle 
Sec.,  Robert  C.  Beck.  Walla  Walla 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  D.  P.  Christie,  Seattle 
Sec.,  J.  T.  Houk,  Seattle 
Washington  State  Society  of  Allergy — 
May  25-26,  1962;  Sept.  17-18,  1962, 
Wash.  Athletic  Club,  Seattle 
Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel.  Jr..  Seattle 
Washington  State  Society  of  Anesthe- 
siologists — Saturday  following  4th 
Friday  (Jan.,  Mar.,  May,  Sept.) 
Pres..  R.  S.  Fisher,  Yakima 
Sec.,  L.  G.  Morley,  Tacoma 
Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson.  Tacoma 
Sec.,  D.  C.  Tanner.  Bellevue 


Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Oct.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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Depend  on  it 


The  inherent  accuracy  of  a Sanborn  electrocardiograph  recording  is  something  you  take  for 
granted— and  rightly  so.  Sanborn  ECG’s  benefit  from  our  continuing  work  in  electrocardiog- 
raphy and  over  a wide  range  of  medical  electronics. 


Convenience  is  also  important.  That’s  why  there  are  three  Sanborn  electrocardiographs,  each 
simple  to  operate  and  each  designed  to  meet  specific  needs.  For  office,  clinic  and  hospital 
use  there  are  the  2-speed,  3-sensitivity  Model  100  Viso  and  its  mobile  counterpart  the  Model 
100M.  And  for  on-call  work,  the  briefcase-size  18-pound  Visette  is  ideal. 


Another  advantage  of  owning  a Sanborn  instrument:  you  deal  with  people  who  know  your  ECG 
and  value  your  satisfaction.  Our  service  starts  with  a no-obligation,  15-day  trial  of  the  Sanborn 
ECG  of  your  choice,  and  continues  as 
long  as  you  keep  the  instrument.  Con- 
tact the  nearest  Sanborn  Branch 
Office  or  Service  Agency,  or  write  Man- 
ager, Clinical  Instrument  Sales,  at  the 
main  office. 


...for 

characteristic 


Sanborn  quality 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seattle  Branch  Office  111  Second  Ave.  North.  Mutual  2-1  144 
Portland  Sales  C7  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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College  of  Fhy.of  Phi u 

19  South  22nd  Street, 
Philadelphia  3, Pa. 


you  can  prevent  or  modify  with 


This  highly  purified  globulin  fraction  derived  from  hvperimmunized  donors  can 
impart  passive  immunity  and  reduce  the  rate  of  complications  in  -whooping  cough. 
Hypertussis  is  as  reaction-free  as  gamma  globulin,  and  is  superconcentrated  to 
permit  smaller  dosage  volume:  each  134  cc.  vial  contains  the  gamma  globulin 
equivalent  of  approximately  25  cc.  of  human  hyperimmune  serum. 

if  it’s  measles,  polio  immune  globulin 

( gamma  globulin  from  human  venous  blood) 

can  establish  passive  immunity  lasting  3 to  4 weeks;  in  modification  dosage,  can 
reduce  severity  without  hindering  development  of  full  active  immunity.  Also  used 
against  infectious  hepatitis,  paralytic  poliomyelitis,  and  hypogammaglobulinemia. 
Supplied  in  2 cc.  and  10  cc.  vials. 


CUTTER  LABORATORIES 


• BERKELEY,  CALIFORNIA 

Leaders  in  Human  Blood  Fractions  Research 


library  of  the 
COLLEGE  Of  PHYSICIANS 

OF  PHILADELPHIA 
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University  of  Washington  conjoint  conference  on  fertility 
A physician  looks  at  prepayment--  special  article  m Statistically 
speaking  m Free  Medicine-regardless  — editorial 
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Benylin 

Expectorant 

provides  the  right  combination 
tor  effective  cough  control 

Your  patient  probably  has  a more  “down-to-earth”  occupation 
than  the  trapeze  artist,  but  persistent  coughing  can  cause  a 
comparable  drop  in  performance.  Not  so  when  you  prescribe 
benylin  expectorant.  This  outstanding  antitussive  preparation 
effectively  suppresses  coughs  due  to  colds  or  allergy  through 
its  combination  of  judiciously  selected  ingredients. 
Benadryl,®  a potent  antihistaminic-antispasmodic,  calms  the 
cough  reflex,  relieves  bronchial  spasm,  and  reduces  nasal 


stuffiness,  sneezing,  lacrimation,  other 
symptoms  associated  with  colds,  and 
coughs  of  allergic  origin.  Efficient  expec- 
torants break  down  tenacious  mucous 
secretions,  thereby  relieving  respiratory 
congestion.  And  the  pleasant-tasting, 
raspberry-flavored  syrup  provides  a 
soothing  demulcent  action  that  eases 
irritated  throat  membranes. 

benylin  expectorant  contains  in  each  fluidounce: 
Benadryl®  hydrochloride  (diphenhydramine 


hydrochloride,  Parke-Davis) 80  mg. 

Ammonium  chloride  12  gr. 

Sodium  citrate 5 gr. 

Chloroform  2gr. 

Menthol  0.1  gr. 

Alcohol  5% 


Supplied:  benylin  expectorant  is  available  in 
16-ounce  and  1-gallon  bottles. 

This  advertisement  is  not  intended  to  provide 
complete  information  for  use.  Please  refer  to  the 
package  enclosure,  medical  brochure,  or  write 
for  detailed  information  on  indications,  dosage, 
and  precautions. 
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4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians’  Desk  Reference  or 
write  CIBA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/30o2m8 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 

one  Rx:  SER-AP-ES* 


CIBA  Summit,  New  Jersey 
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cramps  ’ don’t  cramp  her  style... 


when  you  prescribe 

Ira  moprin 

Aspirin (s  grains)  300  mg. 

TranCOpal®  (brand  of  rhlormczanono) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  pain  which,  in  turn. 


produces  more  pain,  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 
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...WITH  METHEDRINE'  SHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  S.:  West.J.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 


brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 


Literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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a breathing  spell  from  asthma 

Quadrinal’ 

a rapid  way  to  clear  the  airway 


• stops  wheezing 
« ire  :?ses  cough  effectiveness 

* relieves  spasm 

In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCI  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyilicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

Also  available - 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

•Quadrinal,  Pftylllcln-£ 


ORResponoence 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


The  coronary  puzzle 

Seattle,  Washington 

EDITOR,  NORTHWEST  MEDICINE: 

I wish  to  make  a few  comments  on  the  paper 
by  A.  M.  Nelson,  “Phospholipids  and  Coronary 
Mortality,”  in  the  January  1962  issue.  Dr.  Nelson  in- 
dicates that  a high  level  of  phospholipids  is  protec- 
tive against  coronary  atherosclerosis  and  that  ather- 
osclerotic patients  have  low  serum  levels  of  phos- 
pholipid. The  data  available  indicate  that  such  is 
not  the  case.  Hyperlipemic  states  associated  with  in- 
creased incidence  of  coronary  disease  have  increased 
phospholipids  along  with  increases  in  the  other  lipid 
substances.  Hypothyroidism,  biliary  cirrhosis,  primary 
(familial)  hypercholesterolemia  and  uncontrolled 
diabetes  mellitus,  all  have  elevated  levels  of  phos- 
pholipid, often  extremely  high.  (Furman,  et  al.,  Am. 
J.  Clin.  Nutrition  9:73-102,  1961).  In  a group  of 
452  “arteriosclerotic  patients”  Schrade  et  al.  (Lancet 
2:1409-1416,  1960)  found  the  total  serum  phos- 
pholipids increased  over  the  healthy  subjects  by  a 
mean  value  of  17.4  per  cent. 

The  estrogen  induced  regression  in  chicks  of 
atherosclerotic  lesions  may  be  due  to  elevation  of 
phospholipids  as  Dr.  Nelson  mentions,  but  in  humans, 
at  least,  oophorectomy  results  in  a significant  in- 
crease in  serum  phospholipids  (Standt,  et  al.,  Surg., 
Gynecology  & Obstetrics  112:450-454,  1961). 

Recently,  Notham  & Proger  (JAMA  179:40-43, 
1962)  reported  not  only  an  increase  in  total  serum 
phospholipid  in  patients  with  coronary  heart  disease 
but  a marked  increase  in  the  cephalin  as  a percent- 
age of  the  total  phospholipid. 

According  to  my  observations,  patients  with 
coronary  artery  disease  vary  tremendously  in  serum 
lipid  content.  Serum  cholesterol  is  about  the  least 


significant  (by  our  present  measurements)  as  a guide 
to  therapy  and  as  a screening  test  and  serum  trig- 
lyceride is  probably  the  best.  Serum  phospholipid 
seems  to  vary  directly  with  the  other  components  in 
hyperlipemic  states  and  roughly  parallels  changes  in 
total  serum  cholesterol. 

Serum  phospholipid  elevation  is  certainly  by  no 
means  protective  in  humans  and  may  actually  be  a 
part  of  the  altered  serum  lipid  pattern  in  atheroscler- 
osis. In  this  very  complex  field,  data  concerning  the 
relationship  of  lipid  metabolism  to  atherosclerosis 
is  slowly  accumulating.  Like  the  individual  pieces 
in  a picture  puzzle,  the  information  gives  us  perhaps 
some  idea  of  the  entire  picture  but  this  idea  may  be 
in  error  as  further  pieces  are  added.  So,  also,  new 
information  may  fit  together  and  require  the  discard 
of  previous  “pieces”  in  our  puzzle  which  we  had 
considered  part  of  the  “picture.” 

Sincerely  yours, 

ARTHUR  M.  ANDERSON,  M.D. 


Surgical  relief  of  migraine 

Seattle,  Washington 
EDITOR,  NORTHWEST  MEDICINE: 

In  forty  years  of  rhinology,  I have  had  five 
sudden,  total,  and  permanent  cures  of  migraine  of 
long  standing.  Not  seeing  this  in  the  literature,  I feel 
it  well  worth  telling.  The  first,  forty  years  ago,  I 
thought  might  be  due  to  sphenoid  sinus  infection 
and  the  easiest  way  to  get  into  both  sides  was  via 
a submucous  resection  as  the  left  naris  was  blocked 
by  a long  ridge  spur.  These,  I feel,  are  due  to  birth 
injuries  as  the  percentages  of  the  right  and  left  spurs 
are  the  same  as  those  of  right  and  left  occiput  pos- 
terior presentations.  The  spur  pressure  is  on  a branch 
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of  the  sphenopalatine  ganglion  from  age  8 to  over 
50  when  shrinking  of  the  membranes  and  erectile 
tissues  relieves  some  cases  of  migraine.  The  impulse 
may  build  up  to  the  point  of  explosion  akin  to  that 
in  pressure  epilepsy.  Most  vicims  note  that  the  mi- 
graine is  worse  on  the  side  where  the  nose  bothers 
most. 

One  of  these  cases  was  in  a man  most  physicians 
in  this  area  have  met  and  heard  talk.  As  a boy  he 
was  in  one  of  our  famous  clinics  where  histamine  was 
used  intravenously.  He  was  finally  advised  to  go 
home  and  have  hypos  of  histamine  daily  but  had 
little  relief.  It  has  been  more  than  three  years  since 
the  pressure  was  relieved  surgically  and  there  has 
been  no  suggestion  of  migraine.  This  is  typical  of  the 
other  three  cases  since  the  first  one,  forty  years 
ago.  All  of  these  people  are  of  the  intelligent,  alert 
type.  I have  seen  four  others  who  have  refused 
surgery  because  of  their  own  physicians’  advice— 
“Don’t  let  anyone  operate  on  your  nose!” 

Sincerely, 

J.  EDWARD  CLARK,  M.D. 


Suggestions  requested 

Olympia,  Washington 

Mr.  Ralph  W.  Neill,  Executive  Secretary 
Washington  State  Medical  Association 

The  Division  of  Medical  Care  of  the  Department 
of  Public  Assistance  is  contemplating  some  changes 
in  the  Drug  Formulary.  Ideas  on  improving  the 
formulary  will  be  welcome  and  are  requested.  Please 
address  all  suggestions  to: 

R.  P.  Hall,  M.D. 

P.  O.  Box  1162 
Olympia,  Washington 

Sincerely, 
Rohert  P.  Hall,  M.D. 
Assistant  Director 
Division  of  Medical  Care 


WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY. 

Attn.:  Mr.  J.  A.  Jones,  1218  Third  Avenue, 

Seattle  1,  Washington 


Polio  vaccines 

Chicago,  Illinois 

EDITOR,  NORTHWEST  MEDICINE.’ 

At  its  meeting  in  Denver,  November  27-29, 
1961,  the  House  of  Delegates  considered  Resolution 
2 on  Polio  Vaccines,  and  voted  to  approve  the  prin- 
ciples of  the  resolution  but  to  adopt  a modified 
version. 

The  resolution  as  adopted  by  the  House  of 
Delegates  is  attached. 

The  Reference  Committee  on  Public  Health 
and  Occupational  Health,  which  considered  this 
matter,  called  attention  to  the  recommendations  on 
page  104  of  the  Proceedings  of  the  June  1961  meet- 
ing of  the  House  of  Delegates.  For  your  convenience 
the  recommendations  made  at  this  meeting  are  at- 
tached. 

Sincerely  yours, 

F.  J.  L.  BLASINGAME,  M.D. 


RESOLUTION  2.  POLIO  VACCINES 

WHEREAS,  The  trivalent  formalin-killed  polio 
vaccine  (Salk  Vaccine)  has  proven  effective  in 
preventing  paralytic  polio;  and 

WHEREAS,  The  oral  polio  vaccine  (Sabin  type) 
currently  is  available  for  only  Type  I and  Type 
II,  with  Type  III  expected  to  be  licensed  in  the 
future;  and 

WHEREAS,  Types  I and  II  oral  vaccine  can  im- 
munize only  against  Types  I and  II  polio,  respec- 
tively, and  are  recommended  only  for  use  in  epi- 
demic type  specific  situations;  they  are  not  avail- 
able for  widespread  use  in  the  absence  of  an  actual 
or  threatened  epidemic;  and 

WHEREAS,  Until  all  three  types  are  available  in 
oral  form,  continued  use  of  the  Salk  vaccine  is 
urged;  and 

WHEREAS,  When  all  three  types  of  the  oral  vac- 
cine are  available,  the  question  of  how  and  when 
to  use  them  must  be  answered;  and 

WHEREAS,  There  is  little  evidence  to  indicate 
that  community-wide  use  of  oral  vaccine  will  reach 
a significant  portion  of  those  persons  who  have 
refused  or  failed  to  take  the  Salk  vaccine;  there 
is  considerable  question  as  to  whether  the  use  of 
the  oral  vaccine  in  a community  with  a fairly  high 
level  of  immunization  could  be  expected  to  further 
reduce  the  actual  number  of  paralytic  cases  or 
deaths  solely  because  of  a switch  in  the  type  of 
vaccine  offered;  there  are  many  factors  involved 
in  the  use  and  ability  of  the  oral  vaccine  in  a 
community  with  a low  immunization  level  to  pro- 
duce a higher  immunization  level;  therefore  be  it 
Resolved,  That  medical  societies  at  the  local, 
county,  district  or  state  levels  throughout  the 
United  States  should  encourage,  stimulate  and 
participate  in  surveys  to  determine  the  percentage 
of  individuals  in  each  community  who  have  under- 
gone immunizing  procedures;  and  be  it  further 
Resolved,  That  on  the  basis  of  the  results  of  the 
surveys,  the  local  medical  society  should  determine 
the  type  of  vaccine  and  the  most  effective  type 
of  program  which  will  be  of  greatest  benefit  to 
the  public;  and  be  it  further 

Resolved,  Until  such  time  as  all  three  types  of 
oral  vaccine  are  available,  the  Salk  vaccine  should 
be  the  vaccine  of  choice  for  routine  poliomyelitis 
immunization,  with  the  choice  of  program  for 
administering  the  vaccine  to  be  determined  on  a 
local  basis  by  each  county  medical  society. 
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RECOMMENDATIONS  FOR  THE  PARTICIPA- 
TION OF  PHYSICIANS  IN  COMMUNITY  POLIO- 
VIRUS VACCINE  PROGRAMS  ADOPTED  BY 
AMERICAN  MEDICAL  ASSOCIATION  HOUSE 
OF  DELEGATES,  NEW  YORK  CITY 
JUNE  25-30,  1961 

1.  Physicians  should  encourage,  support,  and  ex- 
tend the  use  of  Salk  vaccine  on  the  widest  pos- 
sible scale  at  least  until  the  oral  poliovirus 
vaccines  currently  under  development  and  clin- 
ical trial  become  available. 

a.  All  individuals  below  the  age  of  50  should 
be  protected  with  Salk  vaccine. 

b.  Optimal  protection  is  provided  by  a com- 
plete series  of  3 basic  injections  plus  at  least 
one  booster. 

c.  Special  emphasis  should  be  placed  upon  pre- 
school children,  young  adults,  and  all  not 
fully  immunized  previously. 


2.  When  polio  vaccines  become  available,  all  phy- 
sicians should  take  the  leadership  in  initiating, 
supporting,  and  participating  in  intensive  com- 
munity-wide, mass  vaccination  programs. 

a.  Community-wide  mass  vaccination  programs 
present  a unique  opportunity  to  eliminate 
paralytic  poliomyelitis  from  the  community. 

b.  Such  programs,  to  be  successful,  will  require 
the  active  cooperation  of  various  community 
organizations  and  agencies  in  addition  to  or- 
ganized medicine;  public  health  agencies, 
hospitals,  pharmacists,  nurses,  mass  com- 
munication organizations,  service  clubs,  etc. 

c.  The  detailed  planning  for  any  community 
program  must  be  adapted  to  local  interests, 
services,  and  resources. 

d.  The  selection  of  well  located  vaccination  sta- 

Continued  on  page  239 


now  the  world  famous 

vi-syneral 

(brand  of  vitamins  and  minerals) 

in  a single  capsule 

vi-syneral 

ONE-CAPS 


TO  HELP  KEEP  RECOMMENDATION 
OF  DIETARY  SUPPLEMENTS  WHERE 
IT  DELONGS,  WITH  THE  PHYSICIAN 

VI-SYNERAL  ONE-CAPS  offers  a high  quality  product  at  an  especially  low  price. 

• one  capsule-a-day  dosage  » costs  your  patient  less  than  3c  per  day 

• small,  easy  to  take  • ethically  promoted,  sold  through  the  pharmacy 


Each  VI-SYNERAL  ONE-CAPS  capsule  provides: 


VITAMIN  A . . 6,000  U.S.P.  Units 

VITAMIN  D . . 600  U.S.P.  Units 

ASCORBIC  ACID  (C)  . . 75  mg. 

THIAMINE 

MONONITRATE  (Bi)  . . 3 mg. 
RIBOFLAVIN  (Ba)  ...  3 mg. 

PYRIDOXINE  HCI  (Be)  . . 1 mg. 

NIACINAMIDE  . . . . 20  mg. 

VITAMIN  Bia  ....  3 meg. 

d,  CALCIUM  PANTOTHENATE  5 mg. 
VITAMIN  E (d,  alpha 
tocopheryl  acetate)  . 1 Int.  Unit 

Bottles  of  28  and  100  capsules. 

u.  s.  vitamin  & pharm* 

Arlington-Funk  Laboratories. 


DICALCIUM  PHOSPHATE  . 170  mg. 
(Calcium  ...  50  mg.) 

(Phosphorus  . . 39  mg.) 

FERROUS  SULFATE 


EXSICCATED  . . . 

. 50 

mg. 

(Iron  15  mg.) 

COPPER  ..... 

1 

mg. 

IODINE 

. 0.1 

mg. 

MANGANESE  . . . 

1 

mg. 

MAGNESIUM  . . . 

1 

mg. 

ZINC 

1 

mg. 

iceutical  corporation 

division  • New  York  17,  N.  Y. 
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When  severe  pain 
intensifies 


skeletal  muscle  spasm 

pocp  hAfn 


with 


Conditions  which  trigger  skeletal  muscle  spasm 
often  are  painful  in  themselves.  A relaxant  drug 
may  relieve  the  spasm,  but  the  primary  pain  persists. 
In  such  cases,  a dual-acting  relaxant-analgesic  is 
necessary  to  overcome  the  two-headed  dragon  of 
pain-and-spasm. 

Robaxisal  and  Robaxisal-PH  offer  such  a com- 
bination.  These  formulations  combine  the  depend- 
able skeletal  muscle  relaxant  action  of  Robaxin 
and  the  pain-tested  analgesic  action  of  aspirin  or 
Phenaphen. 


For  painful  skeletal  muscle  spasm 


Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

U.S.  Pat.  No.  2770649 

Acetylsalicylic  acid  (5  gr.) 325  mg. 

Supply:  Bottles  of  100  and  500  pink-and-vvhite  laminated  tablets. 

When  anxiety  is  associated  with 
painful  skeletal  muscle  spasm  .. . 


(Robaxin  with  Phenaphen) 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

Phenacetin  97  mg. 

Acetylsalicylic  acid  81  mg. 

Hyoscyamine  sulfate  0.016  mg. 

Phenobarbital  (%  g r.) 8.1  mg. 

Supply:  Bottles  of  100  and  500  green-and-vvhite  laminated  tablets. 

A. H. ROBINS  CO., INC., Richmond  20, Virginia 

Making  today’s  medicines  with  integrity . . . seeking  tomorrow’s  with  persistence 


AN  AMES  CLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


in  the  regulation  of  diabetes... 

GET  THE  FACTS  YOUR  PATIENT  FORGETS 

With  graphic  ANALYSIS  RECORD —"Records  of  urine  tests  done  at  home  are  essential  in  the  regula- 
tion of  diabetes.”  Ricketts.  H.  T.,  and  Wildberger,  H.  L.:  Diagnosis  and  Management  of  Diabetes  Mellitus  in 
General  Office  Practice,  M.  Clin.  North  America  45:1505,  1961. 


color-calibrated 

CLINITEST® 

BR4NI)  Reagent  Tablets 

quantitative  urine-sugar  test  — for  patients  whose 
diabetes  is  difficult  to  control,  and  in  therapeutic 
trial  of  oral  hypoglycemic  agents. 


AMES 

Available:  Clinitest  Urine-Sugar  company,  inc 
Analysis  Set  (36  Reagent  Tablets)—  wll'taSfc 
compact,  ready-to-test  any  time, 
any  place.  Set,  refills  of  36  bottled 
and  24  Sealed-in-Foil  tablets  con- 
tain Analysis  Record  forms.  199*2 
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“I  feel  like  my  old  self  again!"  Thanks  to  your  balanced  Deprol  therapy,  her  depression  has 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down. 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


trightens  up  the  mood,  brings  down  tension 


it ’prol’s  balanced  action  avoids  “ seesaw ” effects  of 
i ergizers  and  amphetamines.  While  energizers  and 
;iphetamines  may  stimulate  the  patient  — they 
den  aggravate  anxiety  and  tension. 

-id  although  amphetamine-barbiturate  combina- 
hns  may  counteract  excessive  stimulation  — they 
ten  deepen  depression  and  emotional  fatigue. 

lese  “seesaw”  effects  are  avoided  with  Deprol.  It 
I ts  depression  as  it  calms  anxiety  — a balanced 
;tion  that  brightens  up  the  mood,  brings  down 
Insion,  and  relieves  insomnia,  anorexia  and 
notional  fatigue. 

- ts  rapidly  — you  see  improvement  in  a few  days. 
'ilike  the  delayed  action  of  most  other  antidepres- 

kA  WALLACE  LABORATORIEs/Cranlmn/,  N.  J. 


sant  drugs,  which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the  patient  quickly  — 
often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia,  hypo- 
tension, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  drugs. 

‘Deprol4 

Dosage  : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary,  this 
may  be  increased  gradually  up  to  3 tablets  q.i.d.  With  establishment 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  levels. 
Composition;  1 mg.  2 -diethylaminoethyl  benzilate  hydrochloride 
(benactyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  Bottles  of 
50  light-pink,  scored  tablets.  Write  for  literature  and  samples. 


CD-S858 


If  you’ve  been  thinking 
of  adding  your 
own  x-ray  service. . . 


get  the 


PRACTICAL  FACTS 

from  your  G-E  man... 

His  kind  of  help  really  pays  off:  your  G-E 
representative  takes  the  exact  measure  of  all 
your  needs  and  comes-up  with  balanced  x-ray 
recommendations  and  realistic  figures.  He 
weighs  the  nature  of  your  individual  situa- 
tion, patient  schedules,  space  problems  and  a 
host  of  related  factors,  before  developing 
proposals. 

Ask  him  questions  uppermost  in  your  mind, 
whether  they  concern  a new  G-E  Patrician 
x-ray  unit,  or  the  appropriate  film-processing 
and  reading  facilities.  He  has  answers  right 


at  his  fingertips.  Years  of  specialized  experi- 
ence let  him  help  make  the  mo$t  of  just  a 
modest  investment.  Phone  or  write  today,  for 
his  obligation-free  survey  of  your  needs. 

• MAXISERVICE®  X-Ray  Rental  can  offer 
you  an  ideal  alternative  to  outright  purchase! 
Your  G-E  man  will  show  you  how  it  provides 
equipment  of  your  choice  without  downpay- 
ment, for  a modest  monthly  fee.  Included  are 
maintenance,  parts,  tubes*  insurance*  and 
paid-up  local  taxes.  Also  simplifies  your  in- 
come-tax problems.  It’s  the  easy  way  to  have 
“pay-as-you-go”  x-ray! 


Progress  fs  Our  Most  Important  Product 

GENERAL  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

PORTLAND 

522  N.W.  23rd  Ave.  • CApitol  7-6503 
SEATTLE 

217  8th  Ave.  N.  • MAin  3-5602 


RESIDENT  REPRESENTATIVE 

BOISE 

L.  SCHULTSMEIER,  P.  O.  Box  2893  • 3-8621 


SPOKANE 

N.  1112  Washington  St.  • FAirfax  7-6654 


EUGENE 

R.  F.  JACOBSON.  JR.,  1530  Polk  • DI.  3-0995 
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peptic  ulcer  management 
without  acid  rebound 


liquid 

^ o 

• oo 


NEOSORB 


economical  to  use 


less  constipation 


Each  Tablet  contains 


Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 


Magnesium  Trisilicate 

7 grs.  (0.45  gram) 


Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount! 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


cffoaeR, 


economical  to  use 

BELAP  No.  0 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 

BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


BELAP  No.  2 (Scored)  Fo 
'/  gr.*  Belladonna  Extract  . . . . 
Ya  gr.  Phenobarbital 


Zb  gr.* 

% Qf.  * Equivalent  5 minims  Tinct.  Belladonna; 


(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 


Relief  from  PAIN 
is  yours  to  give  with 
just  one  tablet 

Relief  from  pain  is  yours  to  give  with  just  one  Percodan  Tablet. 
Percodan  acts  in  5 to  15  minutes . . . relief  is  usually  maintained 
for  6 hours  or  longer . . . toleration  is  excellent . . . constipation 
rare . . . sleep  uninterrupted  by  pain.  Indicated  for  the  wide  middle 
region  of  pain,  Percodan  fills  the  gap  between  the  milder  oral  and 
the  more  potent  parenteral  analgesics. 

Average  Adult  Dose:  1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®-Demi: 
the  complete  Percodan  formula,  but  with  only  half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late,  0.38  mg.  homatropine  terephthalate,  224  mg.  acetylsalicylic  acid, 
160  mg.  acetophenetidin,  and  32  mg.  caffeine. 


Literature  on  request. 

ENDO  LABORATORIES  Richmond  Hill  18,  NewYork 


PROTAMIDE* 


provides  rapid  relief 


Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early1*4  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.5 

Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.3'4 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 


SUPPLIED:  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  0.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


(&//ierman  J^atera/M 


VS '£4 


Detroit  11,  Michigan 


Northwest  Medicine,  March  1962 

232 


what  is  it  about  ENARAX  that  makes 
the  G.i.  patient  feel  like  a new  man? 


It’s  the  full  protection  that 
comes  from  anticholinergic/tran- 
quilizer therapy.  If  pain,  spasm  or 
hyperacidity  are  the  problem,  oxyphency- 
climine,  the  inherently  long-acting  anticholin- 
ergic in  enarax,  gives  your  G.I.  patient  day  and  night 
relief— usually  with  b.i.d.  dosage.  If  underlying  tension 
complicates  the  picture  (so  often  the  case  in  G.I.  dis- 
ease), Atarax*  provides  tranquility  without  increasing 
gastric  secretion.  Together,  in  enarax,  they  treat  the 
whole  man  — can  make  him  feel  like  a new  one. 

In  peptic  ulcer,  functional  bowel  distress  and  other  G.I. 
disorders,  don't  give  less  than  full  protection. 


ENARAX 

(oxyphencyc limine  plus  atarax®) 


B.I.D. 


dosage:  The  usual  dosage  is  one  ENARAX  5 or  ENARAX  10  tab- 
let twice  daily  — preferably  in  the  morning  and  before  retiring. 
Maintenance  dose  should  be  adjusted  according  to  therapeutic 
response.  Use  with  caution  in  patients  with  prostatic  hyper- 
trophy and  only  with  ophthalmological  supervision  in  glaucoma, 
supplied:  ENARAX  5 (oxyphencyclimine  HCI  5 mg.,  Atarax  25 
mg.)  and  ENARAX  10  (oxyphencyclimine  HCI  10  mg.,  Atarax  25 
mg.),  bottles  of  60. 

*brand  of  hydroxyzine  HCI 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


for  hematopoietic  stimulation  where  occult  bleeding  is  present:  HEPTUNA  PLUS— Balanced  Hematinic  Formula 
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Hungry 
for  f lavor. 
Tareyton 's 
got  it! 


Flavor  you  never  thought  you'd  get 
from  any  filter  cigarette! 

If  you’re  hungry  for  flavor,  Tareyton’s  got  plenty— and  it’s  plenty 
good!  Quality  tobaccos  at  their  peak  go  into  Tareyton!  Then  the 
famous  Dual  Filter  brings  out  the  best  taste  of  these  choice  tobaccos. 
Try  a pack  of  Dual  Filter  Tarey tons— you’ll  see! 


yiuu 


DUAL  FILTER 


Dual  Filter  makes  the  difference 


Product  of 


'rmX4jr<tn 


■Ja^acec  is  our  middle  name  £>  * 


DUAL  FILTER 


Tareyton 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


Intragastric  pH  measurements 1 in  11  patients  with  peptic  ulcer 

4.9  4.9  4.9 


New  Creamalin 

Antacid  Tablets 

Buffers  fast1'4  for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 
Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet J 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50,  100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoonrrl  tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A. 

(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher,  M.  P., 

New  York  18,  N.Y.  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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YOU’LL  PROBABLY 
■$  BE  USING 
‘ EVEN  YEARS 

T i'.ft'  /*  ■ % \ 

FROM  NOW 


BUSY  PATHOGENS 


SUSCEPTIBLE  TO  TAO 

Tao’s  antimicrobial  spectrum  includes  many  Gram-positive 
and  some  Gram-negative  bacteria— busy  pathogens  which 
often  cause  commonly  seen  infections.  Thus,  Tao  provides 
a rapid  and  decisive  response  in  a wide  range  of  common 
respiratory,  dermatologic,  soft  tissue  and  genitourinary  in- 
fections. Also  effective  against  many  resistant  Staph.  And 
after  four  years  of  clinical  experience,  Tao  continues  to  be 
effective  against  many  resistant  staphylococci  and  has  been 
found  to  be  particularly  useful  in  pediatric  streptococcal 
infections. 

For  effectiveness  in  antibiotic  therapy  of  common  infec- 
tions, you  can  count  on  Tao:  “.  . . a markedly  effective  anti- 
biotic agent  for  general  clinical  use.”1 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension,  125  mg.  per  5 cc.;  Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleandomycin 
phosphate.  Usual  adult  dose:  250  to  500  mg.,  four  times  daily,  depend- 
ing on  severity  of  infection.  Usual  pediatric  dose:  3 to  5 mg. /lb.  body 
weight  every  6 hours. 

For  complete  prescription  information,  including  dosage,  indications 
and  precautions,  consult  product  brochure. 

References:  1.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  5:527  (Aug.)  1958. 

NEW,  TASTY  TAO  ORAL  SUSPENSION 

Ready  Mixed  • Raspberry  Flavored  • For  Pediatric  Use 

And  for  nutritional  support  VITERRA®  Vitamins  and  Minerals 
formulated  from  Pfizer's  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.  • Division,  Chas.  Pfizer  &.  Co.,  Inc.  • Science  for  the  World's  Well-Being' 
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HERE  WE’D  LIKE  TO  INTRODUCE 


ex 

injectable 


2 cc 

RELIEVES 

SKELETAL  MUSCLE 

SPASM 

IN  MINUTES 


JVorflex  INJECTABLE, 

intramuscularly  or  intravenously; 
in  minutes  the  dose  of  only  2 cc 

resolves  the  spasm  and  relieves  the 
pain. 


THEN  PRESCRIBE 


TABLETS; 


just  2 tablets  a day  sustain  the 
relief  and  restore  mobility. 


“NORFLEX”  INJECTABLE  - FOR  INTRAVENOUS  OR  INTRA- 
MUSCULAR USE  is  an  aqueous  isotonic  solution  of  the  potent 
skeletal  muscle  relaxant,  orphenadrine  citrate  (2-dimethylami- 
noethyl  2-methylbenzhydryl  ether  citrate).  It  is  the  ortho- 
methyl analogue  of  diphenhydramine. 


FORMULA 

Orphenadrine  citrate* 

Sodium  bisulfite 

Sodium  chloride 

Water  for  Injection,  U.S.P.  q.s. 

Sodium  hydroxide 


per  two  (2)  cc 
60.0  mg 
2.0  mg 
5.8  mg 
2.0  cc 
to  pH  6.0 


INDICATIONS 

For  rapid  relief  of  skeletal  muscle  spasm  and  associated  pain, 
regardless  of  location. 


ADMINISTRATION 

Average  adult  dose:  1 ampul  — 2 cc  (60  mg)  intravenously 

or  intramuscularly.  May  be  repeated  every  12  hours.  Relief 

may  be  maintained  by  1 “NORFLEX”  tablet  twice  daily. 

CONTRAINDICATIONS 

There  are  no  known  contraindications. 


SIDE  ACTIONS 

Infrequent  at  the  recommended  dosage.  Those  encountered 
are:  dizziness,  drowsiness,  dryness  of  the  mouth,  slight  blur- 
ring of  the  vision,  nausea,  skin  rash  and  restlessness.  These 
symptoms  disappear  rapidly  with  a reduction  in  the  dosage 
or  cessation  of  medication. 

WARNING 

Some  patients  may  experience  transient  episodes  of  light- 
headedness or  dizziness  following  injections  of  “NORFLEX" 
INJECTABLE.  Mild  anticholinergic  activity  of  "NORFLEX"  sug- 
gests it  should  be  used  with  caution  in  patients  with  glaucoma, 
tachycardia  and  urinary  retention. 

AVAILABILITY 

Boxes  of  6 ampuls  and  50  ampuls. 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 


RIKER  LABORATORIES,  INC. 

NORTH R I DG E,  CALIFORNIA 

* PATENT  NOS.  2.567,351;  2,991,225 


Continued  from  page  223 

tions  capable  of,  and  staffed  for,  handling 
large  numbers  of  persons  quickly  and  com- 
fortably will  be  essential  to  the  success  of 
mass  programs. 

e.  Provision  should  be  made  for  including  in 
the  mass  program  institutionalized  individ- 
uals, i.e.,  those  in  hospitals,  jails,  etc. 

f.  Recommended  immunization  calls  for  the  ad- 
ministration of  Type  1,  Type  3,  and  Type  2 
oral  poliovaccines  in  that  order  at  six  week 
intervals,  each  type  being  given  to  all  candi- 
dates within  a relatively  brief  (2  weeks) 
period,  followed  by  the  administration  of  a 
single  dose  of  the  three  vaccines  combined, 
in  accordance  with  the  manufacturer’s  direc- 
tions. 

g.  Except  in  the  face  of  an  impending  epidemic 
in  the  community,  the  mass  vaccination  pro- 
gram should  not  be  carried  out  during  the 
“polio  season.” 

h.  However,  if  an  epidemic  threatens,  prompt 
mass  administration  of  the  type  involved  is 
of  the  utmost  importance  to  the  public 
health.  Decision  in  such  circumstances  should 
be  made  by  the  public  health  authorities  and 
should  be  supported  actively  by  all  physi- 
cians. 

3.  In  addition  to  the  community-wide,  mass  vacci- 
nation program,  physicians  should  promptly 
establish  a maintenance  program  for  the  com- 
munity, including: 

a.  For  newborn,  administration  of  Type  1 vac- 
cine should  be  carried  out  within  the  first  3 
days  after  birth,  in  addition  to  the  program 
outlined  in  3 (b)  starting  at  6 weeks  of  age. 

b.  Administration  of  Type  1,  Type  3,  and  Type 
2 oral  poliovaccines  at  six  week  intervals  to 
all  persons  six  weeks  of  age  or  older  who 
have  not  previously  received  the  oral  vaccine. 
A single  dose  of  the  three  vaccines  combined 
should  be  administered  10  to  12  months  later. 

c.  Although  this  phase  of  the  program  may 
well  be  carried  out  largely  in  the  physician’s 
private  practices,  provision  must  be  made 
for  the  administration  of  the  oral  vaccine 
to  all  newborn  in  hospitals,  and  for  those 
who,  for  financial  or  other  reasons,  would 
not  receive  the  vaccine  except  through  a 
community  clinic  program. 

4.  In  all  programs,  provision  should  be  made  to 
furnish  a record  of  the  administration  of  live 
attenuated  poliovirus  vaccine  to  the  patient,  to 
the  private  physician,  and  to  the  health  depart- 
ment. Development  by  the  American  Medical 
Association  of  a standard  personal  record  card 
for  polio  and  other  immunizations  should  be 
considered. 

5.  In  the  light  of  present  knowledge,  physicians 
may  be  assured  that  the  relative  risks  involved 
to  individuals  and  to  the  entire  community  will 
be  minimal  when  a mass,  community-wide  pro- 
gram using  the  oral  poliovaccines  is  conducted 
as  recommended. 

a.  The  attack  rates  of  paralytic  poliomyelitis  in 
any  community  will  be  greatest,  all  other 
factors  being  equal,  when  neither  the  forma- 
lin-killed vaccine  nor  the  live,  attenuated 
vaccine  has  been  widely  used,  and  will  be 
lowest  (approaching  elimination)  when 
recommendations  2 and  3 above  have  been 
properly  and  thoroughly  carried  out. 

b.  The  only  known  contraindication  to  the  ad- 
ministration of  oral  poliovaccines,  when 
available,  is  an  acute  respiratory  or  febrile 
illness.  In  such  instances,  provision  should 
be  made  to  complete  the  individual’s  im- 
munization program  by  administering  the 
appropriate  vaccine  type  at  a later  date, 
whether  or  not  the  dosage  was  skipped  dur- 
ing the  mass  program. 
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Now— after  two  years  of  research 

mediphone: 

drug  information  by  telephone . . . 
. . .from  physicians  for  physicians 


For  practically  all  types  of  drug  information  — especially 
that  needed  in  therapeutic  emergencies  — the  physi- 
cian can  now  telephone  one  central  facility  located  in 
Washington,  D.  C.  This  new  nationwide  service,  called 
‘Mediphone’,  should  prove  invaluable  to  physicians 
everywhere.  In  addition,  it  is  organized  to  give  ‘Medi- 
phone’ members  the  first  warning  of  unexpected  drug 
reactions  encountered  by  their  colleagues 
elsewhere. 

‘Mediphone’  is  a new  service  established 
by  physicians,  staffed  by  physicians  to 
serve  physicians  by  telephone  any  time  of 
the  day  or  night,  any  day  of  the  year,  with 
information  about  drugs.  It  is  as  impartial 
and  concise,  as  authoritative,  reliable,  and 
complete  as  the  efforts  of  a group  of  outstanding  physi- 
cians, pharmacologists,  toxicologists,  and  drug  experts 
can  conscientiously  make  it. 

No  matter  where  you  are,  to  use  this  unique  storehouse 
of  information,  all  you  have  to  do  is  telephone  ‘Medi- 
phone’.  Call  for  information  the  moment  you  need  it. 
‘Mediphone’  never  sleeps.  You  may  need  this  service  only 
a few  times  each  year,  but 

. . . when  you  are  confronted  with  an  unexpected  drug 
reaction 

. . . when  you  want  the  latest  data  about  dosage  forms  or 


compatibility,  or  if  you  want  to  know  what  the  nation 
pattern  of  experience  is  with  a drug 
. . . when  you  want  up-to-date,  authoritative,  objecti 
information  before  prescribing  a drug 
. . . when  you  need  to  deal  with  a therapeutic  emergen 
Mediphone’  will  serve  you. 

‘Mediphone’  is  an  entirely  new  system  for  providi 
physicians  with  impartial  and  useful 
formation  on  drugs.  The  principle  of  ‘Me 
phone’  was  tested  for  almost  two  yea 
Physicians  who  participated  in  this  t-: 
found  that  it  provides  information  that  th r 
could  not  obtain  quickly  or  in  such  detl 
anywhere  else. 

As  an  added  service  to  its  membe, 
‘Mediphone’  will  provide  an  early-warning  system  i 
drug  reactions.  Each  call  to  ‘Mediphone’  is  analyzed  . 
data-processing  equipment  for  the  incidence  of  side  - 
fects,  drug  toxicity,  and  other  pertinent  data.  Periods  - 
ly,  the  data  will  be  processed  and  the  findings  reporter  o 
members.  Thus,  you  will  obtain  an  accurate  picture  1 
drug  problems  met  by  physicians  and  be  alerted  to  t- 
expected  drug  reactions. 

We  believe  that  every  physician  will  want  to  b a 
member  of  ‘Mediphone’.  Won’t  you  read  more  of  the  ;• 
tails  of  this  service  as  they  are  presented  here? 


BOARD  OF  ASSOCIATE  DIRECTORS 


Jay  M.  Arena,  M.D. 

Prolessor  of  Pediatrics 
Duke  University 
Durham,  North  Carolina 

Arthur  C.  DeGraff,  M.D. 
Professor  of  Therapeutics 
New  York  University 
New  York,  New  York 


Dale  G.  Friend,  M.D. 
Assistant  Professor 
of  Medicine 
Harvard  University 
Boston,  Massachusetts 

Chauncey  D.  Leake,  Ph.D. 

Professor  of  Pharmacology 
Ohio  State  University 
Columbus,  Ohio 


Russel  V.  Lee,  M.D. 
Consultant 

Palo  Alto  Medical  Clinic 
Palo  Alto,  California 

Malcolm  E.  Phelps,  M.D. 
Past  President 
American  Academy 
of  General  Practice 
El  Reno,  Oklahoma 


Albert  H. 

Schwichtenberg,  M.D. 
Director 

Dept,  of  Aerospace  Medicine 
Lovelace  Foundation 
Albuquerque,  New  Mexico 

James  L.  Goddard,  M.D. 

U.S.  Public  Health  Service 
Washington,  D.  C. 


William  H.  Sebrell,  Jr.,  0 
R.  R.  Williams  Professo 
of  Nutrition 
Columbia  University 
New  York,  New  York 

Frank  E.  Wilson,  M.D. 

Executive  Vice  Presider . 
Joint  Blood  Council,  In 
W ashington,  D.  C. 


SIX  IMPORTANT  FACTS  ABOUT  ‘MEDIPHONE’ 


How  ‘Mediphone’  serves  you. 

diphone’  serves  you  by  providing  you  with  immediate  access 
ts  vast  repository  of  pertinent  information  about  the  thou- 
ds  of  drugs  in  use  today  and  those  that  will  come  tomorrow, 
is,  ‘Mediphone’  will  assist  you  in  meeting  the  unexpected  in 
g therapy  . . . untoward  drug  effects,  sequels  of  overdosage, 
demands  of  unusual  application.  It  will  forewarn  of  drug 
gers. 

n 1960,  a new  drug  — a new  chemical  entity  — was  introduced 
ry  eight  days.  ‘Mediphone’  is  the  most  convenient  emergency 
rce  of  information  about  these  drugs, 
n 1960,  a total  of  266  new  drug  combinations  was  intro- 
ed.  What  better  way  is  there  of  answering  your  questions 
ut  these  drugs  than  this  physician-to-physician  information 
dee? 

How  you  use  ‘Mediphone’ . 

en  you  join  ‘Mediphone’,  you  receive  a registration  card 
h your  registry  number  on  it.  When  you  need  information, 
immediately  dial  the  ‘Mediphone’  center  in  Washington, 
].,  any  time  day  or  night.  When  your  call  is  answered,  imme- 
tely  state  your  registration  number.  Nothing  more  is  needed 
dentify  you  as  a member.  Your  inquiry  is  personal  and  con- 
mtial.  State  the  generic  or  brand  name  of  the  drug  about 
ich  you  want  information.  The  physician  on  duty  will  use 
modern  data  storage  and  retrieval  system  of  ‘Mediphone’, 

1 will  give  you  the  information  you  need.  This  is  accomplished 
moments.  In  the  unusual  event  that  the  information  you 
uest  is  not  in  the  system,  ‘Mediphone’  will  make  every  effort 
obtain  it  for  you  promptly. 

Mediphone’  headquarters  will  always  be  staffed  by  physi- 
ns,  no  matter  what  time  of  the  day  or  night  you  call.  For 
ir  case  records,  a written  report  of  each  call  will  be  sent  to 
i within  24  hours. 

‘ Mediphone ’ uses  all  reliable  sources  of  information. 
ediphone’  information  was  gathered  by  a research  team  of 
ysicians,  biochemists,  pharmacologists,  pharmacists  and  toxi- 


cologists under  our  supervision.  They  studied  official  compendia, 
textbooks,  manufacturers’  data,  and  nearly  two  hundred  authori- 
tative medical  journals  for  useful  information  about  each  drug. 
This  wealth  of  material  was  then  reduced  to  manageable  pro- 
portions, codified,  and  placed  in  special  Remington  Rand 
equipment  ready  for  your  call. 

‘Mediphone’  will  keep  this  information  abreast  of  medical 
progress  with  the  assistance  of  the  Department  of  Pharmacology 
of  George  Washington  University  Medical  School  and  of  a team 
of  medical  librarians  searching  two  hundred  leading  medical 
journals  each  month  for  you,  and  with  official  reports  from 
the  American  Medical  Association. 

4.  Why  we  say  ‘ Mediphone ’ is  a physician-to-physician 
service. 

‘Mediphone’  was  conceived  and  is  operated  by  physicians.  It  is 
supported  entirely  by  its  physician  members.  It  receives  no 
subsidy  from  the  Government  or  any  pharmaceutical  manu- 
facturer. It  does  not  accept  advertising.  It  is  a wholly  impartial 
and  objective  service.  It  is  your  service. ...  To  function,  it  needs 
your  membership. 

5.  Who  are  the  men  in  ‘ Mediphone ’? 

The  policies  and  practices  of  ‘Mediphone’  (including  this  very 
statement)  are  subject  to  constant  review  by  the  Board  of  Asso- 
ciate Directors  — men  of  authority  and  distinction  in  the  health 
sciences.  Their  names  are  listed  here.  If  you  wish  more  informa- 
tion about  this  service,  ask  any  one  of  them  or  write  to  us. 

6.  How  does  ‘Mediphone’  differ  from  a desk  reference 
book? 

First,  its  information  is  always  kept  current,  as  soon  as  the 
drug  comes  on  the  market.  Second,  it  is  a composite  of  informa- 
tion from  many  authoritative  sources.  Third,  it  is  more  com- 
plete than  any  reference  book.  It  carries  24  different  categories 
of  information  on  the  thousands  of  drugs  prescribed  in  the 
U.S.A.,  wherever  such  information  is  available.  Fourth,  it  does 
not  accept  advertising. 


) BECOME  A MEMBER  OF  ‘MEDIPHONE’ 

mply  write  your  name  and  address  on  the  coupon  below 
d mail  to  ‘Mediphone’  today.  The  rate  for  a one-year 
tistration  is  only  $20. 

There  is  a service  charge  of  $3.00  for  each  call,  telephone 
1 charges  not  included. 

Mediphone’  calls  will  be  accepted  from  members  only, 
diphone,  Inc.,  1500  Massachusetts  Ave.,  N.W.,  Washington  5,  D.C. 
:diphone’  is  a registered  trademark  of  Mediphone,  Inc. 


MEMBERSHIP  APPLICATION 


MEDIPHONE,  INC. 

1500  Massachusetts  Avenue,  N.W.,  Washington  5,  D.C. 
I accept  membership  in  ‘Mediphone’,  the  physician’s 
own  drug  information  service.  The  membership  fee  for 
12  months  is  $20. 

This  entitles  me  to  obtain  information  by  telephone 
in  moments  about  ft  drugs,  any  time,  day  or  night, 
that  I need  it.  Send  me  the  special  telephone  number 
and  complete  details  so  I can  get  the  most  out  of  this 
service.  I understand  there  is  a service  charge  of  three 
dollars  for  each  inquiry. 

□ I enclose  my  check  for  $20.  D Bill  me  later. 


N 


nk  M.  Woolsey,  Jr.,  M.  D. 

rofessor  of 

Postgraduate  Medicine 
Ibany  Medical  College 
Ibany,  New  York 

hur  G.  Zupko,  Ph.D. 

'ean 

rooklyn  College  of  Pharmacy 
rooklyn,  New  York 


CONSULTANT 

Richard  L.  Meiling,  M.D. 
Dean 

College  of  Medicine 
Ohio  State  University 
Columbus,  Ohio 


NAME _ , 

(PLEASE  MINT) 

ADDRESS __ — . 1 

CITY ZONE STATE < 

If  you  prefer  additional  information  before  subscribing, 
please  check  here.  Q jj  .' 

: j 
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METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOJD 

STRENGTHENS  THE  COLONIC  REFLEX 


(i  The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  uall 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 


g.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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Free  Medicine — Regardless 


reprinted  from  the  Los  Angeles  Times 


Medical  help  for  the  aged  (that  is,  for  people 
who  survive  to  65)  is  the  most  misunderstood 
proposal  Americans  have  faced  since  they  were 
urged  to  give  their  all  for  the  Four  Freedoms. 

The  propaganda  for  this  aid  suggests— it  even 
declares— that  all  people  of  65  or  over  have  been 
relegated  to  subsistence  and  that  their  multi- 
plying ailments  leave  the  doctors  and  other  mini- 
strants  indifferent.  There  is  actually  a strain  in 
this  propaganda  which  insinuates  that  medical 
science,  having  increased  longevity  by  about  30 
years  in  half  a century,  doesn’t  care  any  more 
and  actually  resists  the  idea  that  prolonging  life 
by  more  than  a quarter  of  a century  obliges  its 
interest  in  the  subjects  of  its  humane  experiments. 

The  liberals  have  promoted  a cult  of  hate-the- 
doctors  through  adroit  use  of  the  old-age  medical 
bills— and  the  present  result  is  that  many  people 
are  supported  in  their  wishful  belief  that  doctors 
should  be  compelled  to  minister  to  anybody  over 
65  for  the  amount  prescribed  by  some  govern- 
ment bureau.  The  doctors  themselves  are  so 
angered  by  these  proposals  that  they  become  al- 
most incoherent  and  thus  provide  arguments  for 
the  slick  advocates  of  free  medicine  for  those 
who  have  survived  to  the  arbitrary  age  of  quali- 
fication. 

Reprinted  through  courtesy  of  Los  Angeles  Times. 


Nobody  really  knows  how  many  people  who 
have  reached  65  truly  need  public  medical  as- 
sistance. The  statistics  are  phony.  They  are  much 
like  those  estimates  kicked  around  a few  years 
ago  about  school  needs:  any  local  educator,  who 
thought  his  district  could  do  with  more  plant 
than  he  had,  submitted  a figure  for  what  he 
would  like  to  have,  and  when  all  precincts  had 
reported  the  total  was  submitted  with  a straight 
face  as  the  “classroom  need’’  of  the  United  States. 
Despite  the  frauds  inherent  in  such  a survey,  the 
figure  is  still  cited.  And  so  it  is  with  the  medical 
“statistics”  on  the  plight  of  the  aged. 

President  Kennedy’s  Social  Security  proposal 
on  medical  aid  assumes  that  everybody  in  the 
Social  Security  system  ought  to  pay  a tax  for— 
and  eventually  receive— old  age  medical  atten- 
tion, without  consideration  of  whether  he  needs 
it  or  not. 

This  proposal  has  a strong  appeal;  it  is  report- 
ed that  even  some  Republican  congressmen  are 
prepared  to  vote  for  it.  There  are  17  million 
voters  65  or  older,  and  the  SS  bill  would  give 
many  of  them  a free  medical  ride.  The  bill 
would  not  discriminate  among  those  who  need 
aid—  and  nobody  denies  that  there  are  such  and 
the  state  medical  services  for  years  testify  to  the 
fact— and  those  who  do  not  need  aid;  every- 
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body  in  the  SS  system  would  be  paid.  The  pro- 
posal does  not  contemplate  that  more  than  half 
of  those  who  are  now  65  or  older  have  some 
medical  insurance  and  that  the  number  is  grow- 
ing; everybody  would  get  an  allowance,  with  a 
bureaucrat  hanging  over  his  doctor  to  see  that 
it  was  spent  according  to  the  rules  of  the  De- 
partment of  Health,  Education  and  Welfare. 

The  present  SS  tax  amounts  to  6!4  per  cent 
of  income,  with  employer  and  employee  each 
paying  31/8  per  cent.  The  whole  61/4  per  cent, 
of  course,  comes  out  of  the  amount  available 
for  employee  income.  In  1968,  according  to  the 
law,  this  tax  will  rise  to  91/4  per  cent,  with 
4 ->/g  per  cent  paid  on  each  side.  Social  Security' 
medical  aid  would  be  added  to  this  tax;  how 
much  nobody  has  said.  But  it  has  been  esti- 
mated that  the  proposed  SS  medical  plan,  which 
would  put  everybody  in  the  system  under  the 
free  medical  tent,  would  cost  $1.5  billion  to 
$2.5  billion  to  start  with,  and  escalate  to  $5  bil- 
lion or  more. 

We  don’t  like  the  idea.  Somebody  surely  will 
try'  to  make  us  uncomfortable  with  the  taunt 
that  we  don’t  believe  in  helping  those  who  are 
65  and  have  run  out  of  their  usefulness  (as  the 
SS  law  already'  say's  they'  have  by  refusing  to 
let  them  earn  more  than  $1,500  a year— with  the 
penalty'  of  pension  loss  if  they  earn  more),  but 


we  still  say'  that  age  has  nothing  to  do  with  be- 
coming a charge  on  the  taxpayers.  This  is  a very 
generous  country':  anybody  who  looks  around 
will  find  people  who  are  aided  by  the  state, 
county,  city'  and  federal  governments  when  they 
are  actually  in  need.  They  are  aided  by  and 
huge  by  no  rationale  of  the  social  workers  but 
on  the  ancient  Christian  precept  that  those  are 
helped  who  cannot  help  themselves. 

Nobody  quarrels  very  much  these  days  with 
the  imbedded  system  of  Social  Security;  many 
people  do  not  remember  that  it  was  promoted 
by  labor  unions  as  a device  to  drive  workers 
out  of  the  labor  market.  But  medical  aid  for  the 
aged  under  Social  Security  can  be  supported 
neither  by'  those  who  want  to  drive  the  oldsters 
out  nor  by  those  who  plead  the  usages  of  charity. 
The  fact  is  that  many  of  them  are  not  covered 
by  Social  Security,  and  the  indigent  among  them 
are  taken  care  of  without  intervention  by  another 
system. 

The  strangest  thing  about  the  American  way 
of  life,  which  has  succeeded  by  enterprise,  and 
tax  law  in  becoming  the  most  prosperous  in  the 
world,  is  that  the  SS  system  for  medical  aid 
should  be  such  a potent  political  issue.  Those 
who  advocate  it  confess,  in  effect,  that  the 
American  way  hasn’t  really  got  the  future  they 
orate  about.  ■ 


American  Hospital  Association  Statement 


At  meeting  of  the  House  of  Delegates  of  the 
American  Hospital  Association  (AHA),  in  Chi- 
cago, January  3-4,  1962,  the  statement  quoted 
below  was  adopted.  Member  plans  of  the  Blue 
Cross  Association  met  at  the  same  time  and 
adopted  a similar  statement  advocating  a na- 
tionwide scheme  under  Blue  Cross  administra- 
tion. Blue  Cross  is  a part  of  the  American  Hos- 
pital Association.  Tax  source  of  funds  was  not 
mentioned  in  the  Blue  Cross  statement.  Para- 
graph 3 of  the  AHA  statement,  which  fails  to 
exclude  Social  Security  financing  of  health  care, 
was  supported  by  eastern  delegates  but  not  by 
those  from  the  West  and  Southwest.  AHA  dele- 
gate Mr.  Paul  Bliss,  of  Vancouver,  Washington, 
objected  to  the  phrase  used  in  paragraph  3, 


stating  he  felt  the  tax  source  of  funds  to  be  of 
paramount  importance.  He  made  specific  refer- 
ence in  his  objection  to  use  of  the  Social  Se- 
curity mechanism.  AHA  statement  follows: 

1.  We  reaffirm  the  crucial  need  to  con- 
tinue vigorous  efforts  to  foster  realistic 
and  equitable  programs  in  every  state 
for  the  adequate  health  protection  of  the 
indigent  and  medically  indigent  under 
a mechanism  similar  to  the  Kerr-Mills 
Act. 

2.  We  recommend  the  earliest  possible 
implementation  of  a national  Blue  Cross 
program  for  a voluntary  nonprofit  plan 
available  to  all  persons  aged  65  years 
and  over. 
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3.  We  recognize  that  government  assist- 
ance is  necessary  to  effectively  imple- 
ment this  national  Blue  Cross  proposal 
in  order  to  enable  many  retired  aged 
persons  to  purchase  this  health  protec- 
tion through  the  voluntary  prepayment 
system.  Conditional  upon  the  adminis- 
tration of  this  proposed  plan  by  the  vol- 
untary nonprofit  prepayment  system, 
the  tax  source  of  the  funds  is  of  second- 
ary importance  to  us. 

4.  The  individual  aged  person  should 
receive  governmental  financial  assist- 
ance on  a decreasing  scale  related  to  in- 
come, the  low  income  person  to  receive 
major  or  even  total  assistance  and  the 
higher  income  person  to  receive  less. 
The  determination  for  government  as- 
sistance should  be  made  in  accordance 
with  current  income  reported  for  federal 
income  tax  purposes  or,  if  this  is  not 
possible,  some  legally  acceptable  decla- 
ration of  income.  The  determination 
should  not  be  made  in  accordance  with 
the  usual  means  test  determinations 
made  under  public  welfare  programs. 

5.  We  emphasize  the  urgency  and  im- 
portance of  planning  for  the  provision 
of  adequate  facilities  and  personnel  in 
order  that  skills  and  services  may  be 
available  to  render  high  quality  care  to 
the  aged. 

6.  It  is  the  sense  of  this  meeting  of  the 
House  of  Delegates  of  the  American 
Hospital  Association  that  the  best  in- 
terests of  the  retired  aged  will  not  be 
served  by  passage  of  the  King- Anderson 
Bill.  Our  opposition  to  this  bill  is  based 
upon  careful  study  of  the  needs  of  the 
retired  aged  and  the  over-all  economic 
effect  of  such  a program.  We  believe 
that  the  retired  aged  will  be  better 
served  by  a program  such  as  has  been 
proposed  by  Blue  Cross  Plans. 


Services  Discontinued 

At  the  Annual  Meeting  of  Northwest  Medical 
Publishing  Association,  in  Seattle,  January  27-28, 
the  Board  of  Trustees  ordered  a number  of 
changes.  Among  these  were  elimination  of  the 
page  on  New  Drugs  and  a newer  feature,  started 
in  January  this  year,  the  page  on  Northwest 


Four  of  six  statements  of  policy  by  the  Blue 
Cross  Association  are  quoted  below  with  accom- 
panying footnote  added  after  position  of  AHA 
was  learned: 

1.  We  reaffirm  the  crucial  need  to 
strengthen  the  Kerr-Mills  program,  and 
to  continue  vigorous  efforts  to  foster  ef- 
fective programs  in  every  state  for  the 
adequate  health  protection  of  the  indi- 
gent and  medically  indigent  under  the 
Kerr-Mills  Act,  and  we  urge  the  fullest 
possible  use  of  the  existing  voluntary 
non-profit  prepayment  mechanisms  for 
providing  the  services  under  it. 

2.  We  urge  that  Blue  Cross  give  ac- 
tive support  and  that  all  participate  in  a 
National  Blue  Cross  Benefit  Program 
specially  designed  to  meet  the  particular 
needs  of  the  aged  with  nationwide  uni- 
formity in  benefits  and  with  a single 
nationwide  uniform  rate. 

3.  We  recommend  that  such  a nation- 
wide benefit  program  be  made  available 
to  all  aged,  whether  they  are  now  cover- 
ed by  Blue  Cross  or  have  no  protection, 
and  that  this  be  achieved  at  a low  or 
nominal  administrative  cost. 

4.  We  recognize  that  many  retired 
aged  persons  will  need  government  as- 
sistance to  enable  them  to  purchase  this 
health  protection  through  the  voluntary 
non-profit  prepayment  system.  Any  pro- 
gram which  provides  governmental  fi- 
nancial assistance  to  aged  persons  should 
be  administered  by  the  voluntary  non- 
profit prepayment  system.  ■ 


Footnote:  It  is  the  sense  of  this  meeting  that  the  best 
interests  of  the  retired  aged  will  not  be  served  by 
passage  of  the  King-Anderson  Bill.  Our  opposition  to 
this  bill  is  based  upon  careful  study  of  the  needs  of 
the  retired  aged  and  the  over-all  economic  effect  of 
such  a program.  We  believe  the  retired  aged  will  be 
better  served  by  a program  such  as  has  been  pro- 
posed by  Blue  Cross. 


Business  and  Industry.  The  New  Drugs  feature 
has  been  carried  since  October,  1958.  Informa- 
tion for  the  page  was  supplied  by  the  editors  of 
phurmlnclex  which  continues  to  be  available  at 
all  prescription  pharmacies.  ■ 
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If  the  confusing  array  of  concentric  circles  were  removed,  it  would  be  easy 
to  see  that  the  sides  of  the  square  are  perfectly  straight. 

Likewise,  when  claims  of  “price”  and  “blood  level”  advantages  are  viewed 
in  proper  perspective,  it  becomes  clear  that  it’s  what  a drug  does  that  counts. 

V-Cillin  K®  achieves  two  to  five  times  the  serum  levels  of  antibacterial  activ- 
ity (ABA)  produced  by  oral  penicillin  G.1  Moreover,  it  is  highly  stable  in 
gastric  acid  and,  therefore,  more  completely  absorbed  even  in  the  presence  of 
food.  Your  patient  gets  more  dependable  therapy  for  his  money  . . . and  it’s 
therapy  he  really  needs. 

For  consistently  dependable  clinical  results 
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moderator: 

Before  answering  the  question  posed  by  the 
title  of  today’s  Conference,  we  must  consider  the 
rate  of  conception  in  couples  who  do  not  prac- 
tice birth  prevention.  Among  these  pregnancy 
will  occur  in  65  per  cent  during  the  first  six 
months  of  married  life,  in  81  per  cent  during 
the  first  year  and  in  90  per  cent  during  the  first 
two  years.  About  10  per  cent  of  all  married 
couples  will  either  have  no  children  or  less  than 
the  desired  number. 

The  investigation  of  these  infertile  couples 
is  well  known  to  all  of  you.  Briefly  it  consists 
of  ( 1 ) a complete  history,  physical  examination 
and  fundamental  laboratory  studies  of  the  wife 
and  husband,  (2)  evaluation  of  ovulation  by 
basal  body  temperature,  endometrial  biopsy  and 
vaginal  smears,  (3)  establishment  of  tubal  pa- 
tency by  the  Rubin’s  test  and  hysterosalpingogra- 
phy,  (4)  a study  of  the  cervical  mucus  and 
post-coital  test  and  (5)  seminal  examination  and 
evaluation  of  the  number,  motility,  morphology 
and  progression  of  the  spermatozoa. 

After  these  studies  are  completed  we  find  that 
the  wife  is  responsible  for  the  infertility  in  34.7 
per  cent  of  the  cases,  the  husband  in  20.3  per 
cent  and  both  in  another  20  per  cent.  In  approxi- 
mately 25  per  cent  of  these  couples,  our  studies 
will  reveal  no  explanation  for  their  infertility. 
Why  then,  does  the  wife  fail  to  conceive?  This 
question  will  be  discussed  by  Dr.  Figge. 

David  C.  Figge,  M.D.: 

The  clinician  who  takes  it  upon  himself  to 
investigate  problems  in  infertility  almost  invaria- 
bly passes  through  predictable  stages  of  enthusi- 
asm. Initially,  after  being  acquainted  with  the 
stepwise  pattern  of  clearcut  diagnostic  studies 
that  Dr.  Afonso  has  presented,  he  seizes  upon 


infertility  investigation  as  the  unique  area  in 
medicine  where,  with  mathematical  certitude,  the 
diagnosis  can  be  achieved  by  a methodical  series 
of  tests. 

After  carrying  out  this  investigation  in  a few 
patients  he  sinks  into  a period  of  hopelessness 
and  despair  and  finally  levels  into  a stage  of 
somewhat  skeptical  tolerance.  This  chain  of 
events  can  usually  be  traced  to  two  different 
types  of  experience.  First  he  encounters  the  pa- 
tient wherein  his  studies  have  indicated  tubal 
obstruction,  semen  deficiency  or  some  other 
clearly  delineated  source  for  the  sterility.  After 
carefully  explaining  to  the  couple  that  their 
marriage  will  be  infertile  he  dismisses  them  from 
his  office  and  next  hears  from  them  some  months 
later  to  the  effect  that  they  are  now  expecting 
a child  and  could  he  recommend  a good  obste- 
trician. 

The  second  such  experience  he  will  encounter 
is  with  the  patient  in  whom  every  diagnostic 
study  at  his  command  leaves  him  with  the  net 
conclusion  that  there  is  no  conceivable  reason 
why  the  couple  can  not  conceive  and  yet,  with 
persistent  stubborness,  his  patient  remains  in- 
fertile. It  is  with  this  latter  group  of  patients— 
the  instances  of  so  termed  unexplained  infertil- 
ity that  we  will  now  concern  ourselves.  What 
I propose  to  do,  of  course,  is  to  expain  a few 
of  the  inadequacies  of  the  tests  we  now  employ 
in  infertility  studies  and  to  point  out  inade- 
quacies of  our  present  methods  of  investigation 
in  some  areas. 

First  let  us  take  up  the  problems  of  ovulation 
itself.  Ovulation  is  of  course  a necessary  pre- 
requisite for  fertilization,  and  we  require  not 
only  conclusive  evidence  that  ovulation  has  oc- 
curred, but  precisely  when  in  the  menstrual  cycle 
it  occurs.  We  use  several  means  for  determining 
this,  all  of  them  clinically  useful— the  basal  body 
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temperature  curve,  serial  vaginal  cytology,  the 
status  of  the  cervical  mucus,  and  endometrial 
biopsies.  Actually  what  we  are  usually  measur- 
ing is  the  indirect  response  of  progesterone  re- 
lease from  the  corpus  luteum.  It  almost  certainly 
is  the  factor  governing  the  change  in  the  basal 
body  temperature  and  endometrial  biopsy  and, 
together  with  a rising  stimulation  from  estrogen, 
is  probably  the  common  denominator  in  vaginal 
cytology  and  cervical  mucus  changes. 

Since  our  measurement  is  indirect,  it  is  en- 
tirely possible,  although  unlikely  in  the  human, 
that  progesterone  may  have  been  produced  with- 
out ovulation  or  even  the  converse,  that  ovula- 
tion may  have  occurred  without  progesterone 
production.  In  either  instance  therapeutic  efforts 
would  likely  be  misdirected.  It  is  also  extremely 
important  that  we  bear  in  mind  that  there  is, 
at  present,  no  easily  performed  or  constantly 
reliable  method  of  diagnosing  ovulation  except 
in  retrospect.  That  is,  by  reviewing  certain  data 
we  may  conclude  that  ovulation  probably  oc- 
curred at  a given  time  in  the  preceding  cycle  and 
that  if  the  pattern  holds  true  it  might  well  occur 
at  a similar  time  in  the  next  cycle.  We  are 
likewise  unable  to  pinpoint  the  time  closer  than 
about  forty-eight  hours  except  in  unusual  cir- 
cumstances. These  factors  obviously  limit  thera- 
peutic attempts  to  time  coital  activities  or  em- 
ploy insemination  technics. 

Next  let  us  presume  that  ovulation  in  effect 
has  occurred.  From  this  point  we  usually  assume 
that  if  we  have  demonstrated  bilaterally  patent 
uterine  tubes  by  hysterogram  or  some  similar 
method,  the  ovum  will  be  transported  through 
the  tube,  fertilized  and  deposited  into  the  endo- 
metrial cavity.  This  is  an  unwarranted  assump- 
tion on  the  basis  of  patent  tubes  alone.  The 
sequence  of  ovulation  itself— follicle  rupture, 
luteinization  and  production  of  progesterone- 
may  occur  in  different  variations.  As  Greulich 
has  proven,  luteinization  of  the  follicle  may 
occur,  without  rupture,  about  a trapped  ovum 
resulting  in  the  state  of  mechanical  failure  of 
ovulation.  In  fact  the  only  proof  that  both 
physiologic  and  mechanical  ovulation  has  oc- 
curred is  the  onset  of  pregnancy.  The  physio- 
logic activities  of  the  uterine  tube  which  are 
essential  to  conception  are  virtually  impossible 
to  measure  clinically.  A uterine  tube  which  ap- 
pears normal  to  clinical  studies  may  occasionally 
be  so  distorted  at  the  fimbriated  end  as  to  render 
impossible  the  approximation  necessary  for  ovu- 
lar pick-up  at  ovulation.  Thus  the  term  tubal- 


ovarian  hiatus  has  received  some  attention  as 
an  area  of  defect  in  ovular  transport.  Moreover 
the  tubal  epithelium  has  at  least  two  mechanical 
functions  to  carry  out  in  the  role  of  ovum  trans- 
port. Tubular  peristalsis— most  marked  during 
ovulation— plays  a vital  role  in  securing  and 
transporting  the  ovum  to  the  uterine  cavity. 
Ciliary  activity  in  the  tubal  epithelium  is  con- 
versely important,  at  least  in  in-vitro  studies, 
in  maintaining  an  opposing  current  of  movement 
from  the  uterine  cornu  to  the  distal  third  of  the 
tube.  This  well  may  be  necessary  for  the  sperm 
transport  required  in  fertilization.  The  poor  re- 
sults in  tubal  plastic  operations  suggest  that  dis- 
turbance of  the  physiologic  activities  of  the 
uterine  tube  plays  as  important  a part  as  tubal 
patency  in  problems  of  sterility. 

We  often  fail  to  realize,  during  infertility 
evaluations,  that  there  is  a very  distinct  differ- 
ence between  fertilization  and  conception.  In 
fact  the  term  infertility,  in  its  widest  sense  em- 
braces those  cases  where  the  patient  has  repeated 
abortions,  failing  to  carry  any  pregnancy  to 
term.  Even  disregarding  this  aspect  of  the  proh- 
blem  we  must  realize  that  the  infertile  patient 
may,  in  fact,  be  quite  fertile  insofar  as  fertiliza- 
tion is  concerned,  but  may  be  incapable  of  pro- 
ducing a suitable  nidus  in  the  endometrium  for 
implantation  and  nourishment  of  the  conceptus. 
Here  we  can  proceed  along  somewhat  firmer 
ground  because  we  have  more  definite  knowl- 
edge regarding  endometrial  physiology  and  func- 
tion. 

Our  tools  in  investigating  the  endometrial  fac- 
tor in  sterility  are  again  the  basal  body  tempera- 
ture curve  and  histologic  and  histochemical 
studies  of  the  endometrium  samples  obtained  by 
curettage  or  biopsy.  Vaginal  cytology  is  an  an- 
cillary study  of  some  value.  It  is  important  to 
realize  that  the  endometrium  reaches  a period 
of  optimum  receptivity  for  implantation  during 
the  middle  secretory  phase.  This  luteal  phase  of 
the  cycle  is  particularly  characterized  by  the 
metabolism  of  carbohydrates,  proteins,  vitamins, 
minerals  and  fluids  in  the  endometrium.  These 
changes  are  dependent  upon  ovarian  hormone 
relationships.  By  the  22nd  to  the  24th  day  of  the 
cycle  we  see  the  maximal  concentration  of  gly- 
cogen and  glycoproteins.  The  increased  endo- 
metrial blood  flow  related  to  the  ovulatory  phase 
has  reached  a plateau  and  stromal  edema  be- 
comes most  pronounced  on  the  22nd  day.  Alka- 
line phosphatase  is  no  longer  evident.  In  brief, 
these  are  characteristics  we  believe  to  be  optimal 


248 

Northwest  Medicine,  March  1962 


for  implantation.  If  such  conditions  are  not 
present,  implantation  is  unsatisfatory.  This  cause 
for  sterility  has  been  variously  termed  concep- 
tionless fertilization,  inadequate  endometrium, 
or  incomplete  secretory  endometrium.  In  its 
most  gross  form  it  can  be  recognized  by  a tem- 
perature graph  that  consistently  reflects  a short- 
ened post-ovulatory  thermal  response.  This  post- 
ovulatory rise  may  last  only  eight  or  ten  days  so 
that  the  histologic  and  functional  endometrial 
changes  which  precede  menstruation  are  already 
in  progress  by  the  time  the  ovum  reaches  the 
endometrium  for  implantation.  The  clinician 
may  be  led  to  this  diagnosis  by  serial  studies  of 
the  vaginal  cytology  where  the  progestational 
response  is  weak,  or  by  the  histochemical  studies 
of  the  endometrial  biopsy  samples  obtained  dur- 
ing the  secretory  phase.  Palmer  found  this  fac- 
tor to  be  of  importance  in  eighty-four  of  five 
hundred  cases  of  infertility  studied  over  an  eight 
year  period.  This  problem  is  unquestionably 
more  complex  than  it  appears  on  the  surface 
and  we  may  see  instances  where  the  post-ovula- 
tory secretory  phase  is  normal  in  length,  but 
where  adequate  progesterone  activity  is  reflected 
only  in  the  histologic  and  cytochemical  changes 
of  the  endometrium.  There  is  some  evidence, 
moreover,  that  the  endometrium  may  not  always 
faithfully  reflect  the  changes  in  ovarian  stimu- 
lation. The  histologic  picture  of  the  endometrium 
may  suggest  poor  progesterone  activity  with 
minimal  secretory  alterations  and  low  glycogen 
content,  while  parallel  pregnanediol  excretion 
studies  indicate  a high  level  of  progesterone  se- 
cretion. Here  we  may  be  dealing  with  an  ab- 
normal pattern  of  progesterone  metabolism  or  an 
endometrium  that  is  resistant  to  stimulation. 
Either  factor  again  results  in  an  infertile  patient. 

Finally,  and  in  preface  to  our  next  speaker, 
we  should  point  out  that  there  is  a large  area  in 
the  study  of  infertility  which  implicates  the 
impact  of  emotional  and  psychologic  responses 
on  sterility.  Every  gynecologist  encounters  prob- 
lems in  menstrual  dysfunction  which  are  clearly 
emotional.  The  familiar  problem  of  the  college 
freshman  who  presents  with  psychogenic  amen- 
orrhea during  her  first  term  at  the  university 
is  a good  example.  If  emotional  situations  can 
produce  such  a gross  interference  in  the  pitui- 
tary ovarian  relationship  as  menstrual  disturb- 
ance, certainly  more  subtle  changes  in  the  areas 
of  ovulation,  tubal  physiology  and  endometrial 
responsiveness  must  occur  frequently.  Sterility 
may  be  the  end  result.  We  all  have  seen 


instances  of  sexual  dysfunction  in  either  partner 
on  this  basis  which  has  resulted  in  infertility, 
and  not  rarely  the  patient  whose  impetus  in 
seeking  medical  aid  is  an  attempt  to  point  up 
her  husband’s  incapacity  to  produce  progeny 
or  a belated  attempt  to  improve  a faltering  mari- 
tal situation.  There  are  patients  who  despite  an 
avowed  intense  desire  for  pregnancy,  studiously 
avoid  coitus  during  the  fertile  period,  conjuring 
up  numerous  excuses  month  after  month  to 
explain  the  impossibility  of  having  sexual  rela- 
tions during  that  particular  phase  of  time  in  the 
previous  cycle. 

In  previous  centuries  aboriginal  groups  often 
firmly  believed  that  coital  orgasm  was  a require- 
ment for  fertilization.  Medical  scientists  for 
years  have  ridiculed  this  archaic  belief,  and  yet 
now  are  again  investigating  the  concept  that 
perhaps  in  certain  patients  with  a depressed 
fertility  index  the  intense  discharge  of  neuro- 
genic stimuli  accompanying  the  coital  orgasm 
may  in  fact  have  a significant  effect  on  those 
areas  of  endocrine  and  genital  tract  physiology 
that  play  a part  in  successful  conception.  These 
are  virtually  unexplored  fields  in  infertility  and 
I would  like  at  this  point  to  introduce  to  you 
Dr.  John  Hampson  of  the  Department  of  Psy- 
chiatry who  will  comment  on  this  phase  of  our 
problem. 

John  L.  Hampson,  M.D.: 

I was  afraid  you  were  going  to  say  that, 
because  I can’t  live  up  to  it.  As  a matter  of 
fact,  in  this  whole  area  of  psychogenic  infertility, 
the  literature  is  scanty  and  the  research  has  been 
rather  poor.  There  is  much  to  be  done  and 
perhaps  some  of  you  will  be  prompted  by  this 
to  do  some  of  the  studies  that  need  to  be  done. 

I would  like  to  begin  by  reminding  you  that 
despite  our  preoccupation  with  the  various  de- 
tails of  labor  and  pregnancy  and  the  mechanics 
of  getting  a baby  for  parents,  pregnancy  is  not 
just  a biologic  phenomenon.  It  is  very  easy  for 
us  in  our  concern  about  physiologic  matters  to 
lose  sight  of  the  experiential  aspects  not  only  of 
pregnancy  but  also  of  pre-pregnancy.  The  latter, 
of  course,  has  to  do  with  the  anticipation  of,  and 
the  meaning  to,  the  mother,  of  pregnancy  and 
motherhood. 

In  going  over  the  literature  on  this  subject,  I 
ran  across  a reference  to  a surgeon  who  was 
writing  in  1779,  which  I think  may  make  you 
feel  a little  less  apologetic  about  considering 
possible  psychogenic  origins  for  infertility.  This 
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physician  was  William  Buchan  and  he  wrote  the 
following:  “Barrenness  is  often  the  consequence 
of  grief,  sudden  fear,  anxiety,  or  any  of  the  pas- 
sions which  tend  to  obstruct  the  menstrual  flow. 
W hen  barrenness  is  suspected  to  proceed  from 
affections  of  the  mind,  the  person  ought  to  be 
kept  as  easy  and  cheerful  as  possible.  All  dis- 
agreeable objects  are  to  be  avoided  and  every 
method  taken  to  amuse  and  entertain  the  fancy/ 
Perhaps  then  these  considerations  are  not  so 
new  after  all.  Perhaps  it  is  only  that  we  like  to 
think  of  our  current  approach  to  the  emotions 
as  evidence  that  we  are  being  utterly  modern. 

Writers  on  this  matter  of  psychogenic  infertil- 
ity7 have  enumerated  several  possible  effector 
mechanisms.  The  role  of  the  hypothalamic-pitui- 
tary axis  is  now  generally  conceded  to  be  import- 
ant, controlling  the  release  of  LH,  etc.  Psy- 
chogenic amenorrhea  is  generally  understood  in 
these  terms.  It  occurs,  broadly  speaking,  in  three 
general  circumstances.  ( 1 ) It  is  seen  in  novel 
life  situations  in  younger  women  (in  mid-teen- 
age  and  early  twenties);  (2)  It  occurs  in  dra- 
matic circumstances,  such  as  feared  pregnancy, 
wartime  experiences,  concentration  camp  experi- 
ences, and  attempted  rape;  and  (3)  it  occurs  in 
complicated  emotional  situations  such  as  chronic 
grief,  fear,  anxiety  and  hostility. 

Another  possible  effector  mechanism  for  in- 
fertility might  have  to  do  with  the  vaginal  pH 
changes  which  have  been  described.  Such  pH 
changes  can  result  from  disturbed  emotions  and 
are  known  to  be  lethal  to  sperm.  A third  effector 
mechanism  frequently  mentioned  has  to  do  with 
vascular  congestion  and  hyperemia  of  the  intern- 
al genitalia,  the  tubes,  and  uterus.  WTolff  and 
Holmes’  study  of  vascular  reactions  in  the  nose 
illustrates  clearly  that  vascular  changes  can  be 
induced  by  psychogenic  influences.  Isthmo-tubal 
spasm  and  cervical  changes  in  response  to  altered 
emotional  states  have  been  described.  Mann 
at  the  New  York  Hospital  has  been  interested 
in  the  problem  of  habitual  abortion  and  has 
studied,  with  a very  interesting  balloon  tech- 
nique, the  changes  in  the  patency  of  the  cervical 
canal  under  various  conditions  of  emotional 
stress.  He  has  been  able  to  take  x-ray  motion 
pictures  of  what  happens  during  an  interview 
in  some  of  these  women  who  have  had  a problem 
with  habitual  abortion.  He  can  discuss  with  the 
patient  certain  emotionally  upsetting  areas,  and, 
with  the  cervical  balloon  in  situ,  actually  observe 
the  cervix  open  and  expel  the  balloon. 

Now  what  are  some  of  these  psychogenic  in- 


fluences? If  you  search  the  literature,  you  will 
find  that  there  is  a certain  group  of  things  which 
get  mentioned.  Some  writers  refer  to  certain 
personality  traits  which  seem  to  correlate  with 
infertility,  e.g.,  emotional  immaturity,  resentment 
of  the  feminine  role,  hostile  identification  with 
mother,  or  women  who  are  of  a feminine-erotic 
type.  Psychiatrists  might  prefer  other  descriptive 
terms  such  as  the  hysterical  personality,  the 
obsessive-compulsive  personality,  and  chronic 
ruminative  states.  This  is  probably  much  too 
superficial  to  be  of  use  to  you  in  considering  the 
physiologic  mechanisms  involved.  Actually  there 
seem  to  be  two  basic  affective  states  involved, 
whatever  the  personality  type.  Every  study 
seems  to  indicate  that  fear  can  have  a non- 
specific influence  on  the  entire  body,  the  genital 
tract  included,  and  for  the  patients  here  being 
considered  it  is  particularly  the  fear  of  impregna- 
tion, pregnancy,  and  the  consequences  of  preg- 
nancy. The  second  basic  affective  attitude  seems 
to  be  anger— angry,  hostile  rejection  of  pregnancy 
and  all  that  pregnancy  may  mean.  There  was 
a tendency  during  the  30’s  and  early  40’s  parti- 
cularly under  the  influence  of  Flanders  Dunbar, 
Alexander,  and  others,  to  consider  that  there  was 
a rather  strict  correlation  between  certain  per- 
sonality types  and  the  kind  of  psychosomatic 
symptoms  they  develop.  Most  psychiatrists  now 
see  this  as  an  over-simplified  and  overly  mechan- 
istic theory.  There  is  a growing  tendency  to  see 
affective  attitudes  as  acting  in  a more  or  less 
diffuse  way  and  as  not  always  specific  in  their  in- 
fluence on  any  part  of  the  body.  This  matter  of 
organ  choice  is  still  an  unsolved  one,  but  it  seems 
unlikely  to  be  specifically  related  to  definite 
personality  types.  We  can  say  then  that  psy- 
chologic conflicts  leading  to  these  emotional 
states  are  probably  infinite  in  number.  There  are 
no  two  people  alike,  and  there  are  no  two  people 
that  have  the  same  origins  of  conflict.  However, 
the  end  results  of  these  conflicts  are  rather  spe- 
cific, and  fear  and  anger  are  two  results  that  have 
high  correlation  in  these  individuals  who  appear 
to  have  psychogenic  infertility. 

Now  at  this  point,  I am  sure  some  of  you  are 
saying,  and  quite  legitimately  so,  that  sterility 
must  not  automatically  result  from  these  affective 
attitudes.  We  have  all  encountered  situations 
in  patients  where  this  woman  really  did  not 
want  this  baby  and  made  no  bones  about  it,  but 
she  was  pregnant  nonetheless.  It  would  be  naive 
to  assume  that  an  affective  attitude  of  this  sort 
does  result  automatically  in  infertility;  it  just 
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doesn’t  and  we  don’t  know  why  in  some  indi- 
viduals it  does.  As  a matter  of  fact,  psychia- 
trists have  seen  some  women  who  seem  to  reject 
the  feminine  role,  the  motherhood  role,  yet  will 
compulsively  produce  children  and  have  huge 
families  to  prove  to  themselves  that  they  really 
are  adequate  as  mothers.  At  other  times  it 
seems  that  psychogenic  infertility  seems  to  be  a 
kind  of  natural  defense  against  pregnancy  and 
all  that  pregnancy  could  do  to  disrupt  a person- 
ality that  is  very  close  to  a psychotic  break.  The 
stresses  of  pregnancy  and  motherhood  can  some- 
times be  disastrous  to  a borderline  personality. 

One  cannot,  however,  assume  that  the  woman 
who  comes  to  you  for  sterility  actually  would 
be  satisfied  to  be  pregnant.  Obstetricians  and 
psychiatrists  have  discovered  that  this  is  erron- 
eous. I remember  one  frustrated  obstetrician 
who  did  a magnificent  work-up  on  a patient  in 
the  infertility  clinic,  doing  endometrial  scrapings 
and  hormone  assays  and  so  on.  After  this  was 
all  done,  one  of  his  residents  while  talking  with 
the  patient  elicited  the  fact  that  she  was  there 
actually  because  her  mother-in-law  and  her  hus- 
band wanted  her  to  come.  She  didn’t  want  to  get 
pregnant.  As  a matter  of  fact,  she  commented 
airily,  “I  have  been  wearing  a diaphragm  all 
the  time  I have  been  seeing  a doctor.”  I suppose 
by  stretching  the  definition  that  too  could  be 
called  psychogenic  infertility. 

The  literature  that  I have  encountered  seems 
to  indicate  that,  of  the  women  who  are  being 
worked  up  medically  for  psychogenic  infertility, 
about  35  per  cent  will  become  pregnant  during 
the  course  of  the  investigation.  What  does  this 
mean?  I suppose  that  in  a very  real  way  during 
the  course  of  history  taking,  the  examinations, 
and  other  expressions  of  interest  and  concern, 
some  sort  of  message  gets  across  to  the  patient 
which  is  reassuring,  which  is  anxiety  relieving, 
and  which  somehow  has  its  influence  on  the 
genital  tract  and  permits  pregnancy  to  occur. 

It  is  a very  common  experience  for  a doctor 
to  see  a patient  whom  he  considers  virtually 
unable  to  conceive  and  for  whom  he  makes  out 
the  necessary  adoption  papers  to  agencies.  The 
patient  adopts  a baby  and  a few  months  later 
gets  pregnant  herself.  Why  does  this  happen? 
Does  it  happen,  as  a matter  of  fact,  with  the 
frequency  that  we  seem  to  think  it  does?  John 
Rock  in  Boston  says,  “No”;  this  is  just  illusion. 
It  is  like  the  illusion  that  some  types  of  cancer 
are  on  the  increase.  It  is  a matter  of  looking 
for  it.  However,  Rock’s  questionnaire  study  on 


which  he  bases  this  has  been  widely  criticized. 
What  is  the  subsequent  history  of  infertile  wo- 
men who  adopt?  Is  there  really  a statistical  in- 
crease in  the  possibility  of  becoming  pregnant? 
The  definitive  study  to  settle  this  issue  has  ap- 
parently not  been  done. 

In  summary,  when  considering  a patient  with 
psychogenic  infertility,  and  even  habitual  abor- 
tion, it  is  important  to  search  for  multiple  clues 
and  hints  among  which  may  be  the  key  to  the 
patient’s  infertility.  These  clues  may  be  related 
to  the  patient’s  emotional  defenses  against  be- 
coming pregnant  and  they  may  take  many  forms 
and  occur  at  many  levels  of  awareness.  Since 
some  of  you  here  are  about  to  leave  medical 
school  and  step  into  the  role  of  being  the  re- 
sponsible physician,  I would  like  to  suggest  a 
few  ideas  which  I think  might  help  your  ap- 
proach to  the  psychogenic  factors  in  infertility. 
First,  if  you  expect  to  help  a patient  with  emo- 
tional complications  that  have  led  to  infertility 
or  perhaps  habitual  abortions,  don’t  make  your 
job  harder  by  explaining  the  women’s  previous 
miscarriages  as  due  to  “blighted  ovum.”  You 
may  believe  this,  and  I won’t  argue  that  this 
may  not  be  a consideration,  but  I have  personal- 
ly seen  many  such  women  become  quite  phobic- 
over  the  prospect  of  pregnancy  and  a deformed 
child  after  the  doctor  had  talked  about  a blighted 
ovum.  I have  also  yet  to  talk  with  a woman  who 
has  been  reassured  by  an  obstetrician  saying, 
“Perhaps  it  is  just  as  well  that  the  miscarriage 
happened;  it  is  nature’s  way  of  taking  care  of 
defective  babies.”  Such  statements  are  too  often 
agonized  over  and  put  to  self-torturing  use.  I 
think,  too,  you  should  avoid  speculation  about 
things  that  cannot  be  corrected  by  any  of  the 
techniques  we  have  today,  such  as  an  immature 
womb  or  abnormal  sperm.  Perhaps  it  would  be 
better  to  follow  the  lead  of  the  dermatologist 
that  I once  heard  about.  He  was  seeing  a patient 
with  a very  obscure  skin  disease  and  examined 
the  patient  under  ultra-violet  light  and  with 
various  techniques.  Still  he  was  puzzled  and  did 
not  know  what  it  was.  He  turned  to  the 
patient  and  said,  “Have  you  ever  had  this  be- 
fore?” The  patient  said,  “Yes,  about  four  years 
ago  I had  this  and  it  cleared  up  all  right.”  The 
doctor’s  reply  struck  me  as  being  very  wise 
under  the  circumstances,  “Well,  you’ve  got  it 
again.” 

Russell  R.  de  Alvarez,  M.D.: 

I can  assure  you  that  there  are  many  more 
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fantasies  than  facts  about  the  subject  of  infertili- 
ty. It  constitutes  a land  of  considerable  specu- 
lation, gossip,  voodooism,  mystery  and  magic. 
In  our  present  society  infertility  is  generally  re- 
garded by  a large  number  as  a problem  of  mod- 
ern civilization.  This  is  one  of  the  most  fantastic 
of  the  fantasies,  since  infertility  has  been  a prob- 
lem which  has  existed  ever  since  the  beginning 
of  time  and  is  not  a problem  limited  to  the 
modem  era. 

In  our  present  orthodoxy  those  who  are  de- 
vout in  or  who  take  too  literally  the  Old  Testa- 
ment, still  persist  in  regarding  the  antiquated 
beliefs  that  the  apple  tree,  and  the  serpent  in 
the  Garden  of  Eden  constitute  the  fountain  of 
all  sex.  Because  of  this  the  apple,  for  no  proved 
reason,  is  considered  to  have  a special  function 
in  promoting  fertility.  This  concept  has  con- 
tinued into  our  present  day  considerations  of 
nutrition  and  other  dietary  thoughts  in  the  pro- 
duction of  infertility7. 

The  ancient  Greeks  picked  their  gods  and 
goddesses  from  among  the  most  beautiful  women 
and  the  most  handsome  men  to  represent  the 
gods  and  goddesses  of  fertility'.  The  museums 
about  the  world  are  filled  with  the  likenesses  of 
Hermes.  In  viewing  his  physical  stature  one 
can  perceive  the  relationship  which  the  Greeks 
attached  to  him  and  the  fact  that  his  physical 
fitness  should  he  considered  an  attribute  in  fer- 
tility and  thus  the  model  towards  which  all  men 
should  strive  in  the  consideration  of  their  prob- 
lems of  infertility.  Artemis  and  Hecate  are  the 
female  equivalents  of  Hermes.  Artemis  is  gen- 
erally considered  to  be  the  Goddess  of  Fertility. 
Even  though  she  was  a virgin  she  was  given  the 
honor  and  title  of  Goddess  of  Fertility.  She  pre- 
sided over  the  birth  of  and  the  youth  of  wild 
animals  and  over  human  birth  and  marriage. 
The  Greeks  considered  it  appropriate  to  turn  to 
her  in  their  problems  of  infertility  because  her 
relationships  were  directed  to  the  moon  and  her 
principal  function  was  associated  with  the  moon, 
which  in  ancient  time,  and  we  might  say,  in 
present  day  mythology,  is  associated  with  the 
menstrual  cycle  and  therefore  with  fertility. 

In  Homan  times  Venus  was  designated  the 
goddess  of  all  that  is  lovely  and  female  and 
therefore  it  was  no  surprise  that  she  was  made 
the  Goddess  of  Fertility.  The  Romans  even  de- 
signated a special  day  for  her,  April  1st.  It  is 
no  surprise  that  this  date  was  selected  inasmuch 
as  it  heralded  the  coming  of  spring.  Spring, 
being  associated  with  fertility,  is  the  time  that 


Nature  bursts  forth  in  the  outward  show  of 
fertility. 

Other  fantasies  apply  to  any  of  the  meteoro- 
logic  experience  you  wish  to  name.  We  are  all 
familiar  with  the  relationship  of  the  ebb-tides, 
not  the  incoming  tides,  thunder  storms,  lightning, 
loss  of  ships  at  sea  and  that  sort  of  thing  which 
are  related  to  the  infertile  couple.  In  the  botani- 
cal connection,  the  seeds  of  docks  were  tied  to 
the  left  arm  in  an  attempt  to  help  barrenness. 
The  root  of  the  mandrake  when  drawn  out  re- 
sults in  a cry.  This  root  was  also  thought  to  show 
a distinct  “development”  of  the  human  genera- 
tive organs  and  was  carefully  carried  by  the 
barren  individual.  The  Jimson  weed,  of  rela- 
tively modern  times,  was  prescribed  for  genera- 
tions by  the  American  Indian  medicine  men  as 
an  aid  to  cure  infertility'.  There  are  many  relics 
which  have  been  utilized  in  the  control  of  in- 
fertility, too  many  to  mention,  and  which  are 
persistent  in  our  present  day  civilization. 

I shall  now  attempt  to  relate  some  of  the 
present  day  fantasies  as  they  are  related  to  the 
facts.  It  is  quite  difficult  to  separate  fantasies  as 
a single  list  from  the  facts  because  the  facts  tend 
to  explain  the  fantasies  and  the  fantasies  tend 
to  relate  the  facts.  It  is  not  without  some  basis 
that  many  fantasies  have  persisted  and  have  de- 
veloped through  the  failure  to  obtain  the  full 
story  of  and  about  infertility.  It  is  really  amaz- 
ing how  much  information  can  be  obtained  from 
a patient  if  the  physician  interviewer  is  willing 
to  take  a resolute,  indefatigable  history  from 
these  infertile  individuals.  By  and  large  these 
patients  are  willing,  able  and  anxious  to  talk 
and  to  discuss  their  problems  with  their  physi- 
cian. This  doctor-patient  relationship  alone  is 
important  in  alleviating  and  in  even  correcting 
some  of  the  processes  of  infertility'  which  are 
most  important  in  its  genesis.  Probably  the  most 
grateful  patient  is  the  one  who  is  already  preg- 
nant at  the  time  when  she  first  consults  the 
physician  regarding  the  problem  of  infertility; 
some  of  these  patients  cannot  he  convinced  that 
the  physician’s  investigation  and  management 
at  that  initial  consultation  was  not  in  some  way 
responsible  for  her  state  of  gestation. 

Some  of  the  current  fantasies  will  now  he 
considered  in  order.  The  fertile  time  is  regarded 
by  some  patients  as  being  just  before  the  men- 
strual period  while  others  regard  it  as  being  im- 
mediately after  the  period  is  completed.  The 
orthodox  Jews  regard  menstruation  and  the 
seven  days  immediately  follow  ing  menstruation 
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as  being  the  least  likely  time  for  conception  to 
occur  and  therefore  do  not  believe  in  coitus  dur- 
ing menstruation  or  until  eight  days  immediately 
following  the  cessation  of  menstruation  and  some 
of  them  believe  that  the  eighth  day  after  the 
cessation  of  menstruation  is  the  only  day  to  have 
coitus.  Then  there  are  those  who  feel  that  the 
fertile  time,  in  view  of  the  fact  that  they  have 
abstained  at  other  times,  is  only  during  the 
time  of  actual  menstruation.  Of  course  we  know 
that  all  these  suggestions  have  no  appropriate 
medical  basis  at  the  present  time. 

There  are  those  patients  and  families  who,  in 
view  of  the  fact  that  they  have  abstained  at  other 
times,  have  coitus  only  once  a month  at  what 
they  consider  or  what  they  understand  to  be  the 
fertile  time  or,  in  some  instances,  what  they  have 
been  told  is  the  fertile  time.  Inasmuch  as  we  can- 
not be  exact  in  the  definition  of  the  precise  time 
of  ovulation,  coitus  should  be  a repetitive  pro- 
cess at  and  about  the  time  of  suspected  ovulation. 
Another  group  of  patients  complaining  of  in- 
fertility have,  somewhere  or  from  someone,  felt 
that  coitus  two  to  three  times  a year  constitutes 
the  only  means  of  initiating  a pregnancy.  The 
histories  in  these  patients  do  not  usually  stand 
up,  nor  is  the  desire  for  pregnancy  earth-shat- 
tering when  the  gynecologist  examines  a pa- 
tient complaining  of  infertility  and  he  finds  that 
the  patient  has  worn  her  diaphragm,  unwittingly, 
at  the  time  of  her  examination. 

On  the  other  hand,  the  overanxious  infertile 
patient  gives  often  a history  of  coitus  every  night 
in  an  attempt  to  become  pregnant.  If  we  can 
state  an  optimal  frequency  of  coitus  perhaps 
every  third  night  might  be  a correct  statement. 

It  is  not  necessary  for  the  female  to  have  an 
orgasm  in  order  for  pregnancy  to  occur.  Yet 
one  of  the  most  frequent  complaints  among 
women  of  an  infertile  couple  is,  “I  have  never 
had  an  orgasm  at  any  time  during  our  marriage.” 
This  statement  is  a very  frequent  one  also  in 
women  who  have  had  very  sizeable  families.  On 
the  other  hand  some  patients  state  that  they 
have  too  many  orgasms,  but  this  also  is  normal 
in  normal  females.  Normal  women  have  multiple 
rapidly  repeated  orgasms  which  usually  have  a 
very  specific  type  of  pelvic  spread. 

Another  fantasy  commonly  quoted  by  women 
of  infertile  unions  is,  “I  am  getting  too  old  to 
have  a baby.”  Young  women  at  the  age  of  30, 
when  they  have  never  conceived,  think  that  they 
are  quite  old  and  that  there  is  just  no  chance  at 
all  for  them  to  become  pregnant.  While  it  is  true 


that  gynecologic  disease  is  more  common  in  pa- 
tients past  the  age  of  30  or  35,  those  with  normal 
female  pelvic  architecture  present  no  significant 
problems.  Women  37  to  40  years  of  age  may  have 
four  or  five  children  after  getting  married  or  if 
minimal  problems  are  present,  may  do  so  after 
the  correction  of  these  initial  problems. 

A very  common  fantasy  among  infertile  pa- 
tients is  a statement  made  to  the  interviewing 
physician  regarding  previous  investigation  for 
infertility.  This  statement  is,  “I  have  had  a thor- 
ough examination  for  infertility.”  A thorough 
examination  to  a woman  means  that  she  had  a 
simple  gynecologic  examination.  Just  a pelvic 
examination  is  not  sufficient  to  outline  whether 
or  not  there  exist  extra  pelvic,  and  for  that  mat- 
ter, even  pelvic  reasons  for  infertility.  There  is 
no  question  that  the  investigation  of  infertility 
means  the  investigation  of  the  infertile  couple, 
not  only  the  female  patient  but  her  male  partner 
as  well.  The  examination  of  the  female  of  course 
requires  a complete  history  of  every  system,  but 
should  also  include  interviewing  relative  to  oc- 
cupation, social,  economic  and  psychologic  as 
well  as  dietary  considerations.  The  examination 
should  be  complete  which  means  that  a complete 
general  physical  examination  is  carried  out  just 
as  for  any  systemic  disease.  A pelvic  examination 
includes  palpation  and  visualization  of  all  struc- 
tures that  are  accessible.  Special  examinations 
may  include  basal  metabolism,  a post  coital 
semen  analysis,  tubal  insufflation,  endometrial 
biopsy,  basal  body  temperature,  vaginal  smears 
(serial),  kymographic  recording  of  tubal  or  ute- 
rine contractions,  vaginal  pH,  and  in  some  in- 
stances culdoscopy.  Standard  laboratory  work 
should  consist  of  serology,  complete  blood  count, 
complete  urinalysis  ( catheterized ) , and  smears 
(wet,  Gram  and  Papanicolaou). 

Even  after  complete  examinations  are  carried 
out  the  patient  may  be  dismissed  with  a state- 
ment: “Everything  is  normal,”  but  this  depends 
upon  one’s  definition  of  normal.  Let  me  relate  an 
instance  of  a girl  who  had  been  checked  by  two 
previous  different  examiners.  Each  of  these  ex- 
aminations had  overlooked  the  presence  of  a 
double  vagina.  The  couple  was  having  coitus 
in  one  of  the  vaginas  that  had  its  entrance  to  a 
rudimentary  horn  of  the  uterus.  The  other  vagina 
was  quite  small  and  “virginal.”  The  patient  and 
her  husband  were  advised  of  this  situation  and 
were  instructed  to  initiate  coitus  in  the  opposite 
vagina.  She  promptly  became  pregnant  but  also 
had  built-in  contraception  on  the  opposite  side. 
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In  other  instances  of  the  so  called  “everything 
is  normal”  pelvis,  I think  greater  attention  should 
he  paid  to  the  so-called  “unimportant  processes.” 
These  processes  include  among  many  other 
things,  minimal  erosions,  minimal  hypothyroid 
states,  minimal  anemia,  minimal  nutritional  de- 
fects, etc.  On  the  other  hand  there  is  a tendency 
lifter  examination  of  infertile  couples  to  place 
emphasis  on  the  size  of  the  uterus  and  to  call  it 
infantile.  It  is  probably  well  to  limit  any  discus- 
sion of  an  infantile  uterus  to  an  infant.  And  even 
if  it  is  somewhat  atrophic  in  size,  many  patients 
object  to  being  considered  juvenile  even  if  it  only 
refers  to  the  size  of  their  uterus. 

Some  fantasies  exist  in  regard  to  treatment. 
These  include  the  frequent  advice  of  the  use  of 
glucose  douches  before  or  after  coitus.  Vinegar 
douches  when  used  precoitallv  are  spermicidal 
and  if  not,  they  are  at  least  dilutional.  Other 
statements  may  include,  “Your  tubes  are  closed” 
after  hysterosalpingography.  I recall  an  example 
of  radiological  studies  where  no  dye  had  extend- 
ed beyond  the  fimbriated  ends  of  the  tubes. 
Many  convolutions  were  present,  each  of  which 
could  represent  areas  of  closure  or  spasm.  How- 
ever, a radiogram  of  the  same  patient  taken  the 
following  morning  indicated  spread  of  the 
opaque  medium  throughout  the  pelvis.  Thus 
after  attempts  to  visualize  the  tubes  a routine 
film  should  be  taken  as  a follow  up,  from  six  to 
twenty-four  hours  after  the  initial  introduction 
of  the  contrast  medium. 

Irradiation  to  the  ovaries  and  pituitary  is  an- 
other one  of  the  fantasies  enjoyed  by  some  physi- 
cians; these  fantasies  consider  that  the  targets  are 
stimulated,  but  it  has  been  my  unfortunate  ex- 
perience to  see  some  of  these  individuals  who 
have  been  “stimulated”  into  the  menopause, 
permanently.  Other  fantasies  in  the  management 
of  infertility  include  the  use  of  hormones.  We 
know  of  no  artificial  way  to  induce  ovulation 
except  in  some  individuals  with  adrenal  hyper- 
plasia; then  the  specific  hormone  is  an  adrenal 
cortical  hormone,  which  acts  by  depressing  pitui- 
tary ACTH.  There  is  no  pituitary  gonadotrope 
which  will  stimulate  ovulation  and  the  ovarian 
steroids  do  not  act  directly  on  the  ovary  to  stimu- 
late the  ovary  nor  do  they  do  so  by  indirectly 
temporarily  suppressing  pituitary  function. 

Another  of  the  fantasies  which  has  crept  into 
sterility  investigation  and  treatment  is  that  of 
adoption.  1 believe  it  is  unwise  to  adopt  a baby 
where  there  is  still  a moderate  chance  of  a pa- 
tient’s having  a child.  I very  definitely  believe 


that  adoption  should  not  be  recommended  as  a 
cure  for  infertility  or  as  a substitute  for  a family 
problem  which  may  or  may  not  have  had  its 
origin  in  infertility.  Before  an  adoption  is  ar- 
ranged I believe  that  both  partners  of  the  adopt- 
ing family  should  be  examined  to  determine  their 
own  procreative  potentiality.  I should  like  to 
exemplify  what  I have  said,  in  regard  to  adop- 
tion, by  the  following  two  experiences. 

The  first  is  the  instance  of  a professional 
couple  who  took  a child  into  their  home  after 
several  years  of  marriage  with  failure  to  become 
pregnant.  Shortly  after  adopting  the  child  she 
promptly  became  pregnant  and  returned  the 
child  to  the  agency  through  which  she  had  adopt- 
ed it  because  the  mother  felt  that  she  might 
develop  some  jealousy  towards  the  child  who 
had  helped  her  achieve  what  she  and  her  hus- 
band alone  had  apparently  been  helpless  to  do. 
Within  a few  months  after  the  child  had  been 
returned  to  the  agency  it  was  adopted  by  another 
couple.  I ask  the  question:  “Is  it  a good  thing  for 
any  child  to  have  three  mothers  in  one  year?” 

The  next  instance  involved  a couple  who  had 
been  married  for  ten  years  without  pregnancy. 
This  couple  had  decided  that  they  wished  to 
adopt  a child  and  went  to  a physician  who  deem- 
ed himself  not  well  enough  versed  in  this  field 
to  issue  a certificate  of  relative  or  absolute  ster- 
ility. In  the  history  it  became  apparent  that  no 
real  attempt  had  been  made  at  coitus  after  several 
episodes  of  dyspareuia  during  the  first  week  of 
marriage.  Examination  revealed  the  presence  of 
an  intact  hymen.  Following  instruction  to  the  pa- 
tient, pregnancy  promptly  resulted. 

While  the  male  factor  in  infertility  is  primarily 
the  realm  of  the  urologist,  many  items  become 
apparent  in  the  gynecologic  history  that  may  not 
become  apparent  when  the  husband  is  ques- 
tioned. A common  statement  by  wives  is  that 
“My  husband  has  plenty  of  semen.  Examination 
of  the  semen  of  such  partners  may  confirm  that 
as  much  as  10  to  12  cc  of  seminal  fluid  is  present 
with  a normal  total  count  of  spermatozoa,  but  in 
very  low  concentration.  Another  common  state- 
ment by  wives  relative  to  their  husband  is  that 
he  is  not  virile.  Virilism  to  women  means  mascu- 
line idealism  which  is  not  synonymous  with  good 
sperm  production.  Even  in  the  male  with  a figure 
of  Atlas,  this  finding  is  not  necessarily  consistent 
with  fertility. 

Potency  on  the  other  hand  means  the  ability 
to  produce  and  to  maintain  an  erection  for  a long 
enough  time  to  effect  satisfactory  coitus.  Potency 
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also  is  not  synonymous  with  fertility.  Fertility 
implies  the  capacity  to  produce  a good  sperm 
specimen.  Since  potency  means  the  ability  to 
effect  satisfactory  coitus,  impotence  signifies  that 
the  male  cannot  effect  satisfactory  coitus;  coitus 
in  many  of  these  men  can  last  only  for  one  half 
to  two  or  three  minutes.  This  however  is  not 
synonymous  with  infertility  because  even  the 
impotent  male  may  possess  the  capacity  to  pro- 
duce a good  sperm  specimen. 

Artificial  insemination  is  an  area  which  arouses 
any  number  of  fantasies.  Artificial  insemination 
is  of  two  types  (homologous  or  donor  insemina- 
tion). In  the  homologous  type  there  is  no  pro- 
nouncement except  a religious  one.  The  Catholic 
Church  is  opposed  even  to  the  use  of  the  hus- 
band’s semen  for  artificial  insemination.  In  donor 
insemination  the  problems  become  multiple: 
medical,  religious,  and  legal.  The  medical  items 
in  artificial  insemination  are  the  simplest,  but 
the  non  medical  create  the  greatest  controversies. 
The  physician  has  to  choose  a suitable  donor  and 
the  considerations  include  that  he  should  re- 
semble the  husband  in  looks,  physique,  tempera- 
ment, character,  coloring,  social  background,  etc. 

Professor  Luvern  Rieke  of  the  School  of  Law 
has  kindly  consented  to  discuss  the  legal  aspects 
of  artificial  insemination. 

Luvern  V.  Rieke,  LL.M.: 

Social  attitudes  concerning  fertility  as  a factor 
running  parallel  to  medical  progress,  or  perhaps 
in  opposition  to  the  development  of  some  medical 
techniques,  pose  many  interesting  legal  prob- 
lems. It  is  not  uncommon  to  discover  diametric- 
ally opposed  social  attitudes  developing  within 
a single  group.  During  the  second  world  war,  I 
was  stationed  for  several  years  in  Asia  and  re- 
member seeing  numerous  fertility  shrines  where 
women  who  desired  children  would  come  to 
worship.  These  women  expressed  one  point  of 
view.  A contrasting  attitude  was  indicated  by 
placards,  conveying  contraceptive  information, 
which  were  pasted  upon  the  fertility  symbols. 
The  law,  as  the  method  by  which  people  seek  to 
place  their  collective  sense  of  morals  and  values 
into  a form  which  can  be  implemented  by  gov- 
ernment, is  caught  between  these  conflicting 
forces.  The  result,  of  course,  is  a rather  dramatic 
struggle  between  the  desire  to  regulate  the 
quantity  and  quality  of  the  population  on  one 
hand,  while  protecting  and  fulfilling  the  expec- 
tations of  would-be  parents  on  the  other  hand. 
Since  no  consistent  public  concensus  has  evolved 


in  regard  to  fertility  practices,  it  is  not  surpris- 
ing to  discover  that  our  law  in  this  area  is  rudi- 
mentary and  that  there  are  many  problems  which 
cannot  be  given  a certain— or  even  a reasonably 
clear— answer.  These  observations  apply  to  most 
facets  of  fertility  practice,  but  the  area  in  which 
legal  guidance  is  most  clearly  absent  concerns 
the  matter  of  artificial  insemination.  Since  this 
is  the  case,  I will  confine  my  comments  to  the 
questions  posed  by  artificial  insemination. 

It  is  commonly  supposed  that  artificial  insemi- 
nation in  which  only  semen  of  the  mother’s  hus- 
band is  employed  does  not  raise  significant  legal 
issues.  While  this  is  not  entirely  accurate,  it  is 
perhaps  safe  to  say  that  the  probability  of  legal 
complications  resulting  from  artificial  insemina- 
tion using  the  husband’s  semen  is  slight.  At  least 
we  will  assume  this  to  be  so  and  proceed  to  the 
cases  involving  semen  of  a third  party  donor. 

Articles  appearing  in  popular  publications 
usually  see  this  as  a problem  of  the  status  of  the 
child.  This  is  a severely  truncated  view.  The 
mother,  her  husband,  the  donor  and  the  medical 
practitioner  are  also  placed  into  positions  of  un- 
certain legal  consequences.  Indeed,  the  living 
ancestors,  the  lineal  descendants,  and  collateral 
relatives  of  the  mother,  her  husband  and  the 
donor  also  have  cause  for  concern.  Questions 
may  arise  in  the  context  of  criminal  liability,  tort 
vulnerability,  or  civil  responsibility  for  support. 
It  may  be  advantageous  to  consider  these  broad 
classes  of  actions  separately  in  the  hope  of 
achieving  some  clarity  of  the  issues  involved. 

An  argument  can  be  made  that  donor  artificial 
insemination  violates  several  criminal  laws.  A 
few  court  decisions  have  indicated  that  the 
mother  committed  adultery  in  submitting  her  re- 
productive system  to  semen  of  one  other  than 
her  husband.  These  decisions  have  been  made 
in  civil  cases  however.  A possibility  exists  that 
the  same  determination  could  be  reached  in  a 
criminal  action,  but  certainly  it  is  remote.  A 
similar  contention  could  be  made  with  regard 
to  the  crimes  of  lewdness,  statutory  rape,  and 
fornication.  Such  arguments  would  be  unreal- 
istically technical  however,  and,  in  light  of  the 
relatively  infrequent  prosecution  of  sex  crimes 
generally,  one  could  predict  that  prosecutors 
would  have  slight  interest  in  the  exotic  posi- 
tion they  would  be  forced  to  assume  in  alleging 
criminal  violations  of  the  type  here  suggested. 
On  the  other  hand,  there  is  one  area  of  criminal 
responsibility  from  which  I see  no  escape.  Birth 
records  must  be  made  and  falsification  is  erimi- 
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nal.  It  is  unlikely  that  the  true  biological  father 
will  be  identified  or  that  paternity  will  be  stated 
as  unknown.  The  practice  of  some  medical  men, 
apparently,  is  to  have  the  child  delivered  by 
another  doctor  who  does  not  know  the  facts  of 
paternity  and  who  can  execute  the  birth  certifi- 
cate in  good  faith.  This  is  a feeble  and  probably 
ineffective  attempt  to  evade  the  requirement  of 
the  law.  The  medic  must  recognize  that  donor 
artificial  insemination  may,  directly  or  indirectly, 
expose  him  to  criminal  punishment  in  this  regard. 

A recent  case  in  England  illustrates  another 
problem.  The  doctor  who  had  performed  arti- 
ficial insemination  operations  learned  that  a boy 
and  girl,  both  the  biological  children  of  a com- 
mon donor,  were  to  be  married.  The  marriage 
would  have  been  a violation  of  the  local  law. 
The  marriage  was  not  entered  into  so  no  legal 
action  resulted,  but  the  issue  is  clear  enough. 
Whatever  the  doctor's  legal  responsibility  may 
have  been  in  the  case,  if  there  would  have  been 
any  at  all,  his  ethical  problem  is  obvious. 

On  the  whole  it  seems  that  our  criminal  laws 
simply  are  too  cumbersome  for  use  in  the  deli- 
cate problems  of  artificial  insemination.  While 
the  possible  criminal  consequence  cannot  be  en- 
tirely ignored,  they  may  be  largely  discounted. 
After  all,  law  is  supposed  to  be  sensible,  and  it 
makes  no  sense  to  take  a criminal  statute  so  far 
from  the  context  of  its  enactment. 

The  possibility  of  civil  action  for  damages  is 
another  story.  Here  the  exposure  of  the  doctor, 
and  perhaps  the  donor,  is  real.  The  defendant  in 
such  an  action  would  not  be  in  a happy  position. 
The  normal  arguments  favoring  the  medical 
practitioner— that  he  is  working  for  the  public 
welfare  and  health,  that  his  actions  have  social 
approval,  that  he  must  be  permitted  some  lee- 
way for  experiment— would  not  be  very  per- 
suasive. No  matter  what  the  opinion  of  the  spe- 
cialist may  be,  it  seems  clear  that  donor  artificial 
insemination  has  not  received  public  approval 
at  this  date. 

It  does  not  require  an  active  imagination  to 
list  a variety  of  tort  actions  possibly  applicable 
to  these  cases.  A disgruntled  husband  may  de- 
cide to  try  his  luck  in  an  alienation  of  affections 
or  criminal  conversation  action.  A full-blood 
sibling  may  think  he  has  an  action  for  inter- 
ference with  his  right  of  inheritance.  Any  un- 
fortunate result— a handicapped  child,  a still- 
birth, mismatching  of  racial  or  other  physical 
characteristics,  and  so  forth— is  virtually  an  in- 


vitation to  suit  for  negligence.  Perhaps  even  a 
breach  of  warranty  sales  theory  could  be  applied 
in  these  instances.  The  hapless  defendant  in  the 
litigation  might  find  that  his  malpractice  insur- 
ance does  not  cover  a judgment  rendered  against 
him.  If  he  has  been  cautious  enough  to  obtain 
waivers  or  releases  from  the  parties  involved 
and  it  might  be  observed  that  the  procurement 
of  a waiver  from  all  possible  plaintiff s is  imprac- 
tical, he  may  discover  that  these  releases  are 
invalid  because  they  attempt  to  relieve  the  de- 
fendant from  illegal  conduct.  Even  if  it  is  as- 
sumed that  releases  are  not  invalid  because  of 
illegality,  there  are  further  hazards  in  the  form 
of  lack  of  competency  of  the  parties  arising  from 
non-age  or  mental  deficiency.  A quick  compar- 
ison of  the  competency  standards  required  in 
adoption  releases  will  illustrate  the  nature  of  this 
problem.  It  is  not  my  purpose  to  suggest  that 
releases  are  without  value.  To  the  contrary,  they 
do  have  considerable  practical  value.  The  point 
is  that  in  difficult  cases,  when  the  releases  are 
most  needed,  the  inducement  to  attack  their  vali- 
dity and  the  probability  of  demonstrating  invali- 
dity will  reach  the  highest  level.  Until  there 
has  been  legislation  or  litigation  to  establish 
precedent,  one  can  only  guess  what  decision  may 
be  reached. 

Turning  now  from  both  the  criminal  and  tort 
questions  to  the  question  of  status  of  the  child, 
we  find  the  greatest  source  of  confusion.  The 
issue  of  legitimacy  is  legally  significant,  quite 
apart  from  social  or  emotional  considerations, 
because  it  is  the  basis  upon  which  so  many  “re- 
lational” problems  are  decided.  The  problems 
deal  with  the  obligation  to  support,  the  preroga- 
tives of  control,  the  drafting  of  wills,  contracts, 
insurance  policies,  tax  returns,  citizenship  papers, 
and  so  on  through  an  almost  unlimited  series  of 
common,  daily  determinations.  Almost  certainly 
the  first  litigation  involving  artificial  insemina- 
tion will  arise  in  this  context— in  fact  such  cases 
are  already  appearing.  Does  the  husband  of  the 
mother  have  a right  to  child  custody  in  the 
event  of  divorce?  Courts  in  the  United  States 
have  answered  both  yes  and  no.  Does  the  hus- 
band have  an  obligation  to  support  the  child? 
Again  the  answer  has  been  yes  and  no.  Does 
the  husband  who  has  not  consented  to  donor 
artificial  insemination  have  a ground  for  divorce? 
Foreign  courts  have  said  yes  and  no.  Can  the 
husband  who  has  consented  subsequently  change 
his  position  and  deny  obligation  to  support? 
One  court  said  no,  but  when  the  wife  tried  to 
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collect  in  another  jurisdiction  the  court  of  that 
state  said  yes. 

Does  the  donor,  if  his  identity  is  discovered, 
have  an  obligation  to  support  the  child?  A literal 
reading  of  the  paternity  statute  of  one  state 
would  clearly  say  yes,  although  no  decision  so 
holding  has  been  found.  An  argument  for  such 
obligation  could  be  made  under  the  Washington 
recognition-of-paternity  statute  if  the  donor  has 
signed  a consent  for  the  use  of  his  semen. 

Does  the  child  inherit  as  a whole  blood  or  a 
half  blood?  Is  he  a pretermitted  heir  (a  child 
not  provided  for  who  takes  an  intestate  share)  if 
he  is  not  expressly  excluded  from  a will?  Whose 
will?  No  answer  to  these  questions  has  been  sug- 
gested. Questions  concerning  descent,  probate, 
and  property  titles  can  be  multiplied  almost 
without  end. 

In  similar  fashion,  a substantial  number  of 
questions  can  be  anticipated  in  connection  with 
insurance,  trusts,  social  security,  A.D.C.  pro- 
grams, and  related  situations  where  the  child’s 
legitimacy  may  be  brought  into  question.  To 
say  the  donor  artificial  insemination  child  is  legit- 
imate assumes  something  as  yet  far  from  certain. 
The  suggestion  that  a legal  adoption  may  be 
employed  to  put  these  matters  at  rest  creates 
an  interesting  dilemma.  One  does  not  adopt 
one’s  own  legitimate  child.  Will  these  parents 
care  to  admit  the  illegitimate  status  by  petition- 
ing for  adoption?  What  answer  would  be  given 
to  the  question  of  the  child’s  paternity?  If  the 
origin  is  admitted,  need  the  donor  be  identified? 
Not  even  perjury  would  seem  an  easy— much 
less  lawful— answer  to  these  queries. 

It  will,  of  course,  be  noted  that  most  of  these 
problems  will  arise  only  if  the  biological  ances- 
try of  the  child  is  known,  and  one  may  ask 
whether  ignorance  of  this  fact  is  not  an  answer 
in  almost  every  case.  This  ignores  the  obvious 
fact  that  at  least  four  people  will  normally  know, 
or  can  easily  discover,  the  truth  about  the  child. 
If  economic  or  other  advantage  requires  disclo- 


sure of  this  fact,  it  seems  likely  that  the  secret 
will  not  be  protected.  Indeed  parties  who  sus- 
pect the  parentage  of  a child  may  resort  to 
subpoena  to  discover  the  fact.  The  privilege 
against  disclosure  of  doctor-client  transactions 
may  be  waived  by  the  patient,  assuming  that  a 
privilege  exists  at  all  in  cases  of  such  question- 
able legality.  Ordinarily,  the  husband-wife  ex- 
emption from  testimonal  compulsion  will  not  be 
applicable.  In  short,  the  fact  of  artificial  insemi- 
nation may  not  be  at  all  difficult  to  establsh. 

In  conclusion,  two  points  seem  of  special  sig- 
nificance. First,  the  law  has  only  started  to  de- 
velop in  this  area  and  no  one  can  predict  ac- 
curately what  results  will  be  reached  if  the  de- 
velopment is  left  to  case  by  case  growth.  Sec- 
ond, legislation  would  be  appropriate  to  clarify 
the  issues  and  guide  solutions  into  appropriate 
channels.  Six  states  have  introduced  legislation 
dealing  with  artificial  insemination,  but  none 
has  been  enacted.  New  York  City  has  an  or- 
dinance setting  health  standards  in  collection 
and  storage  of  semen.  A few  foreign  nations 
have  scattered  bits  of  legislation.  The  problems 
are  real  and  significant  enough  to  warrant  legis- 
lative attention.  If  the  practice  continues,  the 
increase  in  litigable  issues  will  no  doubt  bring 
legislation.  What  form  the  legislation  will  take, 
that  is  whether  it  will  regulate  and  legalize  or 
will  prohibit  artificial  insemination,  will  be  large- 
ly influenced  by  the  nature  of  cases  arising.  Per- 
sons desiring  a more  controlled  legislative  de- 
velopment might  be  well  advised  to  seek  legis- 
lation before  accident  colors  the  outcome. 

Until  legislation  is  accomplished,  about  all 
the  doctor  can  do  for  himself  and  his  client  is 
to  suggest  consultation  with  a competent  lawyer. 
The  careful  preparation  of  documents  for  the 
individuals  involved  would  be  of  considerable 
assistance  to  the  mother,  her  hubsand,  the  child, 
and  perhaps  to  the  doctor  and  donor.  Just  how 
helpful  is  a question  which  cannot  be  answered 
now. 


Question  and  Answer  Session 

Q:  Isn’t  the  male  role  in  infertility  much  greater  contributes  to  infertility  in  another  20  per  cent, 

than  has  been  mentioned  here  today?  I wonder  so  that  40  to  50  per  cent  of  cases  of  infertility 

if  that  has  not  been  minimized.  can  be  ascribed  to  a male  factor.  I would  like  to 

, ask  Dr.  Scheinman  if  he  would  like  to  comment 

Moderator:  ^ ^ 

I think  your  question  is  well  taken,  and  that 

is  why  we  have  Dr.  Scheinman  with  us.  We  did  A:  Dr.  Scheinman-l  quite  agree  with  your 
mention  that  the  husband  alone  is  responsible  statement.  I don  t think  parthenogenesis  is  for 

for  infertility  in  some  20  per  cent  of  cases  and  us  in  the  near  future  anyway.  I find  that  close 
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to  50  per  cent  of  the  males  sent  to  me  for  inves- 
tigation have  some  abnormality,  either  inflamma- 
tory disease  of  the  prostate  or  low  or  absent 
sperm  in  the  ejaculate. 

Dr.  ( le  Alvarez:  I think  there  should  be  some 
augmentation  to  the  response  relative  to  the  pre- 
ponderance of  gynecologists  on  the  panel  be- 
cause it  is  the  gynecologist  who  is  frequently 
consulted  first.  For  example,  a couple  of  weeks 
ago,  a patient  was  sent  to  this  hospital  for  donor 
artificial  insemination,  from  out  of  town.  There 
was  a laboratory  report  of  azoospermia.  The 
gynecologist  has  the  responsibility  of  determin- 
ing first  that  the  female  is  suitable  for  fertility 
and  for  artificial  insemination,  if  indicated,  and 
also  in  following  up  and  pointing  out  to  the  pa- 
tient that  additional  study  of  the  husband  might 
have  to  be  carried  out.  On  that  morning  fortu- 
nately, the  husband  was  with  her  so  that  we 
could  and  did  obtain  a specimen  from  him.  We 
kept  a portion  of  it  and  sent  the  other  portion 
to  the  laboratory  and  on  the  two  separate  exami- 
nations found  the  spermatozoa  to  be  entirely 
normal.  Thus  more  than  one  examination  may 
be  necessary  and  the  gynecologist  shares  some 
of  the  responsibility  in  evaluating  the  family. 
In  problems  of  infertility,  he  is  dealing  with  a 
couple  and  not  with  a patient. 

Moderator:  I would  like  to  ask  what  steps 
should  be  taken  in  evaluating  infertility  in  the 
male  when  there  are  no  abnormalities  in  the  his- 
tory or  in  the  physical  examination  to  suggest  a 
diagnosis. 

Dr.  Scheinnmn:  We  must  determine  in  cases 
of  azoospermia  whether  it  is  of  the  obstructive 
or  non-productive  type.  Obstructions  may  occur 
from  previous  surgery  such  as  herniorrhaphy, 
or  they  may  be  on  a congenital  basis  where 
there  is  failure  of  fusion  of  the  tract— rarely,  the 
vas  deferens  may  not  be  attached  to  the  epi- 
didymis. Obstruction  on  an  inflammatory  basis 
may  follow'  gonorrhea  or  a non-specific  infection. 
We  do  the  routine  history,  physical  examination, 
sperm  study  and  thyroid  evaluation.  If  we  un- 
cover no  clues  here,  we  want  to  investigate  fur- 
ther to  determine  whether  we  are  dealing  with 
obstruction  or  poor  production.  This  is  done 
usually  at  one  sitting  under  anesthesia  in  the 
operating  room.  We  start  out  with  cystoscopy  in 
an  attempt  to  catheterize  the  ejaculatory  ducts  to 
inject  them  with  an  opaque  solution  to  determine 


patency.  This  is  often  technically  impossible. 
We  then  open  the  scrotum  and  pick  up  the  vas 
close  to  its  attachment  to  the  epididymis,  to  in- 
ject it  with  radio-opaque  solution  and  make  a 
vasogram.  If  we  rule  out  obstruction,  we  then 
aspirate  the  head  of  the  epididymis.  If  we  find 
viable  sperm  here,  we  consider  a transplant  of 
the  vas.  At  this  time,  too,  we  take  a biopsy  of 
the  testicle  because,  depending  on  the  degree  of 
change,  we  can  postulate  w'hether  or  not  hor- 
monal therapy  is  indicated.  Mild  degrees  of 
sperm  malproduction,  disorganized  spermato- 
genesis, or  incomplete  germinal  cell  arrest  some- 
times respond  to  hormone  treatment  while  ex- 
tensive areas  of  regional  fibrosis  and  germinal 
cell  atrophy  will  not.  If  at  this  time  we  find 
no  viable  sperm,  then  we  close  this  side  and  re- 
peat this  process  on  the  other  gonad.  Very  often 
we  will  find  viable  sperm  in  the  head  of  the 
epididymis,  and  we  do  a vaso-epididymostomy. 
The  result  is  often  poor,  but  we  at  least  offer 
the  patient  some  hope  and  encouragement. 

Q:  What  is  the  role  of  blood  group  incompati- 
bilities in  infertility? 

A:  Dr.  de  Alvarez— There  has  been  some  recent 
work  on  this,  and  some  of  this  work  has  been 
done  by  a member  of  the  staff  of  the  University 
of  Washington,  Dr.  Thieme,  provost  of  the  Uni- 
versity'. He  participated  and  collaborated  in  a 
project  in  ABO  factors  related  to  infertility'  in 
conjunction  with  Dr.  Berman  at  the  University' 
of  Michigan  and  this  is  well  written  up  in  the 
American  Journal  of  Obstetrics  and  Gynecology; 
I think  it  is  April,  1960.  It  does  show  that  there 
is  a relationship  between  some  of  the  incompati- 
bilities in  the  major  blood  groups  and  infertility'. 
It  suggests  then  that  this  should  be  a part  of  the 
evaluation  of  all  otherwise  unexplained  infer- 
tility. 

Q:  What  is  the  influence  of  the  climate  on  re- 

production? 

A:  Dr.  de  Alvarez— Bioclimatology  has  been 

stated  to  influence  everything  as  far  as  gyneco- 
logic and  the  obstetric  phenomena  are  concerned. 
It  is  well  known  that  fertility  is  more  common 
in  the  torrid  zone  than  it  is  in  the  Arctic  zone 
and  Antarctic  zone,  I don’t  know  about  the  Ant- 
arctic, only  the  Arctic.  But  infertility  is  a prob- 
lem everywhere.  Most  infertility  in  the  torrid 
zone  is  due  to  mechanical  factors  usually  because 
in  those  countries  the  largely  non-white  races 
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show  a very  high  incidence  of  uterine  myomata 
as  a contributory  cause  of  infertility. 

Moderator:  It  has  been  mentioned  that  psy- 
chogenic factors  are  important  and  that  some 
women  who  come  to  an  infertility  clinic  actually 
should  not  become  pregnant  on  a psychiatric 
basis.  Many  of  them  come  without  any  desire 
for  conception.  Would  Dr.  Hampson  propose 
that  every  woman  complaining  of  infertility 
should  first  be  seen  by  a psychiatrist  before  she 
is  seen  by  a gynecologist? 

Dr.  Hampson:  I think  our  traditional  ways  of 
doing  this  are  quite  reasonable.  I think  that  the 
gynecologist  could  well  call  in  a psychiatrist 
more  often  than  it  is  done.  You  don’t  have  to 
be  quite  so  scared  of  us. 

Moderator:  I would  like  to  ask  Professor  Rieke  if 
he  would  advise  the  students  not  to  use  artificial 
insemination  until  further  legislation  is  passed. 

Dr.  Rieke:  I suspect  that  you  didn’t  mean  to 
load  that  one,  but  you  did.  It  has  been  said 
that  a lawyer  would  never  make  a good  business- 
man because  he  sees  only  risks  and  never  oppor- 
tunities. The  answer  is  this:  I would  tell  the 
young  man,  as  I would  tell  a client  on  any  sort 
of  a problem,  that  there  are  some  very  definite 
and  real  hazards  that  he  is  running  into.  I would 
try  to  give  him  an  indication  of  the  extent  to 
which  I could  minimize  those  hazards.  I would 
try  ultimately  to  give  him  something  like  odds. 
Then  in  the  last  analysis  when  I had  informed 
him  as  completely  as  I could,  I would,  of  course, 
leave  the  decision  to  him. 

Q:  Does  amenorrhea  equal  infertility? 

A:  Moderator— To  the  best  of  my  knowledge,  a 
person  who  does  not  menstruate,  usually  does 
not  ovulate.  Therefore  conception  would  not 
be  likely.  However,  during  a period  of  amenor- 
rhea, ovulation  may  occur  13  to  15  days  prior  to 
the  onset  of  a menstural  flow  that  came  unex- 
pectedly. 

Dr.  de  Alvarez:  I think  it  is  a risky  assumption 
to  presume  that  amenorrhea  is  effective  contra- 
ception. We  have  women  in  the  King  County 
Hospital  and  in  practice  as  well  who  haven’t 
menstruated  for  years  but  who  have  a child 
predictably  every  year.  Certainly  the  amenor- 
rhea of  the  post  delivery  phase,  the  amenorrhea 
of  lactation,  is  a notoriously  poor  contraceptive 
index.  We  all  have  seen  many  patients  who 


have  actually  been  under  evaluation  for  amen- 
orrhea, where  pregnancy  has  intervened,  at  least 
we  presume  it  wasn’t  there  at  the  beginning  of 
the  investigation. 

Q:  What  are  the  implications  of  using  a mixture 

of  homologous  and  heterologous  semen  in  arti- 
ficial insemination? 

A:  Dr.  Rieke— It  doesn’t  really  change  anything 
as  far  as  the  ultimate  result  of  the  problem  except 
to  strengthen  the  presumption  of  a legitimate 
birth.  While  that  presumption  is  fairly  strong, 
it  is  subject  to  attack.  I would  assume  that  I 
could  demonstrate,  with  your  assistance  by  blood 
grouping  or  some  other  skill  that  you  would  have 
as  an  expert  witness,  that  this  child  was  not  the 
child  of  the  mother’s  husband.  If  I could  demon- 
state this,  nothing  would  have  been  changed, 
not  even  the  representation  that  would  be  made 
on  the  birth  records. 

Q:  And  if  you  could  not  demonstrate  this? 

A:  Dr.  Rieke— If  I could  not  demonstrate  this, 
most  surely  the  presumption  of  legitimacy  would 
carry.  If  it  would  be  possible  to  match  the 
donor’s  and  husband’s  semen  so  well  that  later 
on  it  cannot  be  demonstrated  that  the  child  was 
not  the  child  of  the  husband,  then  illegitimacy 
could  not  be  proven.  The  only  possible  irregu- 
larity then  would  be  the  falsification  of  a birth 
record. 

Moderator:  What  are  the  occupational  hazards 
as  far  as  spermatogenesis  is  concerned?  For  ex- 
ample radiologists,  mountain  climbers,  test  pilots 
and  occupations  where  the  temperature  around 
the  testicles  is  unusually  high. 

A:  Dr.  Scheinman— It  has  been  demonstrated 
that  raising  the  temperature  of  the  testicles  to 
104  degrees  for  a period  of  90  minutes  will  result 
in  azoospermia  for  variable  periods  up  to  two 
weeks,  but  I don’t  think  this  is  a reliable  form  of 
contraception.  Radiation  hazards  to  the  gonads 
are  well  known.  Any  febrile  illness  may  tempor- 
arily depress  the  sperm  count.  I don’t  know  of 
any  drug  or  dye  or  fume  hazards.  The  cremaster 
muscle  of  course  controls  the  temperature  of  the 
testicles  quite  well.  I don’t  think  cold  would 
interfere  with  spermatogenesis  the  way  heat 
does.  It  might  slow  motility,  but  it  might  prolong 
life  of  the  sperm.  Interestingly,  tests  on  athletes 
have  demonstrated  that  extreme  fatigue  does 
not  affect  sperm  counts  or  motility.  ■ 
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Stastistically  Speaking 

III.  Variability 


WARREN  K.  GARLINGTON,  Ph.  D.  Fort  Steilacoom,  Washington 


People  are  very  contrary  and  capricious  crea- 
tures. Every  time  we  think  we  have  detected 
some  kind  of  consistency  among  them,  we  find 
on  closer  examination  that  they  are  not  very 
much  alike  after  all.  Granted,  almost  all  of  them 
have  one  head,  two  arms,  and  two  legs,  but  when 
we  start  to  measure  heads  or  arms  or  legs,  then 
we  find  people  van'.  Some  people  are  short, 
some  are  tall,  some  are  fat,  others  skinny,  but 
most  of  them  are  somewhere  between  the  ex- 
tremes. Since  this  variability  does  exist,  the  sta- 
tistician must  find  a way  to  describe  it.  He  needs 
a shorthand  description  of  the  extent  to  which 
people  vary  on  any  particular  trait.  The  measure 
of  variability,  together  with  the  measure  of  cen- 
tral tendency  enables  him  to  give  us  a more 
complete  description  of  a group  or  distribution 
of  measurements. 

Last  month  we  discussed  measures  of  cen- 
tral tendency:  the  mean,  median  and  mode. 
Each  summarized  a group  of  scores  by  telling 
us  what  to  expect  from  the  typical  member  of 
the  distribution.  If  a physician  is  interested  in 
knowing,  on  the  average,  the  incubation  period 
of  “Disease  Y,”  he  finds  his  information  by  cal- 
culating the  mean. 

But  let  us  take  another  look  at  Table  1,  the 
frequency  distribution  of  the  incubation  period 
of  “Disease  Y”  for  40  patients.  In  this  distribu- 
tion the  mean  incubation  period  is  five  days.  A 
glance  at  the  table,  however,  tells  us  that  a good- 
ly number  of  the  patients  weren’t  “typical.”  Some 
developed  “Disease  Y”  earlier,  and  some  later 
than  five  days  after  exposure.  We  just  don’t 
know  from  the  mean  how  much  “spread”  there 
is  above  or  below  the  typical  score.  Yet  this  in- 
formation is  important.  Very  often  we  want  to 
know  both  how  soon  we  can  expect  the  first 
symptoms  and  when  we  can  quit  worrying  about 
them;  we  want  to  know  the  shortest  and  longest 
possible  incubation  periods. 

Using  the  means  alone  can  be  misleading 
when  we  are  comparing  two  groups  of  people. 


How?  Just  suppose  the  data  in  Table  1 represent 
only  males.  Like  all  wise  men  we  hesitate  to 
make  statements  about  females  on  the  basis  of 

Table  1 

Frequency  Distribution  of  the  Incubation  Period  of  "Disease  Y" 


for  40  Male 

Patients 

(Fictitious 

Data) 

1 

2 

3 

4 

5 

6 

Days  (X) 

freq.  (f) 

fX 

D 

D2 

fD2 

1 

1 

1 

-4 

16 

16 

2 

3 

6 

-3 

9 

27 

3 

3 

9 

-2 

4 

12 

4 

7 

28 

—1 

1 

7 

5 

11 

55 

0 

0 

0 

6 

8 

48 

1 

1 

8 

7 

4 

28 

2 

4 

16 

8 

2 

16 

3 

9 

18 

9 

1 

9 

4 

16 

16 

40 

200 

120 

men’s  scores.  Women  are  notoriously  different 
from  men  in  many  respects.0  Being  wise— and 
cautious— scientists  we  observe  a group  of  fe- 
males exposed  to  “Disease  Y,”  note  down  the 
period  between  exposure  and  first  symptoms,  and 
then  organize  the  data  into  Table  2 as  we  did 
for  the  males.  The  mean  incubation  period  for 
the  females  turns  out  to  be  4.5  days.  If  we  pay 
attention  only  to  the  means,  we  would  conclude 
that  females  have  a shorter  incubation  period 


Table  2 

Frequency  Distribution  of  the  Incubation  Period  of  "Disease  Y" 
for  40  Female  Patients  (Fictitious  Data) 


1 

Days  (X) 

1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 


2 3 

freq.  (f)  fX 

3 3 

6 12 

7 21 

8 32 

5 25 

3 18 

2 14 

2 16 

2 18 

1 10 

1 11 

40  180 


Copyright  Warren  K.  Garlington,  1961. 


•Vive  la  difference! 
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than  do  males.  A glance  at  Figure  1,  however, 
shows  us  that  while  females  on  the  average  tend 
to  develop  the  disease  in  a shorter  time  than 
do  males,  some  females  actually  have  a longer 
incubation  period  than  any  of  the  males  exam- 
ined. Thus,  the  means  by  themselves  are  not  suf- 
ficient to  give  us  this  information;  some  measure 


INCUBATION  PERIOD  (DAYS) 

Figure  1.  Graphic  comparison  of  the  Male  and  Female 
Distributions  of  the  Incubation  Period  of  “Disease  Y” 
(fictitious  data). 

of  the  variability  is  needed  to  complete  the  pic- 
ture. 

range  and  standard  deviation 

The  range  is  commonly  used  as  a measure  of 
variability,  the  spread  of  scores.  It  is  simply  the 
difference  between  the  highest  and  the  lowest 
scores  occurring  in  the  distribution.  For  the 
male  distribution  the  range  is  8 (9-1=8);  for  the 
females  the  range  is  10  (11-1  = 10).  Although  it 
is  easy  to  calculate,  the  range  tends  to  be  mis- 
leading whenever  a few  very  deviant  scores  are 
found  in  the  distribution.  For  example,  a re- 
searcher is  investigating  the  age  of  onset  of  men- 
struation. The  data  collected  might  indicate 
that  the  menarche  of  the  great  majority  of  girls 
studied  occurred  between  the  ages  of  10  and  15. 
However,  one  girl  in  the  sample  began  at  age  7, 
and  another,  a bit  delayed,  at  age  19.  In  this 
case  the  range  (12)  would  not  really  be  repre- 
sentative of  the  overall  picture.  A further  dis- 
advantage of  the  range  as  a measure  of  variabil- 
ity is  that  it  gives  no  indication  of  how  the  var- 
ious scores  cluster  around  the  mean.  The  scores 
may  be  evenly  distributed  from  the  lowest  value 
to  the  highest,  may  be  huddled  at  one  end  of 
the  scale,  or  arranged  in  any  other  way. 


The  most  commonly  encountered  measure  of 
variability  is  the  standard  deviation,  symbolized 
by  the  small  Greek  letter  sigma,  a,  or  sometimes 
by  S.D.,  or  just  S.  It  is  a valuable  statistic,  not 
only  as  a measure  of  variability,  but,  as  we  shall 
see  in  another  article,  it  plays  an  important  part 
in  our  efforts  to  make  inferences  about  large 
populations  of  people  on  the  basis  of  measure- 
ments made  on  only  a few  persons.  Most  people 
when  they  first  become  acquainted  with  the  rela- 
tively complex  S.D.  wonder  why  statisticians  in- 
sist on  making  matters  more  complicated  than 
necessary.  There  are  easier  ways  of  handling 
variability,  but  the  S.D.  is  a useful  tool  in  a num- 
ber of  ways,  including  its  application  in  the  nor- 
mal distribution  curve  to  be  discussed  next 
month.  S.D.  also  gives  us  a clue  about  the  repre- 
sentativeness of  the  mean.  A large  S.D.  indi- 
cates considerable  scattering  of  scores  around  the 
mean  and  makes  us  less  confident  that  the  mean 
is  a score  typical  of  many  persons  in  the  group. 
On  the  other  hand,  a small  S.D.  tells  us  that  the 
individual  scores  tend  to  cluster  more  closely 
around  the  mean,  and  hence  we  are  more  confi- 
dent that  it  is  quite  representative  of  the  group 
we  have  measured. 

The  standard  deviation  has  been  defined  in 
terms  of  its  derivation:  “the  square  root  of  the 
mean  of  the  squares  of  the  individual  deviations 
from  the  mean  of  the  distribution.”  Mathematic- 
ally this  becomes: 


A knowledge  of  calculation  procedures  is  not 
necessary  for  an  understanding  of  its  properties, 
but  for  those  who  are  interested,  Columns  4,  5 
and  6 in  Table  1 present  the  steps  taken  in  deter- 
mining the  S.D.  of  the  distribution  of  Male  Incu- 
bation Periods.  Column  4 gives  the  deviation  of 
each  score  from  the  mean.  The  deviations  are 
squared  in  Column  5,  and  in  Column  6 the 
squared  deviation  is  multiplied  by  the  number 
of  cases  with  that  particular  score.  The  sum 
of  the  squared  deviations,  the  total  of  Column 
6,  is  120;  inserting  this  figure  into  the  formula, 
we  then  divide  by  40,  the  number  of  patients, 
and  we  find  the  square  root  of  the  answer,  3. 
Thus  the  standard  deviation  of  these  data  is  1.74 
as  shown  by  figure  2. 

The  conventional  method  the  researcher  uses  to 
present  descriptive  statistics  to  a reader  is  shown 
in  Table  3.  We  interpret  it  as  follows:  On  the 
average  the  incubation  period  for  males  is  slight- 
ly longer  than  for  females,  and  there  is  greater 
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sd 

Figure  2 

tendency  for  male  scores  to  cluster  around  the 
mean,  or  in  another  way,  female  scores  are  more 
spread  out.  If  we  wanted  to  over  generalize,  we 
might  even  add  some  snide  remark  about  women 

Table  3 

Means  and  Standard  Deviations  for  Male  and  Female 
Incubation  Periods  in  Days 

N X S.D. 

Male  40  5.0  1.74 

Female  40  4.5  2.50 

being  less  predictable  than  men— well,  at  least 
in  this  case. 


summary 

The  two  measures  of  variability  most  often  en- 
countered in  research  reports  are  the  range  and 
standard  deviation.  The  range  is  simple  to  cal- 
culate—subtract  the  lowest  from  the  highest 
score— but  it  has  certain  disadvantages.  The 
standard  deviation,  though  more  complicated,  is 
better  at  describing  a distribution  because  it 
tells  us  the  degree  to  which  the  measurements 
tend  to  cluster  around  the  mean.  (Its  other  uses 
will  be  demonstrated  at  a later  date.) 

In  the  next  paper  we  will  continue  our  look 
at  descriptive  statistics  by  considering  the  nor- 
mal distribution  curve  and  its  properties.® 

Psychology  Department 
Mental  Health  Research  Institute 


SOCIALIZED  SUGAR 


The  State  of  Alabama  has  authorized  the  city  of  Mobile  to  float  a bond  issue  (tax 
exempt,  of  course)  to  build  a $12,000,000  sugar  refining  plant  — another  first  for 
socialism.  Government  has  not  heretofore  been  in  the  sugar  refining  business  in  the 
U.S.A.— at  least,  not  directly. 

Socialism  is  the  government  ownership  and  control  of  the  means  of  production. 
Municipal  government  is  no  less  government  than  is  the  federal  apparatus,  nor  is 
socialism  any  the  less  socialism  because  it  is  at  the  municipal  level. 

About  1,900  municipalities  have  socialized  power  and  light.  There  may  be  as 
many  as  700  communities  where  water  and  sewerage  services  are  still  privately  sup- 
plied; in  all  the  rest  — thousands  of  towns  and  cities  — these  services  are  socialized. 
Cities  are  now  operating  hotels,  growing  wheat,  producing  fertilizer,  marketing  milk, 
producing  asphalt  and  cement,  operating  parking  lots,  and  even  running  cocktail  bars! 

The  drift  toward  collectivization  — decried  as  slavery  when  engineered  by  the 
Kremlin  — is  at  an  accelerating  pace  in  the  United  States.  And,  astonishingly  enough, 
this  goes  on  without  the  aid  of  the  customary  socialistic  rationalizations!  Is  socialism 
advancing  under  some  new  force?  Probably  not.  It  is  more  than  likely  that  the  socialistic 
excuses  used  in  the  past  were  nothing  but  catchy  phrases,  never  reasons,  and  that  most 
of  us  have  been  naively  distracted  by  straw  men  while  socialism  has  mushroomed 
unmolested. 

The  end  of  this  road,  be  it  municipal  or  federal,  is  omnipotent  government  which 
becomes  harder  to  live  with,  more  difficult  to  squelch,  with  each  passing  day.  Effective 
squelching  must  rest  on  our  knowing  how  to  combat  this  rapidly  spreading  evil  force. 
Our  lack  of  knowhow,  I submit,  stems  from  an  unintelligent  and  impractical  interpre- 
tation of  self-interest  and,  also  a waning  sense  of  common  justice. 

Were  we  interpreting  our  self-interest  intelligently,  we  would  assist  our  neighbors 
in  stamping  out  their  socialistic  fires  as  readily  as  we  would  our  own.  A conflagration 
destroys  others  than  the  one  with  whom  it  starts.  But  look  at  what  happens;  While  the 
sugar  folks  are  now  crying  “fire,”  all  others  shut  out  their  annoying  plea  for  help.  Nor 
have  the  sugar  refiners  had  ears  for  the  physician’s  warning,  “Medicine  is  being  so- 
cialized,” or  for  the  alarm  sounded  by  the  private  utility'  people,  “Power  and  light  is 
being  socialized.”  Those  who  lack  concern  except  when  their  own  ox  is  being  gored  are 
suspect;  and,  as  a consequence,  the  populace  merely  yawns:  they’re  getting  what’s 
coming  to  them. 
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Notes  from  Foundation  for  Economic 
Education,  January,  1962 


What’s  your  favorite  soup,  Doctor? 

chicken  maybe  ...  so  flavorful  and  so  nourishing.  Or 
hould  we  ask,  what  are  your  favorite  chicken  soups? 
fou  see,  Campbell  offers  5 different  chicken  soups.  Add 
o these  Campbell’s  Turkey  Noodle  Soup,  and  you  have 
mough  kinds  to  please  any  palate. 

Arousing  the  appetite  is,  of  course,  particularly  im- 
>ortant  for  many  of  your  patients.  A warm,  aromatic  soup 
;tarts  the  gastric  juices  flowing.  It  seems  to  make  the 
)ther  foods  taste  better,  and  often  may  brighten  an  in- 
lividual’s  whole  outlook. 

In  our  picture  you  see  some  of  the  ingredients  of  our 
hicken  and  turkey  soups  — tender  poultry  as  well  as 
selected  vegetables.  With  a wide  variety  of  essential  nu- 
trients, these  soups  vary  in  calories  from  an  average  of 
12  to  79  in  a 7 oz.  serving.  Chicken  Vegetable  is  especially 


rich  in  Vitamin  A (approximately  1440  I.U.  per  7 oz. 
serving).  Chicken  with  Rice  is  low  in  fat  (only  about 
0.5  gm.  per  serving). 

There’s  a favorite  soup  for  almost  everybody  among  the 
many  different  Campbell’s  Soups.  Their  natural  goodness 
is  the  result  of  careful  blending  of  the  finest  ingredients. 
Careful  processing  helps  maintain  their  natural  colors, 
flavors  and  nutritive  values.  Write  today 
for  your  copy  of  the  new  series  of  nutri- 
tional analyses  of  our  soups.  Recommend 
Campbell’s  Soups  to  your  patients  . . . enjoy 
them  yourself! 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company,  Dept.  37,  Camden,  N.  J. 


OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Blair  ].  Henningsgaard,  M.D.,  Astoria 
secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


Multnomah's  Second  Annual  Business  and  Planning  Conference 


Best  way  to  get  solid  accomplishment  in  medical 
society  affairs  is  to  get  hard-working  people  together 
over  a rainy  weekend,  in  a pleasant  retreat,  where 
everyone  is  away  from  home  and  the  telephone’s 
cacophony  is  not  interfering  constantly.  Multnomah 
County  Medical  Society  did  exactly  that  when 
it  met  at  the  Village  Green,  at  Cottage  Grove, 
Oregon,  February  16-18.  This  meeting,  only  the 
second  such  held  by  the  Multnomah  group,  was  so 
successful  that  annual  repetition  may  be  expected 
for  many  years  to  come.  Other  groups  could  profit 
by  adopting  the  idea. 

This  was  not  a spectator  meeting  but  a gathering 
of  participants.  Although  three  outstanding  talks 
were  given,  most  of  the  time  was  given  over  to 
concentrated  attention  to  two  of  the  Society's  most 
important  fields  of  activity— grievances  and  public 
relations.  Everyone  in  attendance  was  there  for  a 
purpose.  Well  over  100  were  registered. 

A galaxy  of  special  guests  and  consultants  helped 
inspire  and  inform.  These  included  Ernest  B.  How- 
ard, Assistant  Executive  Vice  President  of  the  Amer- 
ican Medical  Association;  Milton  V.  Davis,  Secre- 
tary-Treasurer of  AMPAC;  Mr.  Richard  Philleo,  Field 
Representative  of  AMA,  Mr.  Joseph  D.  Miller,  Ex- 
ecutive Director  of  AMPAC,  Raymond  M.  McKeown, 
trustee  and  Secretary-Treasurer  of  AMA,  Blair  J. 
Henningsgaard,  President  of  Oregon  State  Medical 
Society,  Max  II.  Parrott,  Past-President  of  OSMS 
and  Chairman  of  OMPAC,  Mr.  Roscoe  Miller, 
Executive  Secretary  of  OSMS,  Mr.  Joe  Mitchell, 
Director  of  Professional  Relations  of  OPS,  Mr.  John  J. 
Coughlin,  Legal  Counsel  for  the  Society,  Mr.  John 
Misko,  Legislative  Counsel,  Mrs.  G.  Prentiss  Lee, 
President  of  Woman’s  Auxiliary  to  OSMS,  Mrs.  J. 
Robert  Lee,  President-Elect  of  MCMS  Auxiliary,  and 
the  Editor  of  Northwest  Medicine. 

The  meeting  was  ably  planned  and  managed  by 
Mr.  Richard  Layton,  Executive  Secretary  of  MCMS 
and  his  staff. 


Most  inspiring  was  the  discussion  of  AMPAC  by 
Milton  V.  Davis.  He  outlined  the  political  situation, 
quoted  from  his  own  experience  at  Dallas,  where 
he  has  been  active  in  politics  for  many  years,  and 
made  a strong  plea  for  financial  support  of  AMPAC. 
He  combines  idealism  with  practical  action.  No  one 
could  have  higher  regard  for  the  profession  of  medi- 
cine, and  part  of  his  message  is  solid  endorsement 
of  medicine’s  position.  As  a practical  worker  in 
politics,  he  knows  the  importance  of  supporting 
those  who  believe  in  individual  responsibility  and 
the  necessity  for  participation  in  person  as  well  as 
financially.  Like  Goldwater  in  his  views  on  com- 
munism, and  MacArthur’s  opinion  about  the  Korean 
conflict.  Dr.  Davis  does  not  believe  in  fighting  un- 
less one  intends  to  win.  He  expects  to  do  so  in  the 
current  political  struggle. 

As  evidence  of  Oregon’s  solid  support  of  AMPAC, 
Max  Parrott  presented  a check  for  $4,000  to  Dr. 
Davis,  with  promise  that  much  more  would  follow. 


Mr.  Joe  D.  Miller,  Executive  Director,  AMPAC;  Milton  V. 
Davis,  Secretary-Treasurer,  AMPAC;  Ernest  B.  Howard, 
Assistant  Executive  Vice-President.  AMA;  Mr.  Richard  N. 
Philleo,  Field  Representative.  AMA;  G.  Prentiss  Lee,  Presi- 
dent-Elect, MCMS. 
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A number  of  those  present  made  contributions  shortly 
after  Dr.  Davis  concluded  his  appeal. 

Bert  Howard’s  discussion,  given  at  the  dinner 
meeting,  Saturday  evening,  was  much  different.  He 
demonstrated  his  complete  and  detailed  knowledge 
of  the  American  Medical  Association,  its  problems 
and  its  functions,  in  a restrained  but  highly  infor- 
mative address.  He  also  foresees  victory  for  the  pres- 
ent but  realizes  the  necessity  for  hard  work  in  the 
future  if  medicine  is  to  retain  present  stature. 

Raymond  McKeown’s  talk  to  the  MCMS  Board 
of  Trustees,  Sunday  morning,  was  also  a sober  pre- 
sentation dealing  mainly  with  his  service  to  Ameri- 
can medicine  during  the  past  five  years  as  a trustee. 
His  major  activities  have  taken  countless  hours,  days 
and  weeks  as  Chairman  of  the  Medical  Disciplinary 
Committee,  Chairman  of  the  Committee  on  Medical 
Rating  of  Physical  Impairment,  and  Chairman  of 
the  Committee  to  Study  Relationships  of  Medicine 


and  Allied  Health  Professions  and  Services. 

Close  observers  of  Dr.  McKeown’s  service  to  his 
profession  have  noted  two  outstanding  character- 
istics. Most  of  his  attention  has  been  focused  on 
the  socio-economic  problems  of  medicine,  and  he  has 
remarkable  ability  to  foresee  future  developments. 
These  qualities  became  apparent  as  he  traced  the 
growth  of  his  interest,  from  the  time  he  led  his  class 
in  medical  school,  through  experiences  during  the 
depression  of  the  early  thirties,  to  his  difficulties 
resulting  from  his  studies  of  the  allied  scientist 
problem.  He  realizes  the  medical  profession  is  not 
yet  fully  aware  of  the  situation  being  created  by  the 
rising  tide  of  those  in  the  ancillary  health  sciences 
and  services  who  already  number  some  3,000,000. 

Another  area  of  profound  interest  but  inadequate 
understanding  is  in  development  of  the  philosophy 
of  medicine,  particularly  as  it  pertains  to  ethics. 
Development  of  human  thought  can  be  traced  rather 


Upper:  Grievance  committee 
in  session.  More  than  a hun- 
dred actual  case  records  were 
studied  and  a new  set  of 
principles  developed  out  of 
accumulated  experience.  Cen- 
ter: Public  relations  commit- 
tee. New  activities  as  well  as 
continuing,  successful  pro- 
grams were  reviewed.  Low- 
er: Board  of  Trustees  met 
Sunday  morning,  Norman 
David  presiding.  The  Board 
heard  Ray  McKeown’s  frank 
discussion  of  AMA  activities. 

Continued  on  page  268 
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FATIGUE 

the  GROWING 
for  treatment 
with 


An  increasing  number  of  reports12-345  attest  to  the  benefits  of  Spartase  in  the  manage  eni 
of  many  types  of  fatigue.  These  also  indicate  the  prevalence  of  fatigue  as  a medical  prolen 
seen  by  physicians  in  almost  every  type  of  practice. 


excellent  response— In  more  than  2000  patients  treated  for  fatigue 
with  Spartase,  response  rate  approached  or  exceeded  80  per  cent. 
Dosage  was  two  tablets  twice  daily  after  meals.  In  no  series  was 
the  placebo  response  rate  higher  than  25  per  cent. 

Such  response,  in  a syndrome  so  common  and  yet  so  difficult  to 
treat  successfully,  demonstrates  the  physiologic  effectiveness  of 
Spartase. 

no  serious  side  effects — Despite  the  large  number  of  patients  treated 
— many  of  whom  suffered  from  organic  disease  or  dysfunction — 
no  significant  side  effects  have  been  reported.  Minor  gastro- 
intestinal reactions,  noted  only  occasionally,  could  be  minimized 
by  administration  after  meals. 

The  lack  of  central  nervous  system  stimulation,  including  insomnia, 
was  especially  impressive  and  welcome. 


VIDENCE 


response  independent  of  organic  condition — Approximately  half  of  the 
fatigued  patients  treated  evidenced  no  organic  disease  or  dysfunction. 
In  the  other  half,  fatigue  accompanied  organic  conditions  such  as: 


• cardiovascular  disease 

• post-infectious  states 

(e.g.,  post-influenzal) 

• pregnancy 

• arthritis 

• post-partum  period 


• cirrhosis 

• alcoholism 

• obesity 

• the  menopause 

• metabolic  disturbances 

virtually  identical  whether 


The  benefits  of  Spartase  in  fatigue  were 
or  not  fatigue  was  associated  with  an  organic  disease  or  dysfunction. 


double-blind  studies  confirm  effectiveness — A 78  to  80  per  cent 
response  rate  to  Spartase  contrasted  with  placebo  response  of 
from  9 to  25  per  cent. 


Spartase  is  an  effective  physiologic  anti-fatigue  agent 
that  participates  in  intermediary  metabolism.  It  is 
eminently  suitable  for  the  management  of  chronic 
fatigue  in  all  its  guises — whether  occurring  alone  or 
associated  with  functional  or  organic  disease. 


references  1.  Shaw,  D.  L.,  Jr.,  and  Agersborg,  H.  P.  K.,  Jr.:  Paper  read  at  the 
Eastern  Regional  Meeting  of  the  American  College  of  Sports  Medicine,  Valley 
Forge  Medical  Center  and  Heart  Hospital,  Norristown,  Pa.,  Oct.  29,  1961. 
2.  Kruse,  C.  A.:  Northwest  Med.  60:597  (June)  1961.  3.  Taylor,  B.  B.:  Western 
Medicine  2:535  (Dec.)  1961.  4.  Chesney,  M.  A.,  and  Tullis,  I.  F.:  Scientific 
Exhibit,  110th  Annual  Meeting,  American  Medical  Association,  New  York  City, 
June  25-30,  1961.  5.  Shaw,  D.  L.,  Jr.;  Chesney,  M.  A.;  Tullis,  1.  F.;  and  Agers- 
borg, H.  P.  K.,  Jr.:  Paper  read  at  the  62nd  Annual  Meeting,  American  Thera- 
peutic Society,  New  York  City,  June  22-25,  1961. 


*Potassium  and  magnesium  aspartates,  Wyeth.  The  use  of  Spartase  for  the 
management  of  fatigue  is  not  intended  to  supplant  specific  treatment  for  accom- 
panying organic  disease  or  to  substitute  for  specific  indications  for  potassium. 

Nausea,  abdominal  discomfort  and  diarrhea  have  been  noted  occasionally. 
These  symptoms  may  be  minimized  by  proper  administration  of  dose  after 
meals.  There  are  no  known  contraindications  to  the  use  of  Spartase.  For  further 
information  on  limitations,  administration,  and  prescribing  of  Spartase,  see 
descriptive  literature  or  current  Direction  Circular. 


'i 


Wyeth  Laboratories  Philadelphia  1,  Pa. 
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readily  to  present  concepts  of  democracy  and  com- 
munism but  growth  of  understanding  in  related  ethics 
has  not  kept  pace.  These  observations  led  NlcKeown 
to  studies  in  the  field  of  medical  discipline.  After  ex- 
tensive committee  work  he  concludes  that  no  sharp 
line  can  be  drawn  between  those  physicians  who 
are  strictly  ethical  at  all  times  and  those  who  may 
err  occasionally.  He  estimates  that  one  quarter  to 
one  half  per  cent  of  physicians  are  outright  rascals, 
designated  as  black,  with  a somewhat  larger  number 
of  others  shading  from  gray  to  white. 

The  touchy  problem  of  original  jurisdiction  by 
AMA  has  caused  some  concern  but  power  already 
given  the  AMA  Judicial  Council  is  to  be  used  rarely 
and  only  under  very  special  circumstances.  This 
means  that  original  jurisdiction  will  apply  only  if 
there  is  no  other  way  to  solve  a problem  in  ethics. 

Dr.  McKeown  served  Oregon  as  Delegate  to  AMA 
for  12  years  and  has  been  a member  of  the  AMA 
Board  of  Trustees  for  five  years. 

Norman  David,  President  of  Multnomah  County 
Medical  Society,  has  many  responsibilities,  one  of 
which  prevented  his  attendance  on  Saturday.  He 
was  in  Chicago,  attending  a meeting  of  the  AMA 
Council  on  Drugs.  He  returned  in  time  to  conduct 
the  meeting  of  the  N1CMS  Board  of  Trustees,  Sun- 
day morning.  This  meeting  considered  general 
business  affairs  of  the  Society'  as  well  as  reports  from 
the  two  committee  meetings  held  the  previous  day. 

Stanley  Boyd  summarized  deliberations  of  the 
Public  Relations  Committee  of  which  he  is  chair- 
man. The  program  recommendations  for  current 
activity  includes  ( 1 ) Continuation  of  the  “Ask 
Your  Doctor”  program  on  KEX;  (2)  Continuation 
and  expansion  of  the  speakers  bureau;  (3)  Continu- 
ation of  the  medical  careers  committee;  (4)  Estab- 
lishment of  a new,  weekly  column,  in  The  Shopping 
News,  under  sponsorship  of  the  Society,  and  (5) 
Utilization  of  the  advertisements  prepared  and  dis- 
tributed by  the  Department  of  Communications  of 
AMA. 

Raymond  Reichle,  Chairman  of  the  Grievance 
Committee,  reported  studies  of  several  cases  brought 
to  the  Committee’s  attention  but  placed  most  em- 
phasis on  development  of  a series  of  principles  to  be 
followed  in  handling  grievances.  These  are: 

1)  All  inquiries  and  complaints  should  be  ac- 
knowledged. 

2)  Because  of  the  highly  confidential  and  li- 
tigious nature  of  the  Committee’s  reports 
and  correspondence,  the  files  should  be  kept 
locked  and  access  limited  to  privileged  in- 
dividuals. Cases  should  be  filed  numerically 
instead  of  alphabetically.  A suitable  cross 
index  between  physician  and  the  aggrieved 
parties  involved  would  make  case  finding 
and  review  much  more  simple. 

3)  The  Committee  should  consider  utilization 
of  a form  requesting  permission  of  the  pa- 


Norman  David.  President  of  MCMS,  prepares  to  introduce 
Ray  McKeown  to  the  meeting  of  MCMS  Board  of  Trustees. 


tient  to  obtain  necessary  information. 

4)  To  ensure  objective  review  it  is  suggested 
that  cases  be  presented  to  the  Committee  by 
number  rather  than  having  the  physician  in- 
volved identified.  The  physician’s  name 
could  then  be  revealed  following  presenta- 
tion, review  and  decision. 

5)  Each  case,  when  completed,  should  contain 
only  pertinent  original  material  and  a concise 
summary.  All  copies,  working  notes,  etc. 
should  be  destroyed. 

6)  The  formation  of  a small  steering  committee 
to: 

a)  Expedite  the  handling  of  cases  without 
awaiting  a Committee  meeting.  The  dis- 
position of  these  cases  would  be  reported 
to  the  following  monthly  meeting  for 
final  approval. 

b)  Present  a yearly  summation  of  the  activi- 
ties of  the  entire  Committee  along  with 
appropriate  suggestions  for  improving 
activities  of  the  Committee.  This  report 
should  be  submitted  to  the  Committee  as 
a whole  and  would  be  considered  a privi- 
leged communication. 

7)  The  Committee  may  wish  to  refuse  to 
handle: 

a)  Disputes  between  hospitals  and  physi- 
cians, referring  them  to  the  appropriate 
hospital  committee  or  the  Portland  Inter- 
hospital Council. 

b)  Disputes  which  have  already  entered  a 
phase  of  court  activity. 

8)  The  Committee  should  accept  some  relative 
value  fee  schedule  as  a point  of  reference. 
If  it  is  a realistic  and  fair  schedule  the  Com- 
mittee should  not  hesitate  to  give  its  opinion 
regarding  exorbitant  fees.  Certainly,  a flexi- 
bility in  this  schedule  is  desirable  and  there 
will  be  extenuating  circumstances. 

9)  When  a physician  obviously  needs  discipline 
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the  Committee  should  not  avoid  using  its 
full  powers. 

10)  Notation  be  made  on  a physician’s  society 
records  regarding  each  involvment  with  this 
Committee.  This  record  could  then  be  re- 
viewed at  each  subsequent  involvement. 

11)  Complaints  brought  against  non-member 
physicians  practicing  in  the  area  should  be 
referred  to  the  Board  of  Medical  Examiners 
since  this  Committee  has  no  jurisdiction  over 
such  physicians.  Person  writing  letters  of 
complaint  or  grievance  should  be  so-advised. 
Non-membership  in  this  Society  should  no 


longer  constitute  asylum  for  marginally  un- 
ethical physicians  who  are  repeatedly  re- 
ported to  this  Committee. 

Both  committees  gave  attention  to  future  develop- 
ments as  well  as  current  problems.  This,  obviously, 
is  one  of  the  very  worthwhile  benefits  of  a meeting 
such  as  that  at  Cottage  Grove.  There  is  adequate 
time  to  discuss  many  aspects  of  organizational  affairs 
and  those  present  can  concentrate  on  each  problem. 
The  principle  demonstrated  at  Cottage  Grove  is 
simply  that  solid,  and  satisfying  accomplishment  is 
best  achieved  in  the  pleasant  atmosphere  of  a retreat, 
where  attention  is  undivided  and  distractions  do  not 
hamstring  adequate  interchange  of  thought. 


Program  of  Annual  Meeting  of  UOMS  Alumni  Association 


WEDNESDAY,  APRIL  4,  1962 
MORNING 

Presiding:  John  E.  Tuhy,  M.D.,  ’38,  Portland 
9:00-  9:45  Registration 

Lobby,  Auditorium 

9:45-10:35  Birthdays  and  Heart  Disease 

Tinsley  R.  Harrison,  M.D.,  Birming- 
ham, Alabama 
Sommer  Memorial  Lecture 
10:35-10:55  Coffee  Break 

10:55-11:45  Ocular  Changes  Occurring  in  Diabetes 
Frederick  C.  Cordes,  M.D.,  San  Fran- 
cisco, California 
Sommer  Memorial  Lecture 

AFTERNOON 

Presiding:  Kirk  J.  Anderson,  M.D.,  ’56,  Seattle 
1:30-  2:00  Current  Concepts  of  Corneal  Trans- 
plantation 

Leonard  Christensen,  M.D.,  ’41,  Port- 
land 

2:10-  3:00  Non-Toxic  Nodular  Goitre:  Uses  and 
Limitations  of  Medical  and  Surgical 
Therapies 

Oliver  Cope,  M.D.,  Boston,  Massachu- 
setts 

Sommer  Memorial  Lecture 
3:00-  3:20  Coffee  Break 

3:20-  3:50  Oregon  Regional  Primate  Research 
Center 

Donald  E.  Pickering,  M.D.,  Portland 
4:00-  4:20  Present  Day  Radiation  Hazards 
Arthur  Scott,  Ph.D.,  Portland 

THURSDAY,  APRIL  5,  1962 
MORNING 

Presiding:  Joseph  E.  Nohlgren,  M.D.,  ’43,  Portland 
9:00-  9:50  Hyperthyroidism:  Consideration  of 

the  Choice  of  Therapy 
Oliver  Cope,  M.D. 

Sommer  Memorial  Lecture 
9:50-10:40  Present  Evaluation  of  Endocrine  Ex- 
ophthalmos 

Frederick  C.  Cordes,  M.D. 

Sommer  Memorial  Lecture 
10:40-11:00  Coffee  Break 

11:00-11:40  Bioastronautics — The  New  Medical 
Frontier 

R.  H.  Lowry,  M.D.,  Seattle 
11:40-12:10  Annual  Business  Meeting 

AFTERNOON 

Presiding:  John  A.  Belt,  M.D.,  ’56,  Anaheim,  Cali- 
fornia 


1:30-  2:20  Some  Clinical  and  Physiological  As- 
pects of  Angina  Pectoris 
Tinsley  R.  Harrison,  M.D. 

Sommer  Memorial  Lecture 
2:20-  3:00  Carotid  Arteriography 

Michael  S.  Mason,  M.D.,  ’55,  San  Fran- 
cisco, California 
3:00-  3:20  Coffee  Break 

3:20-  4:00  Use  of  Anticoagulants  in  Cerebral 
Insufficiency 

Wilbur  E.  Larson,  M.D.,  ’45,  Portland 
4:00-  4:30  Practical  Aspects  of  Management  of 
Cerebral  Accidents 
V.  E.  Mikkelson,  M.D.,  Portland 

FRIDAY,  APRIL  6,  1962 

MORNING 

Presiding:  Col.  Richard  S.  Fixott,  ’34,  USAF  Acad- 
emy, Colorado 
9:00-  9:50  Aortic  Stenosis 

Tinsley  R.  Harrison,  M.D. 

Sommer  Memorial  Lecture 
9:50-10:20  Present  Concepts  in  Surgical  Treat- 
ment of  Aortic  Valve 
Albert  Starr,  M.D.,  Portland 

10:20-10:40  Coffee  Break 

10:40-11:10  Retinal  Detachment:  Recognition  and 
Treatment 

Paul  R.  Thornfeldt,  M.D.,  Portland 

11:10-12:00  Cataracts  Associated  With  Systemic 
Diseases 

Frederick  C.  Cordes,  M.D. 

Sommer  Memorial  Lecture 

AFTERNOON 

Presiding:  John  O.  Branford,  M.D.,  ’46,  Portland 
1:30-  2:20  Hyperparathyroidism:  Experience  in 
Diagnosis  and  Management  of  300 
Cases 

Oliver  Cope,  M.D. 

Sommer  Memorial  Lecture 
2:30-  3:00  Studies  in  Adaptation  to  Parathyroid 
Deficiency 

Stanley  W.  Jacob,  M.D.,  Portland 
3:00-  3:20  Coffee  Break 
3:20-  4:20  Symposium  on  Shock 

J.  Englebert  Dunphy,  M.D.,  Portland, 
Moderator 
Oliver  Cope,  M.D. 

Tinsley  R.  Harrison,  M.D. 

William  W.  Krippaehne,  M.D.,  ’46, 
Portland 

Franklin  J.  Underwood,  M.D.,  Port- 
land 

Clarence  V.  Hodges,  M.D.,  Portland 
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Legislative  activities  dominate  February  trustees  meeting 


The  Board  of  Trustees  of  the  Oregon  State  Medi- 
cal Society,  at  its  February  monthly  meeting,  con- 
sidered numerous  recommendations  submitted  by 
the  Committee  on  Public  Policy  related  to  prepara- 
tions for  the  1963  session  of  the  Oregon  State  Leg- 
islature and  a “stepped  up”  offensive  against  Fed- 
eral legislation  directed  particulary  toward  the  King- 
Anderson  Bill  (H.R.  4222).  Also  related  to  legisla- 
tion were  reports  from  the  Society’s  official  repre- 
sentatives at  the  National  Legislative  Conference 
sponsored  by  the  Council  on  Legislative  Activities 
of  the  American  Medical  Association  held  in  Chicago, 
January  26-27. 

Among  the  recommendations  of  the  Committee 
on  Public  Policy,  presented  by  Clinton  S.  McGill, 
Chairman,  were  suggestions  that  the  Society’s  “Key 
M an”  and  “Key  Woman”  system  be  continued  and 
that  a conference  be  called  at  an  early  date  in  prep- 
aration for  the  1963  Oregon  Legislative  Session  and 
to  stimulate  greater  activity  among  the  membership 
of  the  Society  and  its  Woman’s  Auxiliary  in  oppo- 
sition to  the  King-Anderson  Bill.  Other  important 
Committee  recommendations  adopted  by  the  Board 
were  the  following: 

1.  That  the  Society  oppose  the  licensure  of 
clinical  laboratory  personnel  which  the  Ore- 
gon State  Society  of  American  Medical 
Technologists  seeks  to  accomplish  through 
the  medium  of  a ballot  measure  at  the  1962 
General  Election  and  is  currently  circulat- 
ing an  initiative  petition  to  obtain  the 
necessary  signatures. 

2.  That  a special  committee  on  relationships 
between  doctors  of  medicine  and  osteopaths 
in  Oregon  be  appointed.  The  Committee 
on  Public  Policy  submitted  this  recom- 
mendation in  light  of  the  most  recent 
recommendations  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
as  adopted  at  its  1961  Annual  Meeting  in 
New  York  City. 

3.  That  the  Society’s  Legal  Counsel  be  author- 
ized to  investigate  and  draft  a legislative 
proposal  permitting  physicians  to  form 
associations  which  would  afford  them  the 
tax  benefits  of  a corporation. 

4.  That  the  Committee  be  authorized  to  con- 
tinue its  practice  of  inviting  other  agencies 
and  organizations  to  discuss  with  it  any 
legislative  proposals  relating  to  medicine 
and  the  public  health  which  they  may  con- 
template sponsoring  at  the  1963  session  of 
the  Oregon  State  Legislature. 

5.  That  the  Committee  be  authorized  to  re- 
quest an  opportunity  to  discuss  the  King- 
Anderson  Bill  (H.R.  4222)  before  the  Uni- 


versity of  Oregon  Medical  School  Alumni 
Association  at  its  1962  Annual  Meeting  to 
be  held  in  Portland  April  3-6. 

In  addition  to  these  recommendations  the  Com- 
mittee on  Public  Policy  reported  that  it  was  explor- 
ing the  possibility  of  amending  the  Medical  Investi- 
gator’s Act  so  that  Multnomah  County  would  be  in- 
cluded in  the  scope  of  the  Act’s  jurisdiction.  Dr. 
McGill  explained  that  the  Committee  had  observed 
the  administration  of  this  Act  since  its  passage  in 
1959  and  had  concluded  that  for  the  most  efficient 
operation  of  the  program  in  Oregon  the  inclusion 
of  Multnomah  County  was  imperative. 

The  Committee’s  report  also  stated  that  the  need 
for  amending  the  1961  Ambulance  Act  was  being 
investigated.  Dr.  McGill  called  attention  to  the 
fact  that  there  is  currently  considerable  dissatisfac- 
tion with  certain  provisions  of  the  Act,  especially 
as  it  relates  to  volunteer  services  maintained  in  cer- 
tain communities.  Likewise,  he  stated,  lumber  and 
construction  firms  which  frequendy  operate  in  re- 
mote areas  of  the  State  must  provide  for  the  trans- 
portation of  injured  workmen  and  find  it  difficult 
to  maintain  this  service  under  the  current  provisions 
of  the  Act  and  the  standards  established  by  the 
Oregon  State  Board  of  Health.  The  Committee,  the 
report  continued,  believed  that  the  Society  should 
recognize  these  protests  in  view  of  the  Society’s  orig- 
inal endorsement  of  the  1961  legislation  and  should 
consider  the  advisability  of  amending  the  Act  to 
remove  any  unnecessarily  burdensome  provisions. 

The  Board  of  Trustees  also  heard  a report  from 
Max  H.  Parrott,  member  of  the  Council  on  Legisla- 
tive Activities  of  the  American  Medical  Association, 
regarding  the  work  of  the  Council  in  studying  and 
evaluating  the  numerous  medical  and  health  bills 
introduced  in  the  Congress  of  the  United  States.  The 
discussion  of  legislation  was  concluded  by  a com- 
prehensive report  by  Dr.  McGill  on  the  National 
Legislative  Conference. 


Disposal  of  drug  samples 

The  Committee  on  Pharmacy  and  Drugs  has  been 
struggling  with  the  problem  of  disposal  of  surplus, 
unused  drugs  which  accumulate  in  physician’s  of- 
fices. Through  the  years  a number  of  projects  have 
been  undertaken  to  provide  an  outlet  for  unused 
drug  samples,  and  large  amounts  have  been  collected 
on  a number  of  occasions.  In  each  instance  the  prob- 
lem of  administration  has  presented  serious  obstacles. 
At  a recent  meeting  of  the  Committee  on  Pharmacy 
and  Drugs  with  the  Liaison  Committee  of  the  Oregon 
State  Pharmaceutical  Association  the  following  solu- 
tions to  the  problem  were  developed  and  received 
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the  endorsement  of  the  Society’s  Board  of  Trustees: 

1.  That  unwanted  and  excess  drug  samples 
(or  other  supplies  and  unused  appliances 
and  materials)  accumulating  in  physician’s 
offices  be  collected  and  transferred  to  Civil 
Defense  medical  supply  depots. 

2.  That  the  Society’s  Committee  on  Pharmacy 
and  Drugs  work  with  the  Committee  on 
Emergency  Medical  Service  and  an  appro- 
priate committee  of  the  Oregon  State  Phar- 
maceutical Association  to  develop  the  pro- 
cedure to  accomplish  this  purpose. 

3.  That  component  medical  societies  be  in- 
formed of  the  plan  for  the  utilization  of  ex- 
cess sample  drugs  and  their  cooperation 
sought. 

Nominations  for  State  Board  of  Medical  Examiners 

In  accordance  with  the  Oregon  Medical  Practice 
Act,  the  Board  of  Trustees  voted  to  nominate  David 
B.  Judd,  Leslie  A.  White  and  Carl  H.  Phetteplace,  all 
of  Eugene,  for  consideration  by  Governor  Mark  O. 
Hatfield  in  making  an  appointment  to  the  Oregon 
State  Board  of  Medical  Examiners  for  a five-year 
term  beginning  on  March  1,  1962  and  expiring  on 
February  28,  1967.  The  Oregon  Act  requires  that 
the  Society  submit  three  nominations  to  the  Governor 
whenever  a board  member’s  term  expires  or  a va- 
cancy otherwise  occurs. 

According  to  Society  policy,  a physician  who  has 
served  two  full  five-year  terms  on  the  Board  of  Med- 
ical Examiners  is  not  eligible  for  renomination.  Dr. 
Judd  was  eligible  for  renomination  inasmuch  as  he 
was  appointed  originally  in  1959  to  fill  the  vacancy 
created  by  the  resignation  of  Ralph  E.  Purvine  of 
Salem. 

Life  and  emeritus  members 

The  applications  of  Paul  Bailey  of  Portland  and 
Robert  J.  Dixon  of  Coos  Bay  for  Life  Membership 
in  the  Society  were  approved  by  the  Board  of 


Trustees  which  also  granted  Active  Member  Emer- 
itus status  to  J.  P.  Brady  of  Tillamook. 

1962  Health  Careers  Day 

The  Board  of  Trustees  heard  an  enthusiastic  re- 
port on  the  plans  for  the  1962  Health  Careers  Day 
to  be  held  on  Saturday,  April  14th,  under  the 
sponsorship  of  the  Oregon  Health  Careers  Council. 
Mrs.  A.  L.  Mundal  of  Portland,  the  Health  Careers 
Chairman  for  the  Society’s  Woman’s  Auxiliary,  is 
in  charge  of  arrangements.  Mrs.  Mundal  reported 
that  high  school  students  outside  metropolitan  Port- 
land are  being  invited  to  visit  the  University  of 
Oregon  Medical  School,  the  University  of  Ore- 
gon Dental  School  and  the  Oregon  Museum  for 
Science  and  Industry  (OMSI)  and  Portland  high 
school  students  will  visit  Portland  hospitals  in  coop- 
eration with  the  Portland  Council  of  Hospitals. 

She  stated  that  an  increasing  number  of  high 
schools  throughout  the  State  are  participating  in  the 
1962  Careers  Day  program  and  record  registration 
is  anticipated.  The  students  will  convene  on  the 
Medical  and  Dental  School  campuses  in  the  morning 
where  they  will  be  taken  on  tours  of  the  facilities 
of  those  two  institutions  in  accordance  with  their 
career  interests.  At  the  conclusion  of  the  tours  the 
students  will  be  transported  to  the  Oregon  Museum 
for  Science  and  Industry  where  a light  lunch  is  to 
be  served  through  the  courtesy  of  the  Society  and 
the  Oregon  State  Dental  Association  and  then  re- 
main to  visit  the  exhibits  prepared  by  the  official 
organizations  representing  the  various  health  careers. 

A joint  committee  of  the  Multnomah  County 
Medical  Society  and  its  Woman’s  Auxiliary  and  the 
Portland  Council  of  Hospitals  is  now  preparing 
the  program  for  the  local  hospital  visits  by  Portland 
high  school  students.  Mrs.  Mundal  then  explained 
that  in  1963  Portland  high  school  students  will  visit 
the  Medical  and  Dental  Schools  and  OMSI  and  the 
upstate  students  will  visit  hospitals  and  other  facili- 
ties in  their  own  local  communities. 


Harvey  Named  Administrator  for  Blue  Cross  and 
Blue  Shield 

Joseph  E.  Harvey,  formerly  president  of  Oregon 
Physicians’  Service,  has  been  named  administrator 
for  the  Blue  Cross  and  Blue  Shield  federal  employee 
program.  Harvey’s  appointment,  which  became  ef- 
fective January  24,  was  announced  jointly  by  the 
Blue  Cross  Association  and  the  National  Association 
of  Blue  Shield  Plans.  In  his  new  post  Harvey  will  be 
responsible  for  administration  of  the  Blue  Cross  and 
Blue  Shield  program  under  which  government  em- 


ployees have  been  enrolled  for  hospital  and  medical- 
surgical  health  benefits. 

Harvey  comes  to  his  new  post  after  serving  Ore- 
gon Physicians’  Service— the  Blue  Shield  Plan  head- 
quartered in  Portland— for  19  years.  He  joined  that 
organization  in  1942  as  business  manager  and  held 
several  other  executive  positions  in  the  Plan  before 
being  named  president  in  1960. 

Harvey  will  be  located  in  Washington,  D.  C., 
where  the  administration  of  the  Blue  Cross  and  Blue 
Shield  federal  employee  program  is  based. 
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Lane  County  Medical  Society  — 1962 


OFFICERS 

President 
President  Elect 
Past  President 
Vice  President 
Secretary 
Treasurer 


George  K.  Hemphill 
Donald  M.  Brinton 
Julius  H.  Hessel 
John  D.  Bonzer 
Richard  E.  Turner 
Nicholas  P.  Sullivan 


COUNCIL  MEMBERS 

H.  Lee  Harris 
William  L.  Spies 
Glenn  M.  Gordon 
Wallace  E.  Baldwin 
Donald  Fox 
Emmett  E.  Woodward 


LCMS  “Key  Man”  T.  F.  Brinton 

LCMS  Trustee  to  OSMS  Leonard  D.  Jacobson 
LCMS  Trustee  to  OSMS  John  E.  Tysell 


Auditing  & Budget 

Howard  W.  Lyman,  Chairman 
John  L.  Cockrell 
Sidney  J.  Hoffman 

Civil  Defense 

Wm.  I.  Holcomb,  Chairman 
Luis  G.  Bianchini 
Navarre  J.  Dunn 
H.  Lee  Harris 
T.  A.  Kerns 
Richard  E.  Lahti 
Robert  L.  Larson 
James  A.  McHan 
Robert  O.  McMahan 
George  G.  McShatko 
Leland  E.  Stilwell 
Legal  Affairs  & Grievance 
Donald  L.  Stainsby,  Chairman 
Navarre  J.  Dunn 
E.  D.  Furrer 
Julius  H.  Hessel 
Lawrence  M.  Hilt 
R.  M.  Overstreet 
Donald  B.  Slocum 
Charles  D.  Thompson 
Necrology 

Paul  Hemphill,  Chairman 


STANDING  COMMITTEES 

Lester  A.  Edblom 
Bert  J.  Hoeflich 

Program 

Donald  M.  Brinton,  Chairman 
Wallace  E.  Baldwin 
M.  M.  Patton 

Public  Health  & Charitable  Medical  Care 

Loren  C.  Barlow,  Chairman 
Wallace  E.  Baldwin 
William  H.  Earl 
Gale  F.  Fletchall 
Robert  O.  Johnson 
Joe  C.  Keever 
Jerome  S.  Maliner 
John  W.  Petty 

Public  Relations,  Education  & Publicity 

George  C.  McCallum,  Chairman 

John  W.  Bishop 

Mylon  L.  Buck 

Francis  R.  Cushman 

Glenn  M.  Gordon 

Robert  O.  Johnson 

Robert  B.  Litin 

Robert  A.  Moffitt 

W.  L.  Pew 

Richard  M.  Stevens 

Richard  E.  Turner 


SPECIAL  COMMITTEES 


Advisory  Committee  to  Lane  County 
Tuberculosis  Association 

Robert  L.  Bowen,  Chairman 
John  R.  Seeley 
Richard  M.  Stevens 

Blood  Bank 

Donald  Fox,  Chairman 
Robert  L.  Bowen 
Navarre  J.  Dunn 
John  E.  Evans,  Jr. 

John  A.  Kirk 
David  A.  Morris 
John  W.  Petty 
John  A.  Siebs 
Grier  F.  Starr 

Problems  of  Aging  (including  nursing  homes  & 
insurance) 

R.  K.  Hoover,  Chairman 
John  D.  Bonzer 
James  A.  Bradley 
James  W.  Brooke 


Ralph  P.  Christenson 
Kent  W.  Christoferson 
Leonard  D.  Jacobson 
William  W.  Service 
Robert  B.  Smalley 
Emmett  E.  Woodward 
Advisory  Committee  to  YMCA 
Giles  S.  Porter,  Chairman 
Donald  H.  Hill 
Robert  B.  Litin 

Lane  County  Medical  Assistants  Association 

W.  A.  Brooksby 
Carl  H.  Phetteplace 
Golf  Tournament 

William  D.  Swancutt,  Chairman 
William  J.  Hemphill 
Charles  M.  Pyfer 
John  A.  Siebs 
Legislative  Committee 
T.  F.  Brinton,  Chairman 
W.  A.  Brooksby 


272 

Northwest  Medicine,  March  1962 


Warren  C.  Glaede 
Leonard  D.  Jacobson 
T.  A.  McKenzie 
David  A.  Morris 
William  T.  Pollard 
Willis  B.  Shepard 

Committee  to  Help  Coaches  in  Local  High 

George  W.  Teller,  Chairman 
Mylon  L.  Buck 
Richard  K.  Bylund 
Warren  C.  Glaede 
Mickey  L.  Gulick 


H.  Lee  Harris 
Donald  H.  Hill 
Charles  F.  Holland,  Jr. 

T.  A.  Kerns 
Robert  L.  Larson 
Howard  A.  Molter 
John  W.  Petty 
Charles  M.  Pyfer 
William  E.  Spies 
William  D.  Swancutt 
Medical  Research  Foundation  of  Oregon 
Robert  O.  Johnson 
Clay  A.  Racely 


MEDICAL  REPRESENTATIVES  TO 


Red  Cross 

Disaster  Committee  Mickey  L.  Gulick 

Home  Service  Committee  Philip  C.  Hemming 

Nursing  Services  & First  Aid  Richard  M.  Stevens 


Various  Associations 

American  Cancer  Society 
American  Diabetes  Association 

American  Medical  Association  Education  and  Research  Foundation 
(consolidation  of  AMEF  and  AMRF  as  of  1/1/62) 

Century  of  Progress 
Children’s  Hospital  School 

Eugene  Project,  Lay  Advisory  Committee  to  Eugene  Public  Schools 
Eugene  Hearing  & Speech  Center 

Homemakers  Service  (a  community  project,  not  to  be  confused 
with  Red  Cross  committee  listed  above) 

Lane  County  Heart  Association 

Lane  County  Public  Welfare  Commission 


Alexander  Dederer 
Wm.  Richey  Miller 
Lynn  D.  McGlynn 

R.  M.  Overstreet 
Howard  A.  Molter 
John  A.  Siebs 
Virgil  W.  Samms 

D.  L.  England 

E.  L.  Gardner 
R.  K.  Hoover 

Continued  on  page  277 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 


Prescribe  antivert,  the  leading  anti-vertigo  product, t for  prompt  relief  of  vertigo,  Meniere’s 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 


Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid  50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 
tBased  on  1960  data  from  independent  physicians’  market  survey  organization. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


And  for  your  aging  patients  — 
NEOBON®  Capsules 
five-factor  geriatric  supplement 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

WALLACE  LABORATORIES 
cM-5642  Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Launching  Pad 

In  infections  of  unknown  etiology,  prescribe  Panalba.  F rom 
the  outset,  pending  laboratory  determinations,  your  treatment 
is  broadened  in  antibacterial  coverage  because  of  the 
simultaneous  administration  of  two  antibiotics  that  complemet 
each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverag 
and  novobiocin  (selected  for  its  unique  effectiveness 
against  staph).  That  is  why,  in  most  infections  of  unknown 
etiology,  Panalba  offers  excellent  chances  for  therapeutic 
success—  and  why  it  should  be  your  antibiotic  of  first  resort. 


Panalba*  product  information 

Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  bottles 
of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  three  or 
four  times  a day. 

Side  Effects:  Panmycin  Phosphate  is  well 
tolerated  clinically  and  has  a very  low  order 
of  toxicity  comparable  to  that  of  the  other 
tetracyclines.  Side  reactions  are  infrequent 
and  consist  principally  of  mild  nausea  and 
abdominal  cramps. 

Leukopenia  has  occurred  occasionally  in 
patients  receiving  novobiocin.  Rarely,  other 
blood  dyscrasias  including  anemia,  pancyto- 
penia, agranulocytosis  and  thrombocytopenia 
have  been  reported.  In  a recent  report  it  was 
observed  that  three  times  as  many  newborn 
infants  receiving  novobiocin  developed  jaun- 
dice as  control  infants.  For  this  reason,  ad- 
ministration of  novobiocin  to  newborn  and 
young  infants  is  not  recommended,  unless 
indication  is  extremely  urgent  because  of  se- 
rious infections  not  susceptible  to  other  anti- 
bacterial agents. 

The  development  of  jaundice  has  also  been 
reported  in  older  individuals  receiving 
Albamycin.  Serious  liver  damage  has  devel- 
oped in  a few  patients,  which  was  more  likely 
related  to  the  underlying  disease  than  to 
therapy  with  novobiocin.  Although  reports 
such  as  the  above  are  rare,  discontinuance  of 
novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning:  Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 
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Woman's  auxiliary  receives  nurse  commemorative 
stamps 

Mrs.  G.  Prentiss  Lee,  Portland,  President  of  the 
Society’s  Woman’s  Auxiliary,  accepted  a sheet  of  new 
commemorative  United  States  postage  stamps,  honor- 
ing the  nursing  profession  in  the  day-of-issue  cere- 
mony at  the  State  Capitol  rotunda  on  Friday,  De- 
cember 29.  The  stamps  were  presented  to  Mrs.  Lee 
in  recognition  of  the  work  done  by  the  Woman’s 
Auxiliary  in  nurse  recruitment.  The  ceremony  was 
cosponsored  by  the  Oregon  League  for  Nursing 
and  the  Post  Office  Department.  Participating  in  the 
presentation  ceremony  were:  Barbara  Browne,  Presi- 
dent of  the  Oregon  Nurses  Association;  Governor 
Mark  Hatfield;  Mr.  A1  Gragg,  Salem  Postmaster; 
Miss  Muriel  Young  of  the  Oregon  State  Hospital  who 
is  President  of  the  Oregon  League  for  Nursing  and 
Mrs.  Helen  Dwyer  of  Klamath  Falls,  President  of  the 
Oregon  Licensed  Practical  Nurses  Association. 

A choral  group  from  Emanuel  Hospital  School  of 
Nursing  in  Portland  also  participated  in  the  program 
which  included  the  presentation  of  a block  of  stamps 
to  Mrs.  Young  by  Governor  Hatfield. 

The  stamps  were  presented  to  the  Society’s  Wo- 
man’s Auxiliary  in  recognition  of  the  many  years  of 
successful  nurse  recruitment  and  scholarship  pro- 
grams conducted  by  the  State  Auxiliary  and  the  Wo- 
man’s Auxiliaries  to  the  25  component  medical  so- 
cieties in  Oregon.  The  Auxiliary’s  nurse  recruitment 
program  is  now  incorporated  in  the  “Health  Careers 
Day”  program  which  was  instituted  in  1957,  but  is 
also  still  retained  as  an  independent  project  including 
the  awarding  of  nurse  scholarships. 


MRS.  LEE  RECEIVES  NURSE  COMMEMORATIVE  STAMPS 

From  left  to  right:  Barbara  Browne,  Portland,  President, 
Oregon  Nurses  Association;  Mrs.  Lee;  Governor  Mark  Hat- 
field; Mr.  A1  Gragg,  Salem,  Postmaster;  Muriel  Young, 
Salem,  President,  Oregon  League  for  Nursing;  Helen 
Dwyer,  Klamath  Falls,  President,  Oregon  Licensed  Prac- 
tical Nurses  Association. 
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PRESIDENTS  page 


BLAIR  J.  HENXINGSGAARD,  M.D. 


This  shortest  of  months  has  been  an  extremely 
stimulating  one  for  your  President.  The  first  week- 
end included  a more  than  usually  interesting  Board 
of  Trustees  meeting.  Your  representatives  on  the 
Board  are  really  doing  their  homework.  This  was 
one  of  the  few  meetings  where  the  presiding  officer 
has  cast  a vote  in  recent  times. 

The  second  week  was  highlighted  by  the  debate 
on  Kerr-Mills  vs.  King- Anderson  before  the  Oregon 
Chapter  of  the  Student  AMA  faculty’  and  interested 
parties  from  the  school  and  the  society.  This  was 
a little  bit  nerve  wracking,  as  you  might  imagine, 
but  not  very  educational;  unless  being  reassured  of 
the  dedication  and  purpose  of  those  who  would 
socialize  medicine  can  be  called  education. 

The  second  week  also  saw  the  formal  beginning 
of  our  campaign  in  behalf  of  the  candidacy  of  Ray 
McKeown  for  the  presidency  of  the  AMA.  This  cam- 
paign will  be  largely  a matter  of  disseminating  in- 
formation widely  over  the  country  since  he  is  so 
eminently  qualified  for  the  position.  I hope  all 
of  our  readers  will  write  to  their  friends  in  the  other 
states  informing  them  of  our  support  for  Ray. 

The  third  week  started  auspiciously  with  the 
announcement  by  Edward  Durno,  Representative 
from  the  4th  district,  of  his  candidacy  for  a chance 
to  oppose  Wayne  Morse  in  the  Fall  elections  for  a 
seat  in  the  U.  S.  Senate.  While  this  should  qualify 
as  hazardous  employment,  we  know  that  Representa- 
tive Durno  has  never  backed  down  from  a fair  fight 
and  has  always  held  his  position  securely.  Opposing 
a good  candidate  like  Mr.  Sig  Unander  in  the  pri- 
mary elections  in  May,  Eddie  will  give  Oregon  Re- 
publicans a chance  to  show  their  metal  and  get  a 
high  percentage  turn  out  for  this  important  election. 
We  hope  every'  doctor  and  doctor’s  wife  will  work 
vigorously  to  see  that  everybody  exercises  his  right 


and  obligations  as  a citizen  by  working  for  the  can- 
didate of  his  choice. 

On  Friday,  Saturday  and  Sunday,  February  16- 
18,  I attended  the  Multnomah  County’  workshop 
sessions  at  the  Village  Green  in  Cottage  Grove.  This 
was  a wonderful  meeting,  beautifully  organized  by 
Mr.  Dick  Layton.  Guest  speakers  included  Ernest 
B.  Howard  of  the  AMA  and  Milton  Davis  of  Dallas, 
Texas  who  is  on  the  National  AMPAC  committee. 
The  Multnomah  County'  members  who  participated 
are  certainly  to  be  congratulated  for  this  demon- 
stration of  service  and  self-sacrifice  in  organized 
medical  activities. 

I returned  from  Cottage  Grove  in  a state  of  great 
mental  contentment.  I had  just  seen  demonstrated 
the  tremendous  potential  for  action  by  serious  and 
informed  doctors.  I had  been  reassured  by  authori- 
tative reports  regarding  the  political  status  in  Wash- 
ington. Shortly  after  returning  home  we  watched 
the  tremendously  successful  journey  of  Col.  John 
Glenn.  Except  for  writing  this  letter  I felt  that  Feb- 
ruary' would  be  a month  of  peaceful  accomplish- 
ments. I felt  a little  bit  like  resting  my  oars.  Then 
on  February'  27th  the  papers,  radio  and  television 
erupted  like  well  trained  volcanos  with  a new  surge 
of  Federal  propaganda  for  socialized  medicine.  To 
emphasize  the  cradle  to  the  grave  aspect  they  now 
offer  infant  immunizations  and  “help”  for  adult  im- 
munizations. If  any  of  you  feel  complacent,  please 
read  your  papers  again. 

My  oars  are  again  churning;  are  yours? 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Rew,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


The  Gif  tie  Gie  Us 


Dear  Editor: 

It  has  been  some  little  time  since  I took  my 
pen  in  hand  and  got  my  two  bits  worth  in  on  some 
medical  arguments,  but  it  looks  like  I just  can’t  keep 
quiet  no  longer. 

The  main  trouble  is  I been  readin’  the  papers 
again  and  I don’t  like  what  I read.  Now,  don’t  get 
excited— I’m  on  the  side  of  the  docs.  The  fact  that 
I don’t  exactly  agree  with  ’em  on  a lot  of  things 
and  get  real  mad  at  ’em  sometimes  doesn’t  mean  I 
don’t  like  ’em.  I just  wish  their  foot  wouldn’t  find 
its  way  into  their  mouth  so  regular. 

The  one  (foot)  I mean,  is  this  AMPAC  deal— 
American  Medical  Political  Action  Committee.  It 
ain’t  a bad  idea  and  of  course  better  late  than  never 
and  all  that,  but  why  oh  why  do  we  wait  till  the 
bearing  squeals  before  we  put  in  a little  grease? 
Not  only  that,  boys,  but  the  guys  listenin’  to  the 
preacher  ain’t  the  ones  that  need  the  word. 

So  here  we  go  again  with  the  old  sociable 
medicine  kick.  This  time  the  government  has  really 
got  the  train  on  the  main  line  what  with  all  the 
emotin’  of  the  long  hairs  over  the  “pore  old  senior 
citizen.”  So  the  docs  get  all  up  in  a dander  and  get 
in  a row  with  the  guys  that  come  up  with  the  idea, 
when  all  the  time  they  are  really  forgettin’  the 
fundamentals  of  politics.  How  they  overlook  the  big- 
gest club  in  the  country— the  voters— plumb  escapes 
me. 

It’s  a little  late  to  do  much  other  than  what 
the  docs  are  trying  to  do,  but  the  situation  reminds 
me  of  how  good  I felt  when  the  local  fire  department 
went  and  put  out  a fire  in  a guy’s  house  that  he 
never  should  have  had.  I didn’t  have  that  fire  in  my 
house  because  I paid  attention  to  when  the  fireman 
came  and  looked  my  place  over  and  told  me  to  fix 
a few  things  to  avoid  that  fire.  The  other  guy  didn’t 
fix  things  and  sure  enough  he  had  a fire  and  then 


they  poured  water  all  over  the  place  and  it  cost  a 
lot  of  money  to  put  the  fire  out  and  fix  the  joint 
up  afterwards.  It  was  a mess. 

Well,  we  got  a fire!  We  knew  all  about  the 
greasy  rags  in  the  broom  closet  and  the  pile  of 
twenty-five  year  old  newspapers  in  the  back  hall 
along  with  that  bunch  of  six  extension  cords  out  of 
one  outlet  in  the  garage.  I say  “We”  instead  of 
“You"  ’cause  I’m  a citizen  and  taxpayer  too,  and 
I feel  a little  responsible  for  this  mess. 

What  I’m  gettin’  at,  after  a fashion,  is  that 
these  politicians  ain't  stupid.  You  can  call  ’em  a lot 
of  things,  but  don’t  bet  any  money  on  outsmarting 
them  at  their  own  game  unless  you’re  willin’  to  take 
the  trouble  to  play  by  their  rules.  It’s  a lot  of  trouble 
too. 

If  you  got  an  idea  in  the  back  of  your  mind  that 
the  politicos  are  tryin’  to  give  the  country  something 
that  the  people  don’t  want  you  better  get  another 
head.  Those  guys  know  more  about  gettin’  votes 
and  popular  support  than  you  think  they  do.  They 
also  got  a real  good  idea  about  what  the  people  want 
and  they  know  all  about  the  weak  points  in  the 
medical  profession’s  bag  of  tricks.  When  you  draw 
up  and  think  about  it,  those  guys  depend  on  votes 
from  the  people  to  stay  where  they  are.  They  ain’t 
goin’  to  do  a thing  to  lose  votes.  They  might  rob  a 
bank  or  steal  the  baby’s  candy,  but  votes  they  intend 
to  keep.  This  bein’  so,  when  the  wind  blows  they  pay 
strict  attention.  They’re  payin’  attention  now! 

So— what  to  do?  Well,  we  should’ve  done  it  all 
the  time,  beginning  way  back  when— when  Mr.  Tru- 
man was  sniping  at  you.  Something  concrete  in  the 
way  of  a program  to  make  medical  care  available 
to  as  many  people  as  possible  at  a reasonable  cost 
—and  yes,  for  free  to  those  that  can’t  pay,  would  get 
the  monkey  on  the  right  back.  I don’t  mean  the  docs 
should  subsidize  the  government  or  take  over  the 
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whole  community  responsibility  for  the  poor,  but 
dadgum  it  they  sure  ought  to  take  the  lead  in  work- 
ing out  the  problem. 

Yes,  and  when  they  do  have  an  answer,  they 
ought  to  talk  it  up  all  the  time  to  their  patients 
and  friends. 

Now  the  does  do  have  a piece  o’  machinery  to 
work  with.  They  built  it  a long  time  ago  and  they 
call  it  Doctor  Sponsored  Prepaid  Medical  Care  Plans. 
It  don’t  always  run  real  good,  and  sometimes  seems 
to  be  in  need  of  repairs,  but  I submit  it’s  the  best 
gadget  they  got  and  they  sure  aren’t  using  it  to 
full  power. 

I hear  a lot  of  docs  complain  about  paper  work, 
red  tape,  limitations,  low  fees,  poor  pay,  and  “what 
the  hell  are  we  doing  in  the  insurance  business?” 
stuff,  and  they  ain’t  seen  nothin’  yet!  Wait  till  Mister 
Ribicoff  starts  writin’  the  rule  book. 

They  seem  to  think  they  are  heroes  in  their 
patients’  eyes  when  they  complain  about  the  plan 
they  participate  in.  They  would  be  playin’  it  a lot 
smarter  if  every  doc  would  put  a little  gusto  in  his 
praise  of  his  prepaid  plan  and  at  least  put  up  the 
front  of  selling  his  patients  on  the  idea  that  he’s 
tryin’  to  do  something  to  help  the  situation,  he  would 
get  more  done  than  all  the  hullabalooing  going  on 
now  in  these  committees.  If  he  would  take  his  criti- 


cisms to  his  plan  with  some  constructive  ideas  in- 
stead of  carping  to  his  patients  and  making  enemies 
of  them  for  organized  medicine,  he  would  do  every- 
body a favor  including  himself  and  his  patients. 

Nobody  has  yet  found  a satisfactory  substitute 
for  work  and  I know  the  docs  are  no  exception  be- 
cause they  work  awful  hard  and  long  hours.  It 
shouldn’t  be  necessary  to  tell  them  that,  but  they 
seem  to  think  that  they  haven’t  any  responsibility 
for  these  prepaid  things.  They  better  buckle  down 
and  take  another  look.  After  all,  they  invented  the 
idea  and  it  sure  takes  the  docs  to  make  ’em  run. 

I can  bet  you  that  if  each  doc  in  the  State 
of  Washington  talked  turkey  to  just  ten  patients 
and  got  them  to  write  letters  to  their  duly  elected  rep- 
resentatives, those  thirty  thousand  letters  would  stir 
one  hell  of  a cloud  of  smoke  over  Washington,  D. 
and  C.  Just  like  I said,  those  guys  back  there  love 
those  voters  dearly  and  they  ain’t  fixin’  to  give  ’em 
anything  except  what  they  want.  They  like  to  stay  in 
office. 

I get  kinda  worked  up  over  this  thing  ‘cause 
it’s  glued  solid  to  somethin’  I believe  in  pretty  hard 
—the  docs  and  all  other  Americans  really  do  too. 
Hell,  it’s  freedom. 

Yours, 
Sagebrush  Sam 


Scientific  exhibit  space  available 

Scientific  exhibit  space  is  available  for  WSN1A 
members  at  the  1962  annual  meeting  of  the  Wash- 
ington State  Medical  Association.  The  meeting  is 
scheduled  for  September  16-19  at  the  Davenport 
Hotel  in  Spokane.  The  official  application  blank  with 
rules  and  regulations  may  be  obtained  by  sending 
a request  to: 

Richard  H.  Ganz,  M.D.,  Chairman 
Scientific  Exhibits  Committee 
Washington  State  Medical  Association 
1309  Seventh  Avenue 
Seattle  1,  Washington 
The  deadline  for  applications  is  April  15. 


Spokane  surgeons  to  meet 

Following  is  the  program  for  the  annual  meeting 
of  the  Spokane  Surgical  Society  which  is  to  be  held 
on  April  7,  1962  at  the  Davenport  Hotel  in  Spokane: 

8:10  a.m.  Panel  Discussion:  Role  of  Extra  Radical 
Surgery  in  the  Treatment  of  Cancer. 

George  E.  Moore,  M.D.,  Roswell  Park 
Memorial  Institute,  Buffalo,  New 
York 

John  A.  MacDougall,  M.D.,  Vancouver, 
B.C. 

Harvey  W.  Baker,  M.D.,  Portland,  Ore- 
gon 


9:40 

a.m. 

10:00 

a.m. 

10:20 

a.m. 

11:00 

a.m. 

11:20 

a.m. 

11:40 

a.m. 

1:00 

p.m. 

2:00 

p.m. 

2:20 

p.m. 

2:40 

p.m. 

3:20 

p.m. 

3:40 

p.m. 

4:00 

p.m. 

Ausey  H.  Robnett,  M.D.,  Spokane,  Mod- 
erator 

Treatment  of  Cancer  of  the  Larynx 
Max  J.  Allen,  M.D.,  Spokane 
Significance  of  Hematuria 
Alfred  E.  Dodson,  Jr.,  M.D.,  Spokane 
Isolation  and  Perfusion  in  Cancer 
Chemotherapy 

Richard  N.  Kleaveland,  M.D.,  Spokane 
Post  Mastectomy  Lymphedema  of  the 
Arm,  Causes  and  Prevention 
John  Sonneland,  M.D.,  Spokane 
Cancer  of  the  Esophagus,  Diagnosis  and 
Treatment 

Waverly  J.  Ellsworth,  M.D.,  Spokane 
Common  Bone  Tumors  in  Children 
James  P.  Dunlap,  M.D.,  Spokane 
Advances  in  Chemotherapy  of  Cancer 
George  E.  Moore,  M.D. 

Neoplasms  of  Tracheo-bronchial  Tree 
Ralph  Berg,  Jr.,  M.D.,  Spokane 
Invasive  Hydatidiform  Mole 
Andrew  J.  Devlin,  M.D.,  Spokane 
Carcinoid  Tumors 
Otto  J.  Penna,  M.D.,  Spokane 
Treatment  of  Pathological  Fractures 
George  W.  Bagby,  M.D.,  Spokane 
Cancer  of  the  Breast  Associated  with 
Pregnancy 

D.  Wade  Robinson,  M.D.,  Spokane 
Robert  F.  Welty,  M.D.,  Spokane 
Gastric  Cancer,  Diagnosis,  Treatment, 
and  Pathogensis 
George  E.  Moore,  M.D. 


* 


282 

Sorthwest  Medicine,  March  1962 


Endocrine  Society  Plans  Meeting 


BROWN  M.  DOBYNS,  M.D.  ROBERT  H.  WILLIAMS,  M.D.  PETER  H.  FORSHAM,  M.D.  MONTE  GREER,  M.D. 


Robert  H.  Williams  of  Seattle  has  announced 
plans  for  the  fourteenth  post  graduate  meeting  of 
the  Endocrine  Society.  It  will  be  held  in  Seattle, 
during  the  Seattle  World’s  Fair  and  at  the  height  of 
Seafair  activities,  July  30-August  3.  Seldom  does 
such  a galaxy  of  stars  in  endocrinology  appear  at 
any  one  meeting  and  this  type  of  program  will  not 
soon  be  repeated  in  this  area.  C.  Alvin  Paulsen  is 
in  charge  of  accommodations,  but  he  must  be  con- 
tacted early  in  order  to  ensure  availability  of  rooms 
during  the  World’s  Fair.  For  reservations,  write 
Dr.  Paulsen  at  732  Broadway,  Seattle  22,  Washing- 
ton. 

Twenty-five  experts  will  discuss  major  recent 
developments  in  all  phases  of  endocrinology  and 
metabolism.  Many  question  and  answer  periods, 
panel  discussions,  and  case  presentations  are  sched- 
uled along  with  formal  presentations.  A syllabus  will 
also  be  provided.  Exhibits  of  several  phases  of  en- 
docrinology are  included. 

The  fee  will  be  $100  for  physicians,  with  a reduc- 
tion to  $30  for  residents  and  fellows.  For  any  day, 
or  part  day,  the  fee  is  $25. 

Program:  University  of  Washington,  Seattle 

Monday  Morning,  July  30 


PITUITARY 


8:00-  9:00 
9:00-  9:40 


9:40-10:00 

10:00-10:40 

10:40-11:00 

11:00-12:00 

12:00-12:30 


Registration. 

Central  Nervous  System  Control  of 
Anterior  Lobe  Function. 

Charles  W.  Lloyd,  M.D.,  Syracuse, 
New  York. 

Mechanism  of  Control  of  TSH  Secre- 
tion. 

Monte  Greer,  M.D.,  Portland. 

Action  of  Growth  Hormone  in  Man. 

J.  C.  Beck,  M.D.,  Quebec,  Canada. 

Intermission. 

Clinical  Disorders  of  Anterior  Pitu- 
itary Function — Acromegaly  and 
Hypopituitarism. 

E.  Perry  McCullagh,  M.D.,  Cleveland. 

Dwarfism. 

Melvin  M.  Grumbach,  M.D.,  New  York 
City. 


12:30-  1:00  Neurohypophyseal  Hormones  and  Dia- 
betes Insipidus. 

Charles  W.  Lloyd,  M.D. 

1:00-  2:00  Lunch 


Monday  Afternoon 

2:00-  3:00  Case  Presentations — Panel  Discussion: 
Hypothalamus,  Anterior  and  Pos- 
terior Pituitary. 

Drs.  Beck,  Greer,  Grumbach,  Lloyd 
and  McCullagh. 

3:00-  3:15  Intermission. 


DIABETES  AND  RELATED  DISORDERS 


3:15-  3:45 

3:45-  4:00 
4:00-  4:25 

4:25-  4:45 
4:45-  5:30 


Insulin  Actions  and  Factors  Influenc- 
ing Them. 

Robert  H.  Williams,  M.D.,  Seattle. 
Insulin  Assays. 

John  W.  Ensinck,  M.D.,  Seattle. 
Tests  for  Early  Recognition  of  Dia- 
betes Mellitus. 

Stefan  S.  Fajans,  M.D.,  Ann  Arbor, 
Michigan. 

Obesity  and  Diabetes. 

Francis  C.  Wood,  Jr.,  M.D.,  Seattle 
Question  and  Answer  Period. 


Tuesday  Morning,  July  31 


9:00-  9:30 
9:30-10:00 
10:00-10:30 


10:30-10:45 

10:45-11:15 

11:15-11:25 

11:25-12:15 

12:15-12:30 


Actions  and  Uses  of  Oral  Drugs. 

Robert  H.  Williams,  M.D. 

Hypoglycemia  and  Hypoglycemoses. 

Stefan  S.  Fajans,  M.D. 

Biochemical  Alterations  Considered 
in  the  Pathogensis  of  Diabetic  Mic- 
roangiopathies and  Atherosclerosis. 
Chronic  Alterations  in  Diabetes. 

John  A.  Glomset,  M.D.,  Seattle. 

Intermission. 

Goals  and  Guides  for  Optimal  Control 
in  Diabetes.  Brittle  Diabetes. 

Peter  H.  Forsham,  M.D.,  San  Fran- 
cisco. 

Hypophysectomy,  Pituitary  Stalk  Sec- 
tion and  Pituitary  Irradiation  in 
Diabetes. 

E.  Perry  McCullagh,  M.D. 

Panel  Discussion: 

Drs.  Fajans,  Forsham,  Glomset,  Mc- 
Cullagh and  Williams. 

Summarizations  of  Talks. 

Robert  H.  Williams,  M.D. 
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Tuesday  Afternoon 


PARATHYROIDS  AND 
METABOLIC  BONE  DISEASES 


2:00-  2:40 


2:40-  2:55 
2:55-  3:15 


3:15-  3:35 


3:35-  3:50 
3:50-  4:00 
4:00-  4:20 


4:20-  4:35 
4:35-  5:15 

5:15-  5:30 


Parathyroid  Hormones  and  their  Ac- 
tions. 

Howard  Rasmussen,  M.D.,  Madison, 
Wisconsin. 

Panel  Discussion. 

Clinical  Aspects  of  Primary  Hyper- 
parathyroidism. 

F.  Raymond  Keating,  Jr.,  M.D., 
Rochester,  Minnesota. 

Clinically  Useful  Tests  of  Parathyroid 
Function. 

Gilbert  S.  Gordon,  Jr.,  M.D.,  San  Fran- 
cisco. 

Panel  Discussion. 

Intermission. 

Hypoparathyroidism  and  Related 
Problems. 

Gilbert  S.  Gordon,  Jr.,  M.D. 

Panel  Discussion. 

Metabolic  Bone  Diseases. 

Clayton  Rich,  M.D.,  Seattle. 

Panel  Discussion. 

Drs.  Gordon,  Keating,  Rasmussen  and 
Rich. 


Wednesday  Morning,  August  1 
OVARIES 


9:00-  9:45 

9:45-10:00 

10:00-10:30 

10:30-11:00 

11:00-11:10 

11:10-11:30 

11:30-12:00 

12:00-12:30 


Pathogenesis  and  Diagnosis  of  Ano- 
malies of  Sexual  Development. 
Melvin  M.  Grumbach,  M.D. 

Gonadal  Dysgenesis. 

Henry  H.  Turner,  M.D.,  Oklahoma 
City. 

Mechanism  of  Ovulation. 

Richard  J.  Blandau,  M.D.,  Seattle. 
Failure  of  Ovulation  and  of  Corpus 
Luteum. 

Charles  W.  Lloyd,  M.D. 

Intermission. 

Progesterone. 

Richard  L.  Landau,  M.D.,  Chicago. 
The  Problem  of  the  Cystic  Ovary. 
Walter  L.  Herrmann,  M.D.,  Seattle. 
Questions. 


Wednesday  Afternoon 

TESTES 

2:00  2:20  Diagnosis  and  Management  of  Pri- 
mary Testicular  Failure. 

C.  Alvin  Paulsen,  M.D.,  Seattle. 

2:20-  2:45  Secondary  Hypogonadism  and  Cryp- 
torchidism. 

E.  Perry  McCullagh,  M.D. 

2:45-  3:05  Treatment  of  Androgen  Deficiency 
and  the  Present  Status  of  the  so- 
called  “Anabolic  Agents.’’ 

Richard  L.  Landau,  M.D. 

3:05-  3:15  Intermission. 

3:15-  5:00  Panel  Discussion  of  Cases: 

Drs.  Grumbach,  Herrmann,  Landau, 
Lloyd,  McCullagh,  Paulsen  and 
Turner. 

6:00  Cocktail  Party. 


Thursday  Morning,  August  2 

ADRENAL  DISORDERS 

9:00-  9:30  Regulation  of  Cortisol  Secretion. 

Frank  H.  Tyler,  M.D.,  Salt  Lake  City. 


9:30-10:10  Methods  of  Measuring  Adrenocortical 
Function. 

Grant  W.  Liddle,  M.D.,  Nashville, 
Tennessee. 

10:10-10:25  Intermission. 

Panels  on  Clinical  Problems* 

10:25-11:30  Cushing’s  Syndrome 

Associated  with  Adrenal  and  Pitui- 
tary Disorders. 

Associated  with  Tumors  of  Non- 
Endocrine  Tissue. 

Drs.  Beck,  Forsham,  Luetscher  and 
Tyler. 

11:30-12:30  Abnormal  Androgen  Production 
Congenital  Adrenal  Hyperplasia 
“Idiopathic”  Hirsutism. 

Drs.  Grumbach,  Lloyd  and  Tyler. 
12:30-  2:00  Lunch. 


Thursday  Afternoon 

2:00-  2:30  Regulation  of  Aldosterone  Secretion. 

John  A.  Luetscher,  Jr.,  M.D.,  Palo 
Alto,  California. 

Panels  on  Clinical  Problems 
2:30-  3:15  Increased  Aldosterone  Production. 

• Primary  Aldosteronism. 

Secondary  Aldosteronism. 

Drs.  Fajans,  Luetscher  and  Liddle. 
3:15-  3:30  Intermission. 

Panels  on  Clinical  Problems 

3:30-  4:10  Addison’s  Disease. 

Drs.  Beck  and  Forsham. 

4:10-  5:00  Cushing’s  Syndrome  Medicamentosus. 

Drs.  Forsham,  Grumbach  and  Liddle. 
Friday  Morning,  August  3 


9:00-  9:45 


9:45-10:15 

10:15-10:30 

10:30-11:00 

11:00-11:30 

11:30-12:30 


12:30-  1:45 


THYROID 

Mechanisms  and  Regulation  of  Thy- 
roid Hormone  Synthesis. 

Sidney  H.  Ingbar,  M.D.  Boston. 

Peripheral  Fate  of  Thyroid  Hormones. 

J.  Thomas  Dowling,  M.D..  Seattle. 

Intermission. 

Intrathyroidal  Actions  of  Iodine; 
Iodide  Goiter. 

Monte  A.  Greer,  M.D. 

Hashimoto’s  Disease  and  Thyroid  Au- 
to-Immunity. 

F.  Raymond  Keating,  Jr.,  M.D. 

Thyroid  Surgery:  Indication  and  Com- 
plications. 

Brown  M.  Dobyns,  M.D.,  Cleveland. 

Lunch. 


Friday  Afternoon 


1:45-  2:00 
2:00-  2:20 
2:20-  2:50 

2:50-  3:00 
3:00-  5:00 


Exopthalmos. 

Samuel  P.  Asper,  Jr.,  M.D.,  Baltimore. 
The  Problem  of  Mild  Hypothyroidism. 
Sidney  H.  Ingbar,  M.D. 

Thyroid  Hormones  and  Their  Ana- 
logues: Peripheral  Effects  and  Ther- 
apeutic Uses. 

Samuel  P.  Asper,  Jr.,  M.D. 
Intermission. 

Case  Discussions: 

Drs.  Asper,  Dobyns,  Dowling,  Greer, 
Ingbar,  and  Keating. 


* Illustrated  case  material  presented  by  panelists  will  form 
the  basis  of  these  discussions.  Diagnostic,  therapeutic  and 
pathophysiologic  problems  presented  by  the  cases  will  be 
considered. 
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WILLARD  B.  REW,  M.D. 


AN  APPRECIATION 

As  we  are  now  just  about  half  way  through  our 
Medical  Association  year,  it  seems  appropriate  to 
pause  to  give  expression  to  a thought  which  has  been 
increasingly  in  my  mind  as  the  year  has  progressed. 
A thought  which  most  of  us  have  had  at  times,  but 
which  in  the  main  goes  unsaid.  It  concerns  the  work 
of  our  committeemen.  Most  of  the  Association’s 


PRESIDENTS  page 

work  is  conceived,  planned  and  carried  out  by  men 
who  assemble  from  all  over  the  state  to  join  in  the 
effort  to  do  something  for  the  health  of  the  state, 
and  for  the  profession.  Often,  weekends  are  utilized 
for  this,  and  occasionally  night  drives  over  the  moun- 
tain passes  are  involved.  But  the  work  gets  done. 
The  members  carry  out  the  tasks  with  a devotion 
and  with  an  enthusiasm  seldom  matched  in  organi- 
zational work.  Such  work  is  usually  thankless  and 
all  too  often  unnoted. 

And  so  it  is  that  midway  in  the  year  a statement  of 
appreciation  is  in  order.  The  complete  cooperation 
and  enthusiasm  of  you  men  of  the  committees  is  an 
ever-increasing  source  of  gratification  to  your  presi- 
dent. 


Obstetricians  to  meet  in  British  Columbia 

The  Spring  meeting  of  the  Washington  State 
Obstetrical  Association  will  be  held  on  Saturday, 
April  14,  at  the  Bayshore  Inn  in  Vancouver,  British 
Columbia.  Following  is  the  program  of  the  day- 
long session: 

8:30  Registration 

9:00  The  Prevention  of  Perinatal  Mor- 
tality 

M.  Edward  Davis,  M.  D. 

10:00  Genetic  Counseling  in  Obstetrics 
James  R.  Miller,  M.  D. 

10:45  Intersexuality  in  the  Newborn, 
Diagnosis  and  Management 

Walter  L.  Hermann,  M.  D. 

12:00  Luncheon  and  Round  Table 

Fred  E.  Bryans,  M.  D.,  Moderator 

2:30  The  Role  of  Long-Term  Estrogen 
Substitution 

M.  Edward  Davis,  M.  D. 

3:30  Waste  and  Value  of  Hormone 
Assays 

Walter  L.  Hermann,  M.  D. 

4:30  Business  Meeting— Election  of 
Officers 

6:00  Social  Hour 

7:00  Banquet 

Registration  must  be  made  in  advance,  accom- 
panied by  the  registration  fee  of  $15.00  for  mem- 
bers, $25.00  for  non-members,  which  includes  lunch- 
eon, social  hour  and  banquet.  Wives  are  invited 
to  the  social  hour  and  banquet;  registration  fee  is 
$6.00.  Write  for  further  information  to  Washington 


State  Obstetrical  Association,  1120  Cherry  Street, 
#300,  Seattle  4,  Washington. 

Postgraduate  Medical  Courses  Scheduled  for  May 

Two  postgraduate  medical  education  courses  are 
scheduled  during  May  at  the  University  of  Wash- 
ington Health  Sciences  Building.  A dermatology 
course  will  be  offered  on  May  11  and  12;  and  a 
review  of  new  clinical  laboratory  tests  will  be  held 
on  May  28  and  29.  Both  sessions  are  to  be  held  in 
the  Auditorium  of  the  Health  Sciences  Building  and 
are  open  to  graduates  of  medical  schools  approved 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  AM  A,  or  to  those  licensed  to  practice  medicine 
and  surgery  in  the  State  of  Washington.  Each  course 
has  a registration  fee  of  $40. 

The  dermatology  course  is  designed  for  the  general 
practitioner  and  other  physicians  interested  in  com- 
mon dermatologic  problems.  Current  concepts,  office 
diagnostic  procedures,  and  treatment  problems  will 
be  discussed  with  emphasis  on  common  types  of 
eczematous  dermatitis,  fungus  or  bacterial  infections 
of  the  skin,  and  benign  tumors  of  the  skin.  Ten 
hours  credit  will  be  given  to  members  of  the  Acad- 
emy of  General  Practice. 

The  purpose  of  the  course  in  clinical  laboratory 
tests  is  to  review  some  of  the  newer  laboratory  pro- 
cedures which  aid  in  diagnosis  and  control  of  ther- 
apy, and  to  call  attention  to  developing  trends  in  the 
field.  Since  the  course  is  primarily  directed  towards 
practicing  clinicians,  special  attention  will  be  given 
to  the  rationale,  interpretation  and  limitations  of  the 
methods  discussed.  A total  of  12  1/2  hours  credit 
will  be  given  to  members  of  the  AAGP. 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Robert  E.  Staley , M.D.,  Kellogg 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1962,  Sun  Valley 


Hard  working  session  in  the  books 


The  third  interim  session  of  the  House  of  Dele- 
gates of  the  Idaho  State  Medical  Association,  held  in 
Idaho  Falls,  January  26-27,  enters  the  record  book 
as  another  hard-working  business  meeting  of  the  As- 
sociation. Nine  of  the  11  component  societies  in  the 
state  were  represented.  Absent  were  Delegates  from 
the  Bonner-Boundary  Medical  Society  and  the  Bear 
River  Medical  Society. 

President  Robert  E.  Staley,  Kellogg,  turned  in  an 
outstanding  performance  as  presiding  officer  at  the 
House  of  Delegates  meeting,  and  as  toastmaster  at 
the  dinner  session  of  the  House  on  the  evening  of 
January  26.  George  M.  Fister,  Ogden,  Utah,  presi- 
dent-elect of  the  AMA,  delivered  a stirring  address 
on  the  activities  of  the  AMA  and  reviewed  national 
legislation  and  proposed  political  activities  for  physi- 
cians and  members  of  their  families. 

In  his  address  to  the  House  of  Delegates,  President 
Staley  reviewed  in  detail  the  many  activities  of  the 
Association  during  the  past  six  months,  and  outlined 
suggested  courses  of  action  in  coming  months.  Dr. 
Staley’s  address  was  published  in  the  February  issue 
of  northwest  medicine.  Copies  of  the  speech  may 
be  obtained  by  sending  a request  to  Mr.  A.  L.  Bird. 
364  Sonna  Building,  Boise. 

The  following  resolutions  were  adopted 

Resolution  No.  1 (sponsored  by  the  Idaho  Falls 
Medical  Society). 

We  as  the  Idaho  Falls  Medical  Society  go  on 
record  as  instructing  our  delegates  to  the  interim 
session  of  the  House  of  Delegates  of  the  Idaho  State 
Medical  Association,  to  aggressively  proselyte  for 
the  passage  of  legislation  by  the  State  of  Idaho  to 
allow  the  self-employed  to  set  aside  certain  funds, 
tax  free,  for  retirement  purposes. 

(The  resolution  was  adopted  with  the  provision 
that  it  be  studied  further  and  that  a report  be  given 
at  the  June  1962  meeting  of  the  House.) 


Resolution  No.  2 (sponsored  by  the  Kootenai- 
Benewah  Medical  Society). 

whereas,  many  practicing  physicians  and  regis- 
tered nurses  in  the  state  are  frequently  called  on  by 
law  enforcement  personnel  to  draw  blood  from  su- 
spected offenders  for  the  purpose  of  determining  its 
alcoholic  content,  and 

whereas,  the  position  of  the  physician  or  nurse 
while  performing  this  service  more  closely  represents 
that  of  being  an  agent  of  the  law  enforcement  branch 
of  our  state  or  local  government,  and 

whereas,  after  complying  with  the  request  of  law 
enforcement  officials,  under  existing  laws  it  is  at 
least  theoretically  possible  in  our  state  for  the  physi- 
cian or  nurse  to  be  the  subject  of  litigation,  cast  in 
the  role  of  a defendant  in  a questionably  defensible 
position,  to  answer  to  a charge  of  assault  or  a similar 
charge  by  the  suspected  offender, 

NOW  THEREFORE  BE  IT  RESOLVED  that  this  Society 
is  on  record  as  favoring  the  proper  amendments  to 
existing  law  or  the  adoption  of  a new  legislation  as 
necessary  to  giant  the  physician  or  nurse  a compar- 
able immunity  to  that  enjoyed  by  law  enforcement 
officials  when  acting  as  the  agent  of  the  latter. 

Resolution  No.  3 (sponsored  by  the  Kootenai- 
Benewah  Medical  Society). 

whereas,  recent  lawsuits  in  the  various  states  have 
resulted  from  the  act  of  a physician  rendering  only 
emergency  care  at  the  scene  of  an  accident  and  not 
continuing  treatment,  and 

whereas,  unfavorable  and  seemingly  unjust  judg- 
ments have  been  rendered  against  these  physicians 
acting  out  of  humanitarian  feelings,  and 

whereas,  the  precedent  of  corrective  legislation 
has  been  passed  by  several  state  legislatures  in  the 
form  of  so-called  “Good  Samaritan”  laws, 

now  therefore  be  it  resolved  that  the  Idaho 
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State  Medical  Association  favors  the  adoption  of 
similar  legislation  in  the  State  of  Idaho. 

Resolution  No.  4 (sponsored  by  the  Public  Health 
Advisory  Committee). 

whereas,  the  trivalent  formalin-killed  polio  vac- 
cine (Salk  Vaccine)  has  proven  effective  in  prevent- 
ing paralytic  polio,  and 

whereas,  the  oral  polio  vaccine  (Sabin  type)  cur- 
rently is  available  for  only  Type  I and  Type  II,  with 
Type  III  expected  to  be  licensed  in  the  future,  and 
whereas,  Types  I and  II  oral  vaccine  can  immu- 
nize only  against  Types  I and  II  polio,  respectively, 
and  are  recommended  only  for  use  in  epidemic  type 
specific  situations;  they  are  not  available  for  wide- 
spread use  in  absence  of  an  actual  or  threatened 
epidemic,  and 

whereas,  until  all  three  types  are  available  in  oral 
form,  continued  use  of  the  Salk  vaccine  is  urged,  and 
whereas,  when  all  three  types  of  the  oral  vaccine 
are  available,  the  question  of  how  and  when  to  use 
them  must  be  answered,  and 

whereas,  there  is  little  evidence  to  indicate  that 
community-wide  use  of  oral  vaccine  will  reach  a 
significant  portion  of  those  persons  who  have  refused 
or  failed  to  take  the  Salk  vaccine;  there  is  consider- 
able question  as  to  whether  the  use  of  the  oral  vac- 
cine in  a community  with  a fairly  high  level  of  im- 
munization could  be  expected  to  further  reduce  the 
actual  number  of  paralytic  cases  or  deaths  solely  be- 
cause of  a switch  in  type  of  vaccine  offered;  there 
are  many  factors  involved  in  the  use  and  ability  of 
the  oral  vaccine  in  a community  with  a low  immuni- 
zation level  to  produce  a higher  immunization  level, 
therefore  be  it  resolved  that  the  county  medi- 
cal societies  throughout  the  State  of  Idaho  should 
encourage,  stimulate  and  participate  in  surveys  to 
determine  the  community  immunization  level,  and 
be  it  further  resolved  that  on  the  basis  of  the 
results  of  the  survey,  each  county  medical  society 
should  determine  the  type  of  vaccine  and  the  most 
effective  type  of  program  which  will  be  of  greatest 
benefit  to  the  community,  and 

be  it  further  resolved  that  until  such  time  as  all 
three  types  of  oral  vaccine  are  available,  the  Salk 
vaccine  should  be  the  vaccine  of  choice  for  routine 
poliomyelitis  immunization,  with  the  choice  of  pro- 
gram for  administering  the  vaccine  to  be  determined 
on  a local  basis  by  each  county  medical  society. 

Resolution  No.  5 (sponsored  by  the  officers  and 
councilors ) . 

whereas,  American  medicine  is  faced  with  ever 
increasing  political  activity  directed  toward  estab- 
lishing some  form  of  federally  controlled  medical 
programs,  and 

whereas,  local  and  state  groups  of  physicians, 
separate  in  organizations  from  their  respective  medi- 
cal associations,  banded  together  locally  to  resist  the 
effort,  find  themselves  inadequate  to  present  their 
attitudes  on  a level  competitive  with  opposition,  and 


whereas,  it  is  recognized  that  even  though  the 
Idaho  State  Medical  Association  has  conducted  an 
accelerated  public  educational  program  the  local 
instrumentation  of  political  activity  needs  strengthen- 
ing, 

therefore  be  it  resolved  that  the  Idaho  State 
Medical  Association  does  hereby  endorse  and  ap- 
prove “Idahoans  For  Good  Government”  and  its  pur- 
poses and  urges  all  physicians  and  their  families  in 
Idaho  to  join,  support,  contribute  to,  and  work  to- 
ward the  success  of  Idahoans  For  Good  Govern- 
ment and  its  objectives,  and 

be  it  further  resolved  that  in  view  of  the  na- 
tional and  federal  aspects  of  many  political  issues, 
political  education,  and  effective  political  action, 
the  Idaho  State  Medical  Association  does  hereby 
endorse  and  approve  the  American  Medical  Political 
Action  Committee  and  urges  all  physicians  in  Idaho 
to  join,  support,  contribute  to  and  work  towards  the 
success  of  AMPAC  and  its  objectives,  and 

be  it  further  resolved  that  the  Idaho  State 
Medical  Association  does  hereby  direct  Idahoans  For 
Good  Government  and  the  American  Medical  Poli- 
tical Action  Committee  to  work  together  and  to  co- 
operate to  the  fullest  extent  to  accomplish  in  the 
most  effective  manner  the  political  aims  and  mutual 
objectives  of  the  physicians  of  Idaho  and  of  this 
country  for  the  greatest  benefit  of  medicine  and  all 
citizens. 

Resolution  No.  8 (sponsored  by  the  officers  and 
councilors) . 

Because  numerous  efforts  by  certain  opponents  of 
the  American  Medical  Association  have  been  made 
to  discredit  the  AMA  by  insinuating  that  the  Asso- 
ciation does  not  have  the  support  of  the  majority  of 
practicing  physicians  in  this  country  and  does  not 
represent  the  will  of  the  majority  of  practicing  physi- 
cians, 

now  therefore  be  it  resolved  that  the  Idaho 
State  Medical  Association  go  on  record  as  stating 
emphatically  that  the  AMA  does,  indeed,  represent 
their  will  and  desire  and  that  the  leadership  of  the 
American  Medical  Association  enjoys  the  full  confi- 
dence and  support  of  the  entire  membership  of  the 
Idaho  State  Medical  Association. 

Resolution  No.  10  (sponsored  by  the  North  Idaho 
District  Medical  Society). 

whereas,  it  is  imperative  that  delegates  to  the 
Idaho  State  Medical  Association  be  informed  as 
fully  as  possible  about  all  proposed  business  coming 
before  an  annual  or  interim  meeting,  and 

whereas,  it  has  been  the  practice  to  collect  this 
information  in  a delegate  folder, 

therefore  be  it  resolved  that  all  pertinent  in- 
formation be  placed  in  the  hands  of  all  delegates 
in  part,  or  in  whole,  in  time  for  the  delegates  to 
consult  with  members  of  the  local  societies  and  have 
the  contents  reviewed  at  the  appropriate  monthly 
county  or  medical  society  meetings. 
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SPECIA L AR TICLE 


A Physician  Looks  at  Prepayment 

HOMER  W.  H UM  ISTON.M.D.  Tacoma,  Washington 


Visualize  the  medical  director  of  the  Bureau  in 
Pierce  County,  Washington,  sitting  in  his  com- 
fortable swivel  chair  looking  through  a piece  of 
one-half  inch  pipe  a yard  long.  After  surveying 
what  he  has  seen  about  prepaid  medical  care 
bv  this  method,  he  now  stands  before  you  to  pre- 
sent some  of  his  observations,  narrow  though 
they  may  be. 

In  June  of  1957  the  president  of  our  Bureau 
began  his  annual  report  to  the  physician  mem- 
bers of  the  organization  with  the  following: 

Some  months  ago  the  Board  of  Trustees  re- 
quested the  Medical  Director,  Dr.  Humiston, 
to  make  a statement  as  to  his  personal  views 
concerning  the  proper  purpose  of  this  Bureau. 
This  report  is  prefaced  by  that  statement, 
which  follows: 

Two  premises  are  the  basis  of  my  conclusions. 
They  are:  (1)  for  all  parties  concerned,  the 
best  way  to  take  care  of  patients  is  provided 
by  what  we  know  as  the  private  practice  of 
medicine;  and  (2)  the  politico-social  climate 
in  which  we  find  ourselves  will  include  pre- 
paid medical  care  in  some  form  for  the  for- 
seeable  future. 

In  my  opinion,  a Bureau  such  as  ours  is  the 
best  instrument  through  which  the  relation- 
ships of  private  practice  will  be  distorted  less 
than  under  any  other  prepaid  plan. 

I have  a sincere  belief  that  with  adherence  to 
such  an  objective  we  shall  continue  to  survive, 
because  we  shall  be  performing  a superior 
service  in  the  community. 

Of  the  many  policy  and  administrative  deci- 
sions that  are  necessary'  to  conduct  the  affairs 
of  the  Bureau,  there  is  one  item  that  must  not 
be  lost  sight  of  if  we  are  to  be  effective  in  this 
single  purpose  objective.  The  Bureau  must 
continue  to  be  the  dominant  influence  in  the 
field  of  prepaid  medical  care  in  the  community'. 

Four  and  a half  years  later  as  I scan  the  scene 
through  my  one-half  inch  pipe  I am  still  of  the 
same  mind.  Most  of  my  thoughts  and  actions  in 
this  whole  field  are  conditioned  by  the  sincere 
belief  that  an  operation  such  as  our  bureau  does, 
or  at  least  can  in  fact,  distort  the  relationship 
between  the  patient  and  the  physician  less  than 
any  other  existing  system  of  prepaid  medical 
care. 

Before  setting  my  one-half  inch  pipe  aside  and 

Presented  at  the  Western  Conference  of  Prepaid  Medical 
Care  Plans  in  Victoria.  B.C.,  on  November  1,  1961. 


launching  out  on  a variety  of  topics,  I want  to 
point  this  pipe  at  two  other  structures  in  the 
field  of  prepaid  medical  care  and  tell  you  what 
I see. 

I see  Blue  Cross  with  a primary  objective— 
to  insure  the  solvency  of  hospitals. 

I see  the  commercial  insurance  companies  with 
a primary  objective— to  make  money. 

It  can  be  noted  that  no  single  primary  objec- 
tive has  been  ascribed  to  the  various  closed  panel 
contract  groups.  That  will  be  left  to  those  who 
have  such  organizations  as  next  door  neighbors. 

In  the  discussion  that  follows  I am  going  to 
deal  with  group  coverage  of  employees  and 
their  dependents.  This  is  not  to  deny  the  prob- 
lems of  non-group  individuals  including  those 
who  are  retired  because  of  age.  I am  of  the 
opinion  that  if  we  do  a good  job  of  furnishing 
prepaid  medical  care  to  employees  and  their 
dependents,  we  will  have  a lot  of  know-how  to 
apply  on  these  other  problems. 

The  entire  time  allotted  to  me  could  be  used 
in  enumerating  the  many  questions  that  need 
at  least  partial  answers  in  this  field  of  prepaid 
medical  care.  I am  referring  to  such  problems  as: 

1.  How  sick  should  a patient  be  to  receive 
inpatient  care? 

2.  How  long  should  he  stay  in  a hospital? 

3.  How  much  is  an  appendectomy  worth? 

4.  Should  a specialist  be  paid  a differential 

fee? 

5.  Should  cost  of  drugs  be  a prepayment 
benefit? 

6.  What  coverage,  if  any,  should  there  be 
for  mental  conditions? 

7.  What  should  the  limits  of  coverage  be? 

8.  What  exclusions  should  there  be? 

9.  What  should  the  premium  be  for  what- 
ever is  covered? 

In  this  room  are  quite  a few  of  the  most  know- 
ledgeable people  in  the  field  of  prepaid  medical 
care,  but  I would  hate  to  have  to  stay  here  until 
we  could  all  come  to  agreement  on  answers  to 
even  half  of  the  questions  I have  raised. 

In  my  opinion  we  should  put  less  emphasis  on 
what  I or  someone  thinks  should  be  covered,  or 
should  not  be  covered,  and  examine  the  pur- 
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chase  of  prepaid  medical  care  as  the  transaction 
really  exists. 

So  many  of  the  questions  that  come  up  in  this 
field  of  ours  do  not  have  absolute  answers  based 
on  essential  truth.  The  answers  are  mostly  in  the 
area  of  value  judgments. 

Not  only  is  this  true  but  the  questions  that 
need  to  be  answered  are  constantly  changing, 
and,  furthermore,  those  who  must  answer  the 
questions  are  constantly  changing  their  value 
judgments  as  experience  is  gained,  attitudes 
change,  and  as  time  goes  by. 

A medium-sized  prepaid  plan  such  as  ours  in  a 
medium-sized  community  offers  some  advant- 
ages over  much  smaller  or  much  larger  plans  for 
the  purposes  of  this  inquiry  and,  besides,  it  is  the 
plan  that  I know  the  most  about.  So  I am  going 
to  give  you  my  views  of  how  the  multitude  of 
questions  are  answered  in  our  community,  and 
then  give  you  my  opinion  of  how  I think  they 
should  be  answered  in  the  future.  In  order  to  be 
anywhere  nearly  precise,  I am,  as  I said  previ- 
ously, confining  this  part  of  the  discussion  to 
group  coverage  of  employees  and  their  depend- 
ents. 

In  my  opinion  the  multitude  of  questions  are 
being  answered  by  the  operation  of  the  competi- 
tive free  market  in  the  purchase  of  prepaid  care. 
After  giving  some  examples  to  support  this  view, 
I shall  have  some  comments  to  make  as  to  why 
I believe  the  competitive  free  market  is  the  best 
way  to  guide  the  future  course  of  prepaid  care. 

Several  decades  ago  there  was  a free  market  in 
the  purchase  of  medical  care.  The  principals  in 
each  instance  were  a patient  and  a physician. 
Individual  patients  had  every  right  to  select  their 
physician  and  to  change  to  another  at  will,  and 
this  right  was  then  exercised  to  some  extent,  as  it 
is  today.  In  theory  a patient  had  every  right  to 
negotiate  the  monetary  considerations  in  ad- 
vance. Having  a right  and  exercising  that  right 
are  two  different  things.  The  fact  is  that  the 
right  to  negotiate  was  seldom  exercised  with  the 
result  that  we  can  safely  say  that  there  was  a free 
market  in  medical  care  in  those  days,  but  it  was 
not  very  competitive. 

In  Pierce  County  today  medical  care  for  self- 
supporting  individuals  is  paid  for  by  one  of  sev- 
eral methods: 

1.  Fee  for  service  on  a private  basis. 

2.  Payment  on  a service  basis  through  the 
Pierce  County  Medical  Bureau. 

3.  Payment  by  Blue  Cross  with  indemnity 
reimbursement  for  professional  care. 


4.  Payment  on  a service  basis  by  a closed 
panel  group. 

5.  Payment  by  commercial  insurance  com- 
panies—the  professional  fees,  of  course, 
on  an  indemnity  basis. 

In  real  round  numbers  our  bureau  has  a little 
over  half  of  the  total  that  is  prepaid— the  re- 
mainder is  divided  among  the  other  approaches. 

To  jump  from  several  decades  ago  when  it 
appears  to  me  that  we  had  a free  market  in 
medical  care,  but  one  which  was  not  truly  com- 
petitive. I say  that  today  we  have  in  our  county 
a free  market  and  that  it  is  competitive,  and  I 
think  this  is  good. 

The  first  step  in  understanding  this  viewpoint 
is  to  dispel  the  myth  that  there  is  any  such  thing 
as  an  employer  contribution  to  payment  for  pre- 
paid medical  care.  Our  bureau  has  employees 
and  we  write  a monthly  check  for  their  prepaid 
medical  care— the  check,  of  course,  goes  to  the 
best  plan  in  the  community,  the  Pierce  County 
Industrial  Medical  Bureau,  Inc.  This  amount  of 
money  is  part  of  total  wages  and  not  a benevo- 
lent gift  by  a paternalistic  employer.  The  em- 
ployees are  paying  for  this  coverage  every  bit 
as  much  as  they  are  paying  their  income  tax  by 
means  of  money  which  we  withhold  and  trans- 
mit to  the  Federal  Government.  I am  belaboring 
this  point  because  I think  it  is  vital  in  examin- 
ing the  way  in  which  the  competitive  free  market 
operates  in  the  purchase  of  prepaid  medical  care. 

Let  us  take  a look  at  the  various  parties  to 
the  development  of  a group  coverage  prepay- 
ment program  and  pinpoint  which  of  these 
parties  is  answering  the  many  questions  that 
must  be  answered— the  list  of  questions  which 
I recited  earlier  and  many  more.  I shall  presume 
that  we  write  the  coverage  and  then  make  some 
observations  on  the  operation  of  the  competitive 
free  market.  To  oversimplify,  these  are  the 
steps  followed: 

1.  Employees,  through  their  representa- 
tives, decide  what  coverage  they  want. 

2.  Employees,  through  their  representa- 
tives, decide  what  part  of  their  total 
wage  they  are  willing  to  have  set  aside 
for  this  purpose,  whether  they  handle 
all  the  money,  part  of  the  money,  or 
none  of  the  money. 

3.  The  Bureau  writes  a contract  tailored 
to  the  money  available,  usually  less  cov- 
erage than  the  initial  request. 

4.  The  employer  acts  as  bookkeeper  and 
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divides  up  the  total  wage  as  agreed  in 
the  labor  agreement. 

At  this  point,  1 should  like  to  use  an  example 
to  show  how  the  eompetitive  free  market  in  our 
community  functions  with  respect  to  premiums 
and  professional  fees.  These  remarks  will  he 
limited  to  monetary  considerations  only. 

Let  us  take  the  question  of  the  dollar  worth  of 
an  appendectomy  which  we  will  say  was  a life- 
saving procedure  for  someone’s  child.  The  value 
of  the  child’s  life  is,  of  course,  infinite,  therefore, 
the  value  of  the  operation  is  an  infinite  number 
of  dollars— minus,  of  course,  the  hospital  bill.  Or 
we  can  come  at  this  from  another  direction.  The 
surgeon  wasn’t  otherwise  occupied,  that  morning 
anyhow,  so  why  pay  him  anything. 

Somewhere  in  between  these  two  extremes  of 
nonsense  is  an  appropriate  answer.  In  Tacoma,  it 
is  $150.00  as  a paid-in-full  service  benefit  through 
our  Bureau. 

This  $150.00  fee  was  set  unilaterally  by  our 
Board  of  Trustees  who  are  all  practicing  physi- 
cians. It  was  set  after  extensive  deliberations  and 
is  presumed  to  be,  as  nearly  as  can  be  deter- 
mined, the  average  fee,  charged  in  private  prac- 
tice to  the  average  self-supporting  individual  in 
our  community.  The  premium  we  charge  is,  of 
course,  related  to  the  professional  fees. 

A couple  of  projections  will  show  how,  in  the 
final  analysis,  this  fee  is,  in  reality,  determined 
by  the  competitive  free  market  in  our  commu- 
nity, and  not  by  the  physicians. 

Let  us  first  presume  that  our  physician  board 
were  to  decide  to  increase  this  $150.00  fee  to 
$225.00  and,  likewise,  increase  all  other  fees  by 
50  per  cent.  This  would  require  an  increase  of  ap- 
proximately 25  per  cent  in  premium.  The  very  day 
we  might  make  such  a move,  some  major  insur- 
ance company  is  going  to  gobble  that  contract  at 
the  premium  rate  we  used  to  charge.  Our  compe- 
tition knows,  just  as  we  do,  that  $150.00  of  indem- 
nity for  an  appendectomy  will  be  accepted,  by 
and  large,  in  our  community  as  full  payment. 
Were  we  to  pursue  such  a course,  we  would  soon 
be  out  of  business. 

Now  let’s  go  in  the  other  direction.  Let  us 
presume  that  we  have  a premium  structure  that 
yields  only  enough  money  to  pay  the  surgeon 
$100.00  on  a full  service  basis  for  an  appendec- 
tomy and  likewise  two-thirds  of  the  going  private 
practice  fees  for  all  professional  services.  This 
certainly  makes  the;  sales  job  for  the  management 
much  easier— that  is,  for  awhile.  When  a competi- 


tive free  market  exists  in  prepaid  care,  this 
method  of  gaining  or  retaining  volume  of  busi- 
ness is  self-defeating. 

If  this  is  done,  the  physicians  servicing  the 
contract  become  dissatisfied.  They  may  threaten 
to  drop  out  of  the  bureau,  some  may  actually 
do  so,  or  they  may  even  discontinue  the  plan 
entirely.  Such  actions  by  physicians  are  perfectly 
obvious  and  certainly  not  unnatural. 

What  may  not  be  so  obvious,  however,  is  the 
reaction  of  the  purchasers  of  this  care.  I am  going 
to  tell  you  about  one  of  the  bones  in  the  skeleton 
closet  of  our  bureau  in  Pierce  County. 

After  World  War  II  came  a period  of  readjust- 
ment to  the  peace-time  economy.  As  a practicing 
physician,  I was  president  of  the  Bureau  at  the 
time  we  learned  the  lesson  I am  going  to  tell 
you  about. 

The  provisions  of  our  contract  were,  in  general, 
acceptable.  The  premium  charged  made  the  con- 
tract easy  to  sell.  The  fees  paid  to  physicians 
were  noticeably  below  existing  private  fees. 
There  was  grumbling  in  the  doctors’  locker  rooms 
at  the  hospitals.  Some  physicians  were  seriously 
talking  about  dropping  out  of  the  plan.  Other 
physicians  would  schedule  Bureau  patients  only 
on  Tuesday  and  Thursday.  Not  a few  physicians 
were  mixing  their  professional  care  with  com- 
plaints about  the  Bureau  to  their  patients. 

A group  of  very  knowledgeable  labor  union 
officials  asked  for  a meeting  with  our  executive 
officers  and  such  a meeting  was  held.  Several 
hours  of  discussion  can  be  boiled  down  to  one 
sentence.  They  were  fed  up  with  their  members 
being  treated  like  second-class  citizens  in  doc- 
tors’ offices,  and  that  if  more  premium  was  the 
answer,  charge  it— OR  ELSE.  We  got  the  mes- 
sage loud  and  clear.  We  instituted  a realistic 
fee  schedule,  raised  our  premium,  increased  the 
number  of  subscribers,  and  the  grumbling  by  the 
physicians  evaporated.  The  competitive  free  mar- 
ket forced  us  to  chart  our  course.  The  lesson 
learned  at  that  time  has  not  been  forgotten,  and  I 
hope  it  never  will  be. 

In  the  statement  which  I prepared  in  1957 
and  which  was  read  earlier,  I indicated  that  in 
order  for  the  Bureau  to  be  effective  as  the  pre- 
paid instrument  which  distorts  the  relationships 
of  private  practice  the  least,  that  it  must  be  the 
dominant  plan  in  the  community.  It  is  equally 
important  that  it  not  be  the  only  plan.  I make 
no  apology  for  the  fact  that  we  do  not  have 
90  per  cent  or  100  per  cent  of  the  prepaid  cov- 
erage in  our  community.  As  a monopoly,  I have 
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little  confidence  that  we,  as  a bureau,  could 
possibly  have  the  farseeing  perspicacity  to  any- 
where nearly  match  the  ability  of  the  competitive 
free  market  in  answering  the  multitude  of  com- 
plex questions  that  arise  in  this  industry. 

There  are  many  questions  that  face  prepaid 
medical  plans  which  are  much  more  difficult  to 
answer  than  the  question  of  professional  fees 
and  premium  structure. 

Let’s  now  take  a look  at  a problem  area  in 
prepaid  medical  care  that  is  not  quite  so  simple 
—the  problem  of  the  internist.  I have  an  abiding 
faith  that  in  the  whole  realm  of  human  activities 
that  if  a problem  can  be  understandably  describ- 
ed, we  can  either  solve  it  or  we  can  at  least 
understand  why  we  can’t  solve  it.  If  I could 
define  this  problem  and  pinpoint  all  the  related 
ramifications,  this  would,  without  doubt,  be  the 
best  speech  on  the  program.  However,  I can’t. 

What  I am  going  to  attempt  to  do,  however,  in 
semi-serious  fashion,  is  to  touch  on  the  fringes 
of  the  problem  of  the  internist  and  then  com- 
ment on  methods  of  solving  this  indefinable 
problem. 

First  off,  there  is  as  much  variation  between 
internists  as  there  is  between  prepaid  medical 
care  plans.  At  the  gas  station  where  I have  my 
car  serviced  they  have  a check-list  for  a 1955 
Mercury  that  lists  the  things  that  should  be  done 
each  1,000  miles  and  many  more  things  that 
should  be  done  at  10,000  miles.  Sometimes  all  I 
want  is  a tankful  of  gasoline.  To  cartoon  one 
phase  of  this  problem,  there  are  some  internists 
who  use  the  10,000  mile  check-list  on  most  of 
the  people  they  see.  Let  me  give  you  an  example. 
A 28-year-old  man  is  seen  with  a single  com- 
plaint, left  shoulder  pain  with  certain  movements 
of  the  arm,  and  I’ll  stipulate  that  he  has  a sub- 
deltoid bursitis. 

In  one  office  he  may  have  a history  taken 
which  leaves  no  hidden  secrets  and  a physical  ex- 
amination which  leaves  no  stone  unturned.  He 
may  have  an  E.K.G.  (the  pain  is  in  the  left 
shoulder),  x-rays  of  the  chest,  and,  of  course, 
the  shoulder.  Depending  on  the  make  and  model, 
that  is,  of  the  internist,  this  10,000  mile  check- 
list will  have  enough  other  items  listed  to  run 
up  a bill  of  say  $85.00.  Having  arrived  at  an 
exclusive  diagnosis  of  subdeltoid  bursitis,  the 
patient  is  then  referred  to  an  orthopedist  who 
aspirates  the  bursa,  injects  a cortisone  prepara- 
tion and  we  have  a man  who  is  healthy  all  over 
and  he  knows  it  for  sure. 

In  another  office,  the  identical  clinical  situa- 


tion is  handled  in  quite  another  fashion.  The 
patient  is  asked  about  the  specific  complaint, 
denies  any  other  complaints,  has  his  shoulder 
examined,  and  is  immediately  referred  to  the 
orthopedist. 

The  question  here  posed  is  simple  enough— 
which  internist  is  practicing  the  better  medicine? 
I can’t  answer  it.  One  approach  costs  ten  times 
as  much  as  the  other  so  the  question  can’t  be 
ignored  by  the  management  of  any  plan  that 
provides  services  of  internists.  It  is  particularly 
troublesome  to  me  as  medical  director  of  a plan, 
the  objective  of  which  is  to  approach  the  abso- 
lute minimum  of  interference  between  the  physi- 
cian and  the  patient. 

I can  see  no  better  way  to  gradually  solve 
this  question  than  to  let  public  opinion  and  the 
operation  of  the  competitive  free  market  arrive 
at  a workable  answer.  If  the  10,000  mile  check- 
list internists  increase  in  number,  convince  an 
increasing  number  of  patients  that  this  is  good 
medicine,  and  the  approach  is  gradually  adopted 
by  physicians  other  than  internists,  some  prepaid 
plan  is  going  to  price  their  coverage  appropri- 
ately, feature  the  thorough  approach  in  their 
selling,  and  public  willingness  to  pay  for  it  will 
solve  the  problem.  I can  see  no  better  way  to 
arrive  at  a workable  solution. 

You  may  wonder  what  we  do  in  our  Bureau 
about  the  bill  for  the  10,000  mile  checkup  on 
the  bursitis  patient.  Frankly,  we  wince  a little, 
emit  a small  groan,  and  pay  the  bill.  There  is  not 
enough  of  this  to  make  too  much  of  a dollar  dif- 
ference, but,  otherwise,  we  are  waiting  to  see 
how  much  the  practice  might  grow. 

In  my  mind,  the  foregoing  raises  quite  an- 
other question  for  which  I need  to  set  the  stage. 
Let  us  use  the  bursitis  patient  and  the  thorough 
internist  with  the  Bureau  in  the  background. 
The  Bureau,  of  course,  is  the  “Good  Guy’  in  this 
little  drama.  The  Bureau  is  going  to  fulfill  on 
its  promise  not  to  distort  the  relationship  be- 
tween the  physician  and  the  patient  so  there  is 
no  restriction  of  the  freedom  of  the  physician 
to  compel  him  to  be  less  thorough,  and  on  the 
economic  side,  full  fees  are  paid.  The  esoteric- 
question  I wish  to  raise  at  this  point  is  this:  Has 
not  the  Bureau  interfered  in  this  case  by  paying 
for  a lot  of  tests  that  this  same  doctor  could  not 
have  convinced  this  particular  patient  would 
have  been  worthwhile,  were  he  a private  patient? 

I don’t  mean  to  pick  on  the  internists  par- 
ticularly, but  I got  started  on  them.  The  follow- 
ing comments  are  equally  valid  with  respect  to 
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other  specialists.  In  the  entire  area  of  value  judg- 
ments, there  is  no  question  more  difficult  than 
that  of  status.  The  board  certified  specialist 
wants  differential  treatment  by  the  prepaid  plan. 
There  are  status  considerations  here  which  at 
times  are  much  more  important  than  fee  differ- 
entials. Policy  setting  boards  of  trustees  and  those 
in  management  capacity  such  as  myself  are  al- 
ways in  the  middle  of  this  argument,  and,  I feel, 
relatively  helpless  to  solve  the  problem.  If  you 
give  status  to  one  group  by  motion  or  resolution, 
if  the  action  has  any  meaning,  you  have  taken 
it  away  from  someone  else.  I think  the  answer 
will  have  to  await  general  public  acceptance  of 
one  point  of  view  or  another.  When  this  does 
happen,  prepaid  plans  will  have  to  accommodate 
to  the  demands  of  the  buying  public.  This  is  not 
just  a theoretician’s  pipe  dream.  It  has  already 
happened  to  some  specialties.  In  a metropolitan 
community,  what  patient  would  buy  glasses  pre- 
scribed by  his  general  practitioner  or  even  his 
internist? 

Some  of  the  flights  of  fancy  that  could  develop 
as  one  probes  this  matter  of  status  I shall  leave 
to  the  non-scheduled  meetings  where  the  discus- 
sion is  free  and  unfettered.  So  to  a complete 
change  of  subject. 

One  of  the  responsibilities  of  a medical  di- 
rector is  to  define  adjectives.  The  way  in  which 
this  is  done  can  cover  the  whole  spectrum  from 
maximum  arbitrary  interference  between  the 
physician  and  the  patient  to  the  other  extreme, 
no  interference  whatsoever.  The  former  course 
loses  friends.  The  latter  course  can  lead  to  bank- 
ruptcy. To  me,  the  best  answer  has  two  com- 
ponents: (1)  precise  contract  language,  and  (2) 
no  decisions  that  are  wholly  arbitrary.  It  will 
take  an  example  to  make  these  generalizations 
come  to  life. 

We  shall  begin  with  a contract  that  furnishes 
necessary  office  calls  and  outpatient  laboratory 
work  for  covered  females  but  excludes  check-up 
examinations  and  prophylactic  care.  With  this  as 
a setting,  a female  35  vears-of-age,  consults  a 
physician  for  some  complaint  which  is  common 
to  both  sexes.  Her  physician  believes  that  a pap 
smear  is  indicated  once  a year  for  his  patients 
in  this  age  group.  The  medical  director  decides 
whether  this  is  “necessary”  care  or  “prophylactic” 
care  and  fulfills  his  responsibility  to  define  the 
adjectives.  In  our  Bureau,  we  would  pay  for  this 
test.  To  do  otherwise  would  seem  to  me  to  be 
arbitrary  beyond  reason.  Our  manager  has  seen 


to  it  that  our  premium  is  such  that  we  are  not 
headed  for  bankruptcy. 

A few  weeks  after  I went  to  work  as  medical 
director  in  Tacoma,  I was  presented  with  the 
following  situation.  We  had  a contract  which 
had  no  waiting  period  for  dependents.  An  em- 
ployee with  this  coverage  got  married.  That  same 
night,  the  newly-wed  wife  spent  the  night  in  a 
local  hospital  bed  so  she  could  have  her  gall 
bladder  removed,  as  had  been  scheduled  ahead, 
at  eight  o’clock  the  next  morning.  Under  the 
terms  of  the  contract,  she  was  a bona  fide  de- 
pendent, and,  as  I said,  there  were  no  waiting 
periods.  I felt  outraged— I thought  we  had  been 
tricked.  But  I paid  the  bills.  I couldn’t  get  out  of 
it.  As  I have  come  to  be  more  aware  of  the  oper- 
ation of  the  competitive  free  market  in  the  nego- 
tiation of  these  contracts,  I have  to  smile  a little 
as  I remember  how  fluffed  I was  at  the  time. 
After  all,  if  a group  of  employees  want  to  include 
a complete  overhaul  for  a new  wife  before  she 
goes  into  service  as  a benefit  who  am  I to  object? 

I have  always  maintained  that  a good  speech 
covered  only  one  topic,  or,  at  the  most,  two.  And 
here  I am  touching  all  the  bases  and  a few  more. 
My  alibi  is  pretty  weak— it  is  that  these  various 
topics  are  all  under  the  single  title  of  prepaid 
medical  care. 

I should  like  to  make  a few  comments  about 
one  of  the  knottier  problems  that  bother  the 
management  of  many  of  our  prepaid  programs. 
That  is  the  question  as  to  whether  or  not  “check- 
up” examinations  should  or  should  not  be  a bene- 
fit. I think  that  the  time  has  come  to  pay  less 
attention  to  the  basic  theory  behind  casualty 
insurance  and  take  a realistic  look  at  what  is 
happening.  It  is  my  observation  that  if  office 
calls  are  a benefit  under  a contract  that  there  are 
three  categories  of  patients  that  are  not  now 
getting  check-up  examinations  for  which  we  pay 
the  bill.  These  are  (1)  those  who  don’t  want  the 
check-up,  (2)  those  too  stupid  to  figure  out  the 
angles  involved,  and  (3)  the  rare,  but  still  exist- 
ent person  who  is  scrupulously  honest.  Patients 
under  prepaid  plans  have  learned  not  to  ask  for 
check-ups,  but  to  apply  for  care  for  fatigue— or 
something.  We  are  financing  this  type  of  care, 
we  are  helping  foster  the  petty  larceny  attitude, 
and  getting  no  credit  for  paying  the  bill.  I hope 
we  can  figure  out  a better  answer  to  this  ques- 
tion. 

Of  all  the  questions  that  face  us  in  this  field, 
none  is  more  important  than  that  of  financing 
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medical  care  for  retired  persons.  There  is  no 
single  pat  answer,  but  I do  think  that  pilot  pro- 
grams help  us  move  ahead  in  this  area  as  they 
have  in  many  others.  I want  to  tell  you  of  a 
pilot  program  in  Pierce  County  that  has  success- 
fully solved  the  problem  of  financing  adequate 
medical  care  for  some  retired  individuals,  and 
has  been  doing  so  for  fifteen  years  or  more.  I 
do  so  in  the  hope  that  our  experience  may  help 
someone  else.  We  don’t  claim  any  great  credit 
for  we  only  accommodated  ourselves  to  the  de- 
sires of  some  of  our  subscribers  who  were  prepar- 
ed to  pay  for  what  they  wanted.  I appreciate  that 
this  same  thing  is  also  done  by  some  other  plans. 

We  provide  coverage  for  a number  of  negoti- 
ated health  and  welfare  plans.  Usually  there  is 
a union  involved,  but  not  always.  If  there  is  a 
union  involved,  we  also  have  a contract  with 
the  union.  Whenever  an  employee  fails  to  work 
sufficient  hours  to  qualify  under  the  health  and 
welfare  plan,  he  can  transfer  to  the  union  con- 
tract. We  are  not  concerned  with  the  reason  for 
the  transfer  to  the  union  contract  and  transfer 
because  of  retirement  is  acceptable  to  us.  The 
coverage  continues  as  long  as  the  premium  is 
paid  and  the  benefits  are  the  same  as  for  the 
employed  persons.  We  do,  of  course,  insist  that 


the  premium  must  be  adequate  in  the  aggregate. 
We  have  several  such  arrangements  and  they 
work.  They  are  pilot  programs  that  are  meeting 
at  least  a small  part  of  the  need  for  retired  per- 
sons. I commend  this  approach. 

It  has  been  my  real  privilege  to  speak  to  this 
group  and  be  permitted  to  wander  as  I have 
chosen  among  the  various  problems  that  beset  us. 
I leave  you  with  two  of  my  firm  beliefs: 

(1)  Physician-sponsored  prepaid  service 
plans  can  function  with  a minimum  of 
interference  between  the  patient  and 
the  physician,  and 

( 2 ) The  best  method  of  solving  the  myraid 
of  questions  that  beset  us  is  to  rely  on 
the  competitive  free  market  in  this 
field. 

In  expressing  my  strong  preference  for  the 
competitive  free  market  as  the  instrument  for 
guiding  the  course  of  the  economic  aspects  of 
medical  care,  I do  not  offer  you  the  millennium 
today,  or  tomorrow,  or  ever.  I do  see  it  as  the 
only  way  that  all  parties  can  make  their  wants 
known  and,  thereby,  point  the  way  to  the  best, 
if  not  the  perfect,  answers.  ■ 


(\jg/HOSP/Ml  Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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PROFESSIONAL  classified 


Practice  Opportunities 

GP  ASSOCIATE  WANTED-SOAP  LAKE,  WASH. 

Prefer  Catholic,  age  30-45  with  military  obligation 
completed.  Pop.  2500,  30  bed  hospital  within  city- 
limits,  excellent  facilities.  Salary’  to  start;  full  part- 
nership when  mutually  agreeable.  Write  or  contact 
J.  E.  McNamara,  M.D.,  Box  128,  Soap  Lake,  phone 
CH  6-2421. 

GP  ASSOCIATE  DESIRED 

Association  with  two  physicians,  20  bed  well  equip- 
ped hospital.  Population  3,000.  Share  week-end 
and  night  calls.  Generous  time  off  for  vacations  and 
post-graduate  study.  Basic  salary  plus  office,  nurse 
and  equipment  provided.  Excellent  hunting,  fish- 
ing, skiing,  golf  and  boating.  For  further  information 
contact  C.  Cobb,  M.D.,  Cle  Elum,  Wash. 

SALARIED  HOUSE  RESIDENT  OPENING 

Available  July  1.  1962  in  171  bed  fully  accredited 
general  hospital.  Excellent  opportunity  for  GP  ex- 
perience. ECFMG  certification  required  of  foreign 
graduates.  Inquire  Administrator,  220  N.  E.  Multno- 
mah St.,  Portland  12,  Ore. 

GP  PRACTICE  FOR  SALE-BALLARD  AREA 

Estate  sale  of  well  established  general  practice  to- 
gether with  equipment,  furniture  and  fixtures.  Office 
lease  available.  For  further  information  contact  Wolf- 
stone  & Piehler,  Att’ys,  807  Central  Bldg.,  Seattle 
4,  Wash. 

GP  WANTED-NORTHERN  IDAHO 

Drawing  population  of  about  4500.  Area  physician 
had  well  developed  practice  prior  to  his  death.  Com- 
plete facilities  available  as  well  as  the  purchase  of 
equipment  on  excellent  terms.  Facilities  are  large 
enough  for  a partnership.  Near  most  modem  hos- 
pital in  our  vicinity.  Prime  hunting,  fishing,  golf, 
and  water  sports.  Within  easy  driving  distance  of 
six  outstanding  colleges  and  universities.  Good  hous- 
ing available.  For  further  information  write  Potlatch 
Area  Boosters,  Potlatch,  Idaho. 

OTOLARYNGOLIST  & OPHTHALMOLOGIST  OPPORTUNITY 

Space  will  be  vacated  by  2 well  established  ophthal- 
mologists (who  are  building  their  own  offices).  Good 
fishing  and  hunting.  Near  Sun  Valley.  Contact  Har- 
wood L.  Stowe,  M.D.,  Medical  Arts  Building,  Twin 
Falls,  Idaho. 


GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 


GERIATRICS  OR  GENERAL  PRACTICE 

For  Rent:  Three  room  medical  suite  within  three 
blocks  of  geriatric  housing  unit  now  under 
construction.  Building  contains  three  modern  office 
suites  and  physician’s  living  apartment  and  may  be 
expanded  to  five  or  more  medical  suites.  Has  ten 
car  parking  lot,  double  garage  and  is  wired  for  x-ray 
or  dental  equipment.  Located  in  the  central  hospital 
area  of  Portland  with  adjacent  laboratory’  and  pharm- 
acy facilities.  Option  for  investment  in  this  property 
if  desired.  For  further  information,  write  Box  6-B 
Northwest  Medicine,  500  Wall  St.,  Seattle  1,  Wash. 


Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City’— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 


OFFICE  SPACE-RICHLAND 

Medical  suite  available  May  1;  air  conditioned  build- 
ing. Ample  parking.  Will  decorate  to  specifications. 
Write  Mr.  Maury  Kirkpatrick,  1385  George  Wash- 
ington Way  or  phone  collect:  WH  4-6280. 


NORTH  CITY  OFFICE  BUILDING— SEATTLE 

3300  sq.  ft.  on  ground  floor  adjoining  dental  office  in 
busy  shopping  district.  Parking  for  60  cars.  V ill 
divide  to  specifications.  Write  or  call  Mr.  Driscoll. 
17529  15th  Ave.  N.E.,  Seattle  55,  phone  EM  2-9777 
or  VA  2-6791. 


OFFICE  SPACE-TACOMA 

Established,  well  equipped  medical  center  has  office 
space  available  for  general  specialties  and  general 
practices.  Low  overhead.  1302  North  I Street. 
FU  3-1717 
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Services 


NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 


MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 


VIEW  OFFICE-MEDICAL  DENTAL  BLDG. -SEATTLE 

1200  sq.  ft.,  modern  office  in  new  wing,  suitable  for 
internist,  GP,  pediatrician  or  surgeon.  Furnishings 
and  equipment  optional.  Contact  Mr.  John  Butler, 
905  E.  Columbia,  Seattle,  EA.  3-6127. 


DOCTORS  CENTER-BELLEVUE,  WASH. 

3 separate  offices  of  600,  750  and  850  sq.  ft.;  now 
available.  For  further  information  write  P.O.  Box 
681,  Bellevue,  Wash,  or  call  GL.  4-7778. 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 

Equipment 

WESTINGHOUSE  FLUOROSCOPIC  UNIT 

Westinghouse  60  ma,  90  kv,  shock  proof  radiographic 
fluoroscopic  unit  with  tilting  table  complete  with 
apron  and  gloves.  $850.  Main  3-4333,  Seattle. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Elcctromijographij 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 
ANNOUNCES 
A NEW  SERIES 
O F 

CLINICAL  SYMPOSIA 


57  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


During  1962,  the  School  will  continue  to  offer  short  and  in- 
tensive continuing  education  courses  for  practicing  physicians. 
In  addition,  a series  of  two  and  one-half  day  Clinical  Symposia 
will  be  presented  throughout  the  year. 

For  the  convenience  of  busy  physicians,  the  Symposia  will 
be  offered  on  a Thursday,  Friday  and  Saturday  morning  sched- 
ule. The  subjects  and  dates  for  this  series  will  be: 

SURGERY  OF  THE  NECK,  March  15-17 

SURGERY  OF  THE  NEWBORN,  April  5-7 

THE  PROBLEMS  OF  AGING,  April  26-28 

FLUIDS  AND  ELECTROLYTES  IN  SURGERY,  June  21-23 

PEDIATRICS,  June  26-28 

SKIN  GRAFTING  AND  PLASTIC  REPAIRS,  September  20-22 
CLINICAL  ENDOCRINOLOGY,  October  25-27 
NEWER  SURGICAL  PROCEDURES,  December  20-22 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL  AND  SELECTED 
GUEST  LECTURERS. 

For  further  information  concerning  courses  or  symposia, 
address: 

REGISTRAR 

707  South  Wood  Street 

Chicago  12,  Illinois 


★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 

For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 
★ Printing,  Engraving,  Lithographing 

* Office  Supplies 


TRICK  & MURRAY 

1 15  Seneca  Street  Seattle  1,  Washington 
Phone  MAin  2-1440 
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Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Chica- 
go, June  24-28.  1962;  Atlantic  City, 
June  17-21,  1963;  San  Francisco. 

June  22-26,  1964 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29.  1962;  Portland,  Nov.  18- 
21,  1963;  Miami  Beach,  Nov.  29-Dec. 
3,  1964. 

Biennial  Western  Conference  on  Anes- 
thesiology— Mar.  25-28,  1963,  Hono- 
lulu 

Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963, 
Sun  Valley 

North  Pacific  Pediatric  Society — Apr. 
18-20,  1962,  Seattle 
Pres..  Robin  Overstreet,  Eugene 
Sec.,  Loy  Swinehart.  Boise 
North  Pacific  Society  of  Internal  Medi- 
cine— Mar.  31.  1962,  Spokane;  Sept. 
7-8,  1962,  Vancouver,  B.C. 

Pres.,  R.  B.  Hanford.  Spokane 
Sec.,  F.  E.  Cleveland.  Seattle 
North  Pacific  Society  of  Neurology  and 
Psychiatry — April  5-7,  1962,  Portland 
Pres.,  Robert  S.  Dow.  Portland 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres..  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research 
— Jan.  12,  1963.  Seattle 
Pres..  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Oregon  State  Medical  Society — Sept.  26- 
28,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O'Shea.  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres..  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker.  Portland 
Sec..  F.  A.  J.  Kingery.  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  M.  M.  Patton.  Jr.,  Eugene 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
lleathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres..  T.  M.  Bischoff.  Portland 
Sec.,  W.  L.  Hartmann,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres..  J.  O.  Branford 
Sec.,  D.  P.  Dobson,  Beaverton 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  W.  E.  Nielsen.  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 
Portland  Surgical  Society — Jan.  30,  1962, 
Portland;  last  Tuesday  (Sept.-May), 
UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec..  L.  N.  Hungerford,  Jr.,  Seattle 
Puyallup  Valley  Surgical  Society — 4th 
Tuesday  (Sept.-May) 

Pres.,  K.  H.  Sturdevant,  Puyallup 
Sec.,  V.  M.  Murphy,  Sumner 
Seattle  Academy  of  Surgery — Jan.  20, 

1962,  Wash.  Athletic  Club.  Seattle; 
4th  Wednesday  (June,  Oct.) 

Pres..  D.  D.  Corbett 
Sec.,  E.  B.  Parmalee 
Seattle  Gynecological  Society  — 3rd 
Wenesday  (except  June-Aug.,  Dec., 
Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 

1963,  4th  Monday  (Sept.-June) 
Pres..  Donald  T.  Hall 

Sec.,  Lucius  D.  Hill 
Spokane  Society  of  Internal  Medicine 
— April  6,  1962,  Davenport  Hotel 
Pres..  Robert  Parker 
Sec..  Robert  Burroughs 
Spokane  Surgical  Society — April  7,  1962, 
Spokane 

Pres.,  G.  E.  Schnug 
Sec.,  F.  M.  Lyle 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres..  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 
Tacoma  Surgical  Club — May  5,  1962,  3rd 
Tuesday  (Sept.-May) 

Pres..  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres..  Edward  G.  Goodrich,  Ph  D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice— May  17-19,  1962,  Bellingham 
Pres.,  Arthur  B.  Watts.  Bellingham 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion— Apr.  14,  1962,  Seattle 
Pres.,  Hugh  H.  Nuckols.  Seattle 
Sec.,  Robert  C.  Beck.  Walla  Walla 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  D.  P.  Christie,  Seattle 
Sec.,  J.  T.  Houk,  Seattle 
Washington  State  Society  of  Allergy — 
May  25-26,  1962;  Sept.  17-18,  1962, 
Wash.  Athletic  Club,  Seattle 
Pres..  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel.  Jr..  Seattle 
Washington  State  Society  of  Anesthe- 
siologists— Saturday  following  4th 
Friday  (Jan.,  Mar.,  May,  Sept.) 
Pres..  R.  S.  Fisher,  Yakima 
Sec.,  L.  G.  Morley,  Tacoma 
Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres..  Horace  Anderson.  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 
Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec..  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Oct.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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in  alcoholism:  vitamins  are  therapy 


\ full  ''comeback”  for  the  alcoholic  is  partly  de- 
)endent  on  nutritional  balance ...  aided  by  therapeutic 
)llowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished. ..from  long-standing 
lietary  inadequacy,  from  depletion  of  basic  reserves  of 
vater-soluble  vitamins.  Supplied  in  decorative  "reminder” 

Recommended  intake:  Adults,  1 capsule  daily, 

arc  nf  *3  0 anrl  inn  or  as  directed  by  physician,  for  the  treatment 

alS  Ul  OU  dllU  IVJU.  of  vitamin  deficiencies 

• EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  <3S> 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


No 


Library, 

College  of  Phy .of  Phi,, 
19  South  22nd  Street, 
Philadelphia  3,Pa. 


compromise 
with  safety  in 
peritoneal  dialysis 


We  recommend  that  fresh  tubing  be  used 
for  each  PERI  DIAL®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved”  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,  * freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


tially closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  small  economies  could 
be  dangerous. 

PERI  DIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
the  safest,  simplest,  and  most  truly  eco- 
nomical dialysis  possible.  Ask  your 
Cutter  representative  for  literature 
which  explains  the  PERIDIAL 
system. 

♦Maxwell,  M.H.,  el  al.:  JAMA  770:917 
(June  20)  1959. 


PERIDIAL 

peritoneal  dialysis  in  renal  emergencies 


CUTTER  LABORATORIES 


BERKELEY,  CALIFORNIA 


SYSTEMS  ENGINEERS  FOR  MEDICINE 
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because 
vitamin  - 
deficiencies 
tend  to  be 
multiple . . . 
give  your 
chronically  ill 
patient  the 
protection  of 

MYADEC 


hitfh-potency  vitamin  formula  with  minerals 


t is  generally  accepted  that  diseases  of  long  standing  and 
,)ther  conditions  of  physiologic  stress  may  produce  a need 
’or  additional  vitamins,  myadec  is  designed  to  supply  that 
leed.  Just  one  capsule  a day  provides  therapeutic  potencies 
|)f  9 vitamins,  plus  selected  minerals  normally  present  in 
)ody  tissues,  myadec  is  also  useful  for  the  prevention  of 
/itamin  deficiencies  in  patients  whose  usual  diets  are  lacking 
n these  important  food  factors. 

3ach  myadec  capsule  contains:  Vitamins:  Vitamin  Bi2, 
nystalline— 5 meg.;  Vitamin  B2  (riboflavin) —10  mg.;  Vita- 
nin  B6  (pyridoxine  hydrochloride)— 2 mg.;  Vitamin  Bi 
nononitrate— 10  mg.;  Nicotinamide  (niacinamide)— 100  mg.; 
/itamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.) 
15,000  units;  Vitamin  D— (25  meg.)  1,000  units;  Vitamin  E 
d-alpha-tocopheryl  acetate  concentrate)— 5 I.U.  Minerals 
as  inorganic  salts):  Iodine— 0.15  mg.;  Manganese— 1 mg.; 
lobalt— 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.; 
ron-15  mg.;  Copper— 1 mg.;  Zinc— 1.5  mg.;  Magnesium— 
S mg.;  Calcium— 105  mg.;  Phosphorus— 80 
ng.  Bottles  of  30, 100,  and  250. 
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"I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  therapy,  her  depression  1 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  do\ 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fatig 


Brightens  up  the  mood,  brings  down  tension 


Deprol’ s balanced  action  avoids  “seesaw”  effects  of 
energizers  and  amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  patient  — they 
often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression  and  emotional  fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol.  It 
lifts  depression  as  it  calms  anxiety  — a balanced 
action  that  brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia,  anorexia  and 
emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few  days. 
Unlike  the  delayed  action  of  most  other  antidepres- 

WALLACE  LABORATORIEs/Oan&ury,  N.  J. 


sant  drugs,  which  may  take  two  to  six  weeks 
bring  results,  Deprol  relieves  the  patient  quickly 
often  within  a few  days.  Thus,  the  expense  to  t 
patient  of  long-term  drug  therapy  can  be  avoid* 

Acts  safely  — no  danger  of  liver  or  blood  dama <j 
Deprol  does  not  cause  liver  toxicity,  anemia,  hyy 
tension,  psychotic  reactions  or  changes  in  sext 
function  — frequently  reported  with  other  drui 

ADeprol* 

Dosage : Usual  starting  close  is  1 tablet  q.i.d.  When  necessary, 
may  be  increased  gradually  up  to  3 tablets  cj.i.d.  \\  ith  establishm 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  lev 
Composition:  1 mg.  2 -diethylaminoethyl  benzilate  hydrochloi 
(benactyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  Bottle* 
50  lipht-pink,  scored  tablets.  Write  for  literature  and  samples. 
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4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians’  Desk  Reference  or 
write  Cl  BA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/ 3003MB 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 
one  Rx:  SER-AP-ES9 


CIBA  Summit,  New  Jersey 
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“ Just  a little  dyspepsia.  See  that  she  takes  some  Titralac,  and  keep 
her  out  of  these  Voodoo  joints — it’s  not  doing  her  eyes  any  good.” 


Titralac  is  Riker’s  pleasant-tasting  antacid  for  prompt  and  prolonged  relief  of  gastric  distress, 
as  in  peptic  ulcer  and  hyperacidity.  Tablets  or  liquid.  Riker  Laboratories,  Inc.,  Northridge,  Calif. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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ORResponOenoe 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


I 


Unsigned  letter 

On  February  7 the  postman  brought  us  one 
of  the  most  remarkable  and  moving  letters 
ever  written  to  an  editor.  It  was  unsigned. 
The  enclosure  with  it  cannot  be  transmitted 
as  requested.  The  writer  is  urged  to  identify 
himself,  in  writing,  or,  if  he  prefers  to  remain 
anonymous,  to  direct  other  disposition  of  his 
enclosure.Ed. 

Ratio  si  — level  no 

Seattle,  Washington 
EDITOR , NORTHWEST  MEDICINE: 

I note  the  comments  made  by  Arthur  M.  Ander- 
son regarding  my  article  “Phospholipids  and  Coron- 
ary Mortality,”  published  in  the  January,  1962,  issue 

of  NORTHWEST  MEDICINE. 

His  criticism  disregards  the  difference  between 
phospholipid  levels  and  the  phospholipid/cholesterol 
ratio  as  used  in  this  article.  Nowhere  in  my  article 
were  the  levels  of  phospholipids  referred  to;  instead, 
they  are  expressed  only  in  ratio  to  the  cholesterol 
levels.  Admittedly  coronary  artery  disease  cases  with 
high  blood  cholesterol  levels  have  higher  phospho- 
lipid levels  than  the  normal  population.  However, 
the  phospholipid/cholesterol  ratio  tends  to  be  lower 
in  the  atherosclerotic  than  in  the  normal  population. 

Using  Dr.  Anderson’s  own  reference  (Notham 
and  Proger,  JAMA  179:40-43,  January  6,  1962)  cho- 
lestrol  and  phospholipid  levels  are  described  in  detail 
in  one  example  patient.  Blood  cholesterol  levels  fell 
from  456  mg.  to  255  mg.  under  a dietary  program; 


simultaneously  the  phospholipid  levels  fell  from 
458  mg.  to  278  mg.  Calculation  by  using  the 
phospholipid/cholesterol  ratio  would  show  that  be- 
fore diet  the  ratio  was  100  per  cent  and  aftei 
dietary  treatment  the  ratio  was  124  per  cent,  even 
though  the  new  levels  of  phospholipids  were  con- 
siderably lower  than  the  initial.  This  illustrates  the 
advantage  of  the  ratio  over  the  actual  phospholipid 
level  which  I have  found  impossible  to  use  over 
many  years  of  experience.  Therefore,  this  article  is 
not  critical  but  becomes  very  favorable  to  the  view- 
point expressed  in  my  manuscript. 

In  my  article  were  99  successfully  dieted  cases, 
whose  mean  blood  eholesterols  of  333  mg.  were 
opposed  by  a phospholipid  level  of  266  mg.  before 
treatment.  After  treatment  the  mean  response  levels 
were:  cholesterol  275  mg.  per  100  ml.  and  the  phos- 
pholipid 253  mg.  per  100  ml.  The  phospholipid 
levels  dropped  slightly  but  the  ratio  rose  from  80  per 
cent  to  92  per  cent. 

I disagree  with  the  remark,  “Serum  phospho- 
lipid elevation  is  certainly  by  no  means  protective 
in  humans  and  may  actually  be  a part  of  the  altered 
serum  lipid  pattern  in  atherosclerosis.”  In  Figure  I 
of  the  article  was  graphed  the  lipid  changes  in  a 
47  year  old  male,  with  three  coronary  attacks  in  one 
year,  whose  initial  cholesterol  level  was  221  mg.,  the 
phospholipid  level  133  mg.,  and  the  ratio  60  per 
cent.  Under  therapy,  this  patient  now  more  than 
eleven  years  later  who  initially  also  had  severe  hyper- 
tension is  a well  man.  His  mean  cholesterol  response 
was  219  mg.  per  100  ml.  and  the  mean  phospholipid 
response  219  mg.  per  100  ml.  with  a ratio  of  100  per 
cent.  In  this  same  paper  are  described  nine  similar 
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COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — SPRING-SUMMER,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  June  4,  July  23 
SURGERY  OF  COLON  AND  RECTUM,  One  Week  June  4 
GENERAL  SURGERY,  One  Week.  May  7 
GYNECOLOGY,  Office  and  Operative,  Two  Weeks,  June  II 
VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week  May 
14 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks.  April 
30 

PAIN  RELIEF  IN  CHILDBIRTH,  3 Days,  July  II 
PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  July  16 
GENERAL  PRACTICE  REVIEW,  One  Week,  May  21 
ADVANCED  ELECTROCARDIOGRAPHY,  One  Week  June  18 
GALLBLADDER  SURGERY,  3 Days,  June  18 
SURGERY  OF  HERNIA,  3 Days,  June  21 
NEUROMUSCULAR  DISEASES,  Two  Weeks,  June  II 
HEMATOLOGY,  One  Week,  June  4 
ADVANCES  IN  MEDICINE,  One  Week,  May  7 
BLOOD  VESSEL  SURGERY,  One  Week,  May  14 
BREAST  AND  THYROID  SURGERY,  One  Week.  May  21 
FRACTURES  AND  TRAUMATIC  SURGERY,  Two  Weeks.  June  II 
DIAGNOSTIC  RADIOLOGY,  Two  Weeks,  April  23 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


cases  with  marked  phospholipid  elevations  who  after 
nearly  ten  years  observation  have  had  one  death. 
Apparently  raising  the  phospholipid  levels  consid- 
erably was  beneficial  to  these  patients.  My  data  were 
not  of  the  one  to  fourteen  months  variety  used  in 
criticism.  At  the  present  time,  I am  directing  every 
effort  to  raise  the  phospholipid/cholesterol  ratio  even 
more,  by  auxiliary  means,  to  gain  still  lower  mor- 
tality. 

Sincerely , 

AVERLY  M.  NELSON,  M.D. 

In  support  of  principle 

Seattle , Washington 

EDITOR,  NORTHWEST  MEDICINE: 

We  are  repeatedly  asked  to  use  our  influence 
with  our  representatives  in  government  to  prevent 
the  inception  of  socialized  medicine. 

You  and  I cannot  effectively  influence  the  atti- 
tude of  our  representatives  unless  we  ourselves  are 
exemplifying  the  best  in  private  practice  of  medicine. 

This  not  only  includes  the  best  service  to  our 
patients  but  also  conformity  to  the  standards  of 
ethics  as  set  by  our  own  organization,  the  American 
Medical  Association. 

If  you  and  I let  down  the  standards  of  private 
practice  of  medicine  by  refusing  the  patient  the  very 


basic  thing  on  which  this  organization  is  founded, 
the  free  choice  of  physician,  then  we  become  ever 
so  much  less  effective  in  our  efforts  to  combat  so- 
cialized medicine. 

One  moment’s  reflection  will  reveal  a hypocrisy 
that  has  existed  in  this  community'  for  the  past  thirtv 
some  odd  years.  The  majority'  of  physicians  have 
individually  signed  contracts  with  a corporation 
selling  medical  services  on  a prescribed  set  fee  basis 
that  has  automatically  reduced  the  patient’s  free 
choice  of  physician  to  a prescribed  list. 

This  very  act  of  signing  a contract  to  furnish 
medical  services  becomes  unethical  by  our  own 
standards  of  medical  practices  and  reduces  our 
effectiveness  in  our  fight  for  “The  American  System 
of  Private  Practice  of  Medicine.” 

The  mere  fact  that  large  numbers  of  physicians 
sign  these  contracts  does  not  excuse  or  lessen  the 
ethical  implications. 

In  realization  of  these  facts  I cancelled  my 
contract  with  the  King  County  Medical  Service 
Corporation  some  months  ago. 

Very  sincerely  yours, 
RALPH  L.  GREGG,  M.D. 

Anti-anti-vivisection 

MR.  RALPH  W.  NEILL,  EXECUTIVE  SECRETARY 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

For  16  years,  the  National  Society  for  Medical 
Research  (NSMR)  has  devoted  its  resources  to  ex- 
plaining the  methods  and  needs  of  medical  and  bio- 
logical research  to  the  American  public.  The  Societv 
leads  the  fight  against  anti-science  movements  seek- 
ing to  impede  research  in  biology  and  medicine. 

One  of  the  anti-science  movements,  the  “anti- 
vivisectionists,”  opposes  study  of  animals.  There  are 
more  than  a hundred  antivivisection  groups  in  the 
United  States  working  for  the  enactment  of  laws 
to  abolish  or  restrict  animal  experimentation— includ- 
ing three  national  organizations  and  numerous  fronts. 
Their  supporters  number  about  six  million! 

The  antivivisection  movement  receives  amazing 
financial  support.  Several  weeks  ago,  for  instance,  the 
widow  of  the  founder  of  the  Statler  Hotel  chain 
left  nearly  half  a million  dollars  to  two  groups.  Every 
few'  months  a similar  windfall  comes  to  the  cult. 
Altogether  about  five  million  dollars  per  year  is 
dedicated  to  the  sabotage  of  medical  research. 
Fortunately  for  mankind,  much  of  it  is  misspent  by 
unscrupulous  organizers  who  prey  on  the  emotionally 
overwrought  antivivisectionists. 

Public  opinion  surveys  tell  us  that  experimental 
research  is  endorsed  by  85  per  cent  of  the  public. 
Eight  per  cent  more  need  only  a little  information  to 
be  sympathetic.  Unfortunately,  though,  the  small 
fraction  of  citizens  who  are  antivivisectionists  tend  to 
be  active  fanatics.  They  work  for  their  belief  and 
therefore  are  disproportionately  influential. 
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Tacoma 

Electrophysics  Laboratory 

Electroencephalograph  y 
Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


If  we  are  to  stop  sabotage  of  medical  progress 
the  persons  concerned  with  medical  science  must  do 
as  much  to  produce  clear  public  understanding  as 
the  anti-science  cultists  do  to  promote  confusion. 
This  effort  needs  your  financial  support  and  your 
support-in-deeds  during  the  coming  year.  I hope 
your  organization  will  help  the  National  Society  for 
Medical  Research  to  expedite  the  story  to  the  Ameri- 
can people.  Contributions  to  the  NSMR  are  fully  de- 
ductible from  taxable  income  by  specific  ruling  of 
the  Commissioner  of  Internal  Revenue. 

Sincerely, 

HIRAM  E.  ESSEX,  PH.D. 

President 


Stress  center  distressed 

Montreal,  Canada 

EDITOR,  NORTHWEST  MEDICINE 

The  research  library  of  the  Institute  of  Experimen- 
tal Medicine  and  Surgery  of  the  University'  of  Mon- 
treal has  suffered  extensive  losses  owing  to  destruc- 
tion by  fire. 

In  attempting  to  rebuild  our  library,  we  should 
like  to  enlist  the  assistance  of  the  readers  of  north- 
west medicine  and  ask  them  to  send  us  all  available 
reprints  of  their  work,  especially  that  dealing  with 
Endocrinology  and  Stress. 

At  the  same  time  we  wish  to  point  out  that  our 
permanent  mailing  list  was  also  destroyed;  hence  we 
shall  be  able  to  send  reprints  of  our  publications  only 
to  those  of  your  readers  who  write  for  them. 

Yours  sincerely, 

HANS  SELYE 
Professor  and  Director 
Institute  of  Experimental  Medicine 
and  Surgery,  University  of  Montreal 
P.O.  Box  6128,  Montreal  26,  Canada 


WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY, 

Attn.:  Mr.  J.  A.  Jones,  1218  Third  Avenue, 

Seattle  1,  Washington 


Prothrombin  survey  announced  by 
College  of  American  Pathologists 

Chicago,  Illinois 

WILLARD  B.  HEW,  M.D.,  PRESIDENT 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

The  therapeutic  benefit  from  the  widespread 
use  of  anticoagulant  medication  makes  it  imperative 
that  prothrombin  measurements  be  reproducible  and 
that  similar  levels  be  used  consistently  in  this  coun- 
try. In  order  to  stimulate  interest  in  the  accuracy 
and  precision  of  prothrombin  measurements,  the 
College  of  American  Pathologists  will  conduct  a 
national  survey. 

Those  who  wish  to  participate  in  the  pro- 
thrombin survey  may  do  so  by  applying  to  the 
Committee  for  Clinical  Pathology  Standards  of  the 
College  of  American  Pathologists,  Prudential  Plaza, 
Chicago  1,  Illinois.  In  addition  to  the  survey  samples, 
a critique  on  prothrombin  measurements  containing 
suggestions  for  increasing  the  reproducibility  and 
accuracy  will  be  sent  to  each  participant. 

Applications  must  be  received  prior  to  May  1 
and  the  samples  of  material  for  assay  will  be  dis- 
tributed about  May  21. 

ARTHUR  H.  DEARING,  M.D. 

Executive  Director 
College  of  American  Pathologists 

Medical  society  membership  eligibility 

Chicago,  Illinois 

CONSTITUENT  MEDICAL  ASSOCIATIONS 

Attached  for  your  information  is  a copy  of 
Supplementary  Report  K of  the  Board  of  Trustees 
on  Medical  Society  Membership  Eligibility,  which 
was  considered  by  the  House  of  Delegates  at  its 
meeting  in  Denver,  November  27-29,  1961. 

The  Reference  Committee  on  Amendments  to 
Constitution  and  Bylaws  reviewed  this  report  and 
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Upjohn 


The  Upjohn  Company 


Team 

Each  capsule  of  Panalba*  contains  two  antibiotics  that  complerrut 
each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (for  its  breadth  of  coverage)  and 
novobiocin  (for  its  unique  effectiveness  against  staph). 

That  is  why,  in  most  infections  of  unknown  etiology,  when  you  us( 
Panalba  as  your  antibiotic  of  first  resort,  your  treatment  offers 
excellent  chances  for  therapeutic  success. 

Ji 


Panalba*  product  information 

Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  bottles 
of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  three  or 
four  times  a day. 

Side  Effects:  Panmycin  Phosphate  is  well 
tolerated  clinically  and  has  a very  low  order 
of  toxicity  comparable  to  that  of  the  other 
tetracyclines.  Side  reactions  are  infrequent 
and  consist  principally  of  mild  nausea  and 
abdominal  cramps. 

Leukopenia  has  occurred  occasionally  in 
patients  receiving  novobiocin.  Rarely,  other 
blood  dyscrasias  including  anemia,  pancyto- 
penia, agranulocytosis  and  thrombocytopenia 
have  been  reported.  In  a recent  report  it  was 
observed  that  three  times  as  many  newborn 
infants  receiving  novobiocin  developed  jaun- 
dice as  control  infants.  For  this  reason,  ad- 
ministration of  novobiocin  to  newborn  and 
young  infants  is  not  recommended,  unless 
indication  is  extremely  urgent  because  of  se- 
rious infections  not  susceptible  to  other  anti- 
bacterial agents. 

The  development  of  jaundice  has  also  been 
reported  in  older  individuals  receiving 
Albamycin.  Serious  liver  damage  has  devel- 
oped in  a few  patients,  which  was  more  likely 
related  to  the  underlying  disease  than  to 
therapy  with  novobiocin.  Although  reports 
such  as  the  above  are  rare,  discontinuance  of 
novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning:  Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 

•TRADEMARK,  REG.  U.S.  PAT.  Off. 
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commended  the  Board  of  Trustees  for  its  official 
note  of  the  progress  that  has  been  made  in  eliminat- 
ing race  restrictions  on  membership  in  constituent 
medical  associations. 

The  House  of  Delegates  also  commended  those 
societies  which  have  moved  forward  in  this  area  of 
human  relations. 

Sincerely  yours, 

F.  J.  L.  BLASINGAME,  M.O. 

SUPPLEMENTARY  REPORT  “K”  OF  THE 
BOARD  OF  TRUSTEES  ACCEPTED  BY  AM  A 
HOUSE  OF  DELEGATES,  DENVER, 
NOVEMBER  27-29,  1961 

The  American  Medical  Association  House  of  Dele- 
gates on  several  occasions  has  expressed  its  con- 
cern over  existence  of  policies  of  some  constituent 
societies  which  restrict  membership  on  the  basis 
of  race. 

The  House  in  1950  adopted  a resolution  sub- 
mitted by  Virginia  urging  those  societies  with  re- 
strictive provisions  to  take  steps  to  eliminate  them, 
pointing  out  that  membership  is  a responsibility  of 
each  society  and  that  in  order  to  improve  the  quality 
of  medical  care  for  the  American  people  it  is  the 
policy  of  the  AM  A to  broaden  the  scope  of  educa- 
tional facilities  and  to  elevate  the  ethical  levels  of 
practice  of  all  physicians.  The  House  in  1952  reaf- 
firmed its  position  that  membership  in  the  AMA  and 
constituent  societies  should  not  be  based  on  consid- 
erations other  than  professional  qualifications. 

At  this  1961  Clinical  Meeting,  the  Board  of 
Trustees  urges  the  House  to  take  official  note  of  the 
progress  that  has  been  made  toward  eliminating 
race  restrictions  on  constituent  society  membership 
and  commends  those  societies  which  have  moved 
forward  in  this  area  of  human  relations  by  taking 
positive  action  to  remove  limitations  on  membership 
based  on  race  or  color. 


Signatories  to  statement  about  S.  1552  on  page  316 
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Robert  A.  Hingson,  M.D. 
Chester  S.  Keefer,  M.D. 
William  P.  Longmire,  Jr.,  M.D. 
Alton  Ochsner,  M.D. 

Julian  P.  Price,  M.D. 

I.  S.  Ravdin,  M.D. 

Jonathan  E.  Rhoads,  M.D. 
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Richard  L.  Meiling,  M.D. 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B,2  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS* 


Stress  Formula  Vitamins  Lederle 





(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


ANTIDIARRHEAL 
TABLETS  and  LIQUID 
lowers  motility  / relieves  cramping  / controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere1  estab- 
lished that  a single  dose  of  1 0 mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”2  but  “efficacious3 
where  other  drugs  have  failed.  . . 

dosage:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (Vz  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

NOTE:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  hterature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

1.  Demeulenaere,  l.  Action  du  R 1132  sur  le  transit  gastrointestinal.  Acta  Gastroent. 
Belg.  21.674-680  |Sepf.-Ocf.)  1958. 

2.  Kasich,  A M ; Treatment  of  Diorrheo  in  Irrifoble  Colon,  Including  Preliminary  Ob- 
servations with  a New  Antidiorrheal  Agent,  Diphenoxylate  Hydrochloride  (Lomotil), 
Amer.  J.  Gastroent.  35:46-49  (Jon.)  1961. 

3.  Weingorten.  B.:  Weiss,  J.,  and  Simon,  M.:  A Clinical  Evaluation  of  o New  Anti- 
diorrheal Agent,  Amer.  J.  Gostroent.  35  628-633  (June)  1961. 


g d SEARLE  & CO. 

Research  in  the  Service  of  Medicine 
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CiiTORIV 

Statement  on  S.  1552 


The  following  is  condensed  from  a statement 
submitted  December  7,  1961.  It  was  signed  by 
forty  physicians*  who  are  or  who  have  been 
teachers  of  medicine  and  who  hold  or  have  held 
positions  of  responsibility  in  medicine. 

1.  The  pharmaceutical  industry  is  playing 
an  essential  role  in  the  development  of  new 
agents  that  may  well  be  useful  in  treating 
cancer  and  cardiovascular  disease.  For  many 
diseases  we  need  better  drugs  than  we  now 
have,  and  the  industry  is  cooperating  with 
leaders  in  medicine  to  develop  such  drugs. 
Further  advances  in  therapy  will  certainly 
come  from  the  discovery  of  new  agents  pos- 
sessing greater  activity  than  those  we  now 
have. 

2.  The  intelligent  use  of  new  drugs  has 
assisted  in  saving  countless  lives  during  the 
past  30  years.  Because  of  the  economic  status 
of  some  sick  people,  the  cost  of  these  drugs 
has  in  some  cases  been  burdensome.  But  the 
reduction  of  prolonged  periods  of  hospitali- 
zation, medical  care  and  rehabilitation  has 
often  led  to  a reduction  in  the  total  cost  of 
medical  care. 

3.  Many  of  the  most  important  new  drugs 
have  been  discovered  and  put  into  use 
through  the  efforts  of  the  American  pharm- 
aceutical industry.  The  research  on  those 
discovered  outside  the  industry’s  laboratories 
has  often  been  financed  by  the  industry. 
After  the  drugs  have  been  officially  approved 
for  human  use,  the  industry  makes  sure  they 
are  widely  available  in  every  part  of  the  na- 
tion and  fully  informs  doctors  as  to  the 
potentialities  and  problems  involved  in  their 
use. 

4.  These  efforts  involve  substantial  risks  to 
the  industry.  Even  after  discovery,  many  of 

•Names  of  signatories  will  be  found  on  page  313. 


these  drugs  are  not  found  worthy  of  mar- 
keting. We  are  advised  that  only  one  out  of 
some  2800  chemical  substances  investigated 
by  the  industry  becomes  a marketable  drug. 
We  believe  that  the  industry  needs  adequate 
financial  incentives  if  it  is  to  continue  taking 
such  risks. 

5.  For  many  diseases,  effective  drugs  have 
not  as  yet  been  found.  If  the  present  pace  of 
drug  discovery  can  be  maintained  or  acceler- 
ated, we  can  hope  for  more  progress  in  the 
next  20  years  than  we  have  had  in  the  last 
20.  The  doctors  of  1981  will  probably  regard 
the  drugs  of  1961  to  be  just  as  outmoded  as 
we  regard  the  drugs  of  1941  today. 

6.  In  the  main,  we  believe  that  the  industry 
has  the  support  of  the  ablest  people  in  the 
medical  profession.  We  believe  we  are  justi- 
fied in  continuing  this  support  of  an  industry 
which  has  done  so  much  to  improve  the 
health  of  our  people.  In  our  judgment,  it 
would  be  a grave  mistake  to  make  any  major 
change  in  the  conditions  under  which  this 
industry  functions. 

7.  The  industry’s  leaders  assert,  and  we 
believe  rightly,  that  the  patent  law  provisions 
of  S.  1552  would  have  the  effect  of  materially 
changing  the  conditions  under  which  the  in- 
dustry operates  and  would  thus  act  as  a 
deterrent  to  discovery  and  growth.  We  have 
found  the  executive  and  scientific  staffs  of 
the  leading  prescription  drug  firms  to  be  men 
of  probity  devoted  to  advancing  the  art  and 
science  of  medicine  in  the  public  interest. 
Some  of  us  have  been  at  one  time  or  another 
scientific  consultants  to  members  of  the  in- 
dustry. If  there  is  even  a reasonable  chance 
that  the  industry’s  progress  will  be  impeded, 
then  the  proposed  legislation  will  do  far  more 
harm  than  any  possible  good.  It  is  for  these 
reasons  that  we  urge  the  Congress  not  to 
enact  this  legislation." 
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No.  375 


PUL  VULES  ' 

ILOSONE’ 

I Erythromycin  Estolate  Capsules,  U.S.P 

£aui*  to  250  mg 

Propiony!  Erythromycin  Est«r 
Uuryl  SuifaU 

CAUTION — Federal  (USA.)  low  prohibit* 
d«*per>s»og  without  prescription. 


symbol 

of 

therapy! 


Ilosone®  is  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach.  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 
against  the  gram-positive  organisms— the  offending  pathogens  in  most  common  bacterial  infec- 
tions of  the  respiratory  tract  and  soft  tissues. 


The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg.  per  pound  every 
six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  For  adults  and  for  chil- 
dren over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours.  In  more  severe  or  deep-seated 
infections,  these  dosages  may  be  doubled.  Ilosone  is  available  in  three  convenient 
forms:  Pulvules®— 125  and  250  mg.*;  Oral  Suspension— 125  mg.*  per  5-cc.  teaspoon- 
ful; and  Drops— 5 mg.*  per  drop,  with  dropper  calibrated  at  25  and  50  mg. 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer’s  literature. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  Ilosone®  (erythromycin  estolate,  Lilly)  *Base  equivalent 


Ilosone  works  to  speed  recovery 
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The  Century  21  Exposition  and 
Communicable  Disease  Problems 

W.  R.  GIEDT,  M.D./E.  A.  AGER,  M.  D.  Seattle,  Washington 


Between  April  21  and  October  21,  1962  the 
State  of  Washington  is  likely  to  contain  more 
people  than  it  has  at  any  previous  time  in  his- 
tory. It  has  been  estimated  that  the  Seattle 
World’s  Fair  will  receive  as  many  as  ten  million 
visitors  during  its  six  months  of  operation.  King 
County,  and  especially  Seattle,  will  experience 
the  greatest  effect  of  this  unprecedented  influx 
of  people,  but  a great  many  other  areas  of  the 
Northwest  will  also  be  acutely  aware  of  a tem- 
porary population  explosion. 

With  all  the  benefits  to  Washington  and  to 
Fair  visitors  from  other  states  and  many  foreign 
countries  goes  the  possibility  of  development  or 
aggravation  of  a number  of  health  problems  — 
particularly,  certain  of  the  communicable  di- 
seases. Public  health  personnel,  practicing  physi- 
cians, hospital  personnel  and  officials  of  the  Cen- 
tury 21  Exposition  might  well  concern  themselves 
with  the  possibilities  for  communicable  disease 
outbreaks,  their  prevention,  and  methods  for 
containment  should  preventive  measures  fail. 

Perhaps  the  greatest  communicable  disease 
threat  which  faces  the  Seattle  area  this  year  is 
the  possible  reintroduction  of  smallpox.  Unfor- 
tunately, the  possibility  is  not  as  remote  as  it 
might  seem.  There  is  a very  significant  reservoir 
of  smallpox  in  Asia.  Undoubtedly,  many  persons 
from  smallpox  endemic  areas  will  visit  Seattle 
during  the  next  few  months,  and  since  the  incu- 
bation period  of  the  disease  is  considerably  long- 
er than  the  time  required  to  travel  by  air  from 
Asia  or  Europe,  it  is  quite  possible  for  a case  to 
develop  in  this  country  several  days  after  arrival 
from  abroad. 

True,  vaccination  certificates  are  required  for 
entiy  into  the  United  States,  but  occasionally 
these  have  been  unreliable,  being  falsified  in 
order  to  allow  a person  to  escape  vaccination. 
Persons  may  be  vaccinated  with  vaccine  lacking 
in  adequate  potency  due  to  improper  storage. 
Poor  technique  in  applying  vaccine  also  can 
account  for  vaccination  failures  and,  therefore, 
valid  certificates  may  be  unreliable  also. 

Dr.  Giedt  is  chief  of  the  Division  of  Epidemiology  and 
Laboratories,  Washington  State  Department  of  Health. 

Dr.  Ager  is  head  of  the  Communicable  Disease  Control 
Section,  Washington  State  Department  of  Health. 


All  in  all,  the  quarantine  regulations  of  this 
country  cannot  be  relied  upon  as  an  absolute 
guarantee  against  reintroduction  of  smallpox. 
Recent  outbreaks  of  smallpox  in  Belgium,  Switz- 
erland, Germany  and  England  are  cases  in  point. 
Of  more  than  passing  interest  is  the  fact  that  a 
physician  died  in  England  a few  weeks  ago  from 
smallpox  contracted  from  a patient.  It  had  been 
introduced  into  England  recently  by  a girl  from 
Pakistan  who  had  the  required  “vaccination  cer- 
tificate.” 

Smallpox  immunity  is  far  from  adequate 

What,  then,  can  be  done  in  order  that  the 
risk  of  a smallpox  outbreak  may  be  minimized? 
First,  it  should  be  recognized  that  the  population 
immunity  status  against  smallpox  is  far  from 
adequate.  Very  few  adults  have  been  vaccinated 
in  recent  years.  Medical,  nursing  and  other  hos- 
pital personnel  should  avail  themselves  of  small- 
pox vaccination  now.  The  same  may  be  said  for 
transportation  workers,  ambulance  attendants, 
and  morticians.  The  Seattle-King  County  Health 
Department  has  already  taken  steps  to  provide 
high  risk  population  groups  with  vaccination  hut 
cannot  accept  the  total  responsibility  for  protec- 
tion of  these  persons. 

Secondly,  practicing  physicians  must  be  par- 
ticularly alert  to  the  possibility  of  smallpox,  look- 
ing carefully  for  signs  which  distinguish  smallpox 
from  chickenpox.  Classical  smallpox  usually  is 
preceded  by  a definite  prodromal  pre-eruptive 
phase  of  3-4  days  in  duration  characterized  by 
severe  backache,  fever  and  malaise.  The  eruption 
tends  to  occur  as  one  crop  which  develops  and 
proceeds  through  an  evolutionary  cycle  so  that 
each  stage  of  papule,  vesicle,  pustule  is  present 
for  one  or  more  days.  The  lesions  are  usually 
more  dense  on  the  trunk  than  on  the  extremities. 
Papules,  vesicles  and  pustules  are  quite  firm  to 
the  touch,  rather  regular  in  outline  and  fairly 
uniform  in  size. 

A fulminating  type  of  smallpox  known  as 
variola  purpura  may  cause  death  within  48  hours 
before  characteristic  lesions  have  a chance  to 
develop.  In  hemorrhagic  smallpox,  there  are 
hemorrhages  into  the  pustules  and  other  evidence 
of  capillary  damage.  The  mortality  in  variola 
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purpura  has  been  almost  100  per  cent,  whereas 
it  has  been  in  the  neighborhood  of  50  per  cent 
for  the  hemorrhagic  type. 

Smallpox  in  partially  immune  patients  is  not 
apt  to  be  characteristic.  It  is  also  milder  and  may 
be  confused  with  chickenpox,  vaccinia,  herpes 
zoster,  syphilis  and  various  types  of  dermatitis. 

Chickenpox,  especially  in  children,  produces 
successive  crops  of  lesions  which  may  be  in  vari- 
ous stages  of  evolution.  They  are  varied  in  size 
and  in  shape.  The  lesions  are  generally  soft  and 
superficial.  Occasionally  in  adults  the  lesions  are 
deeper  seated  ( or  the  outer  epidermis  is  thicker ) 
so  that  the  lesions  are  more  firm.  Hemorrhagic 
chickenpox  is  occasionally  seen  in  adults. 

Any  disease  resembling  chickenpox  in  a person 
over  15  years  of  age  requires  careful  study.  Few 
physicians  now  in  practice  in  this  state  have  had 
the  opportunity  to  diagnose  and  observe  cases 
of  smallpox.  Even  in  the  1946  outbreak  in  Seat- 
tle, the  68  patients  were  seen  by  only  a handful 
of  physicians.  Fortunately  there  are  a number  of 
physicians,  particularly  in  the  larger  communi- 
ties, who  have  had  experience  in  the  differential 
diagnosis  of  smallpox  and  can  be  made  available 
for  consultation.  It  is  hoped  that  physicians  with- 
out such  experience  will  not  hesitate  in  asking 
for  diagnostic  consultation  if  there  is  suspicion 
of  smallpox.  This  can  be  arranged  by  contacting 
either  the  local  health  department  or  the  State 
Department  of  Health. 

Typhoid  fever  increase  expected 

Typhoid  fever  is  likely  to  increase  in  incidence 
this  year  in  the  Northwest.  During  the  past  10 
years,  Washington  has  had  an  average  of  six 
typhoid  cases  annually.  We  have  36  known, 
chronic  carriers  residing  in  the  state,  and  almost 
every  case  of  typhoid  fever  which  occurs  is  re- 
lated to  the  handling  of  food  by  a carrier,  either 
registered  previously  or  hitherto  unknown.  Nei- 
ther water  supplies  nor  pasteurized  milk  and 
dairy’  products  have  been  a source  of  infection 
in  this  state  for  over  20  years. 

However,  it  is  likely  that  the  number  of  ty- 
phoid carriers  will  increase  in  this  state  during 
the  summer  of  1962.  Fortunately,  few  will  handle 
food  in  any  important  quantity  and  no  large 
outbreak  of  typhoid  fever  is  likely.  Sporadic  cases 
may  be  encountered,  however,  and  the  clinician 
should  be  alert  to  the  signs  and  symptoms  of  the 
disease,  as  well  as  to  laboratory  methods  of  diag- 
nosis. 

The  most  efficient  method  of  diagnosis  is  by 


early  culture  of  blood  or  fecal  specimens.  Bac- 
teremia is  detectable  during  the  first  week  of 
illness.  After  that,  stool  specimens  are  more  likely 
to  yield  the  organism.  Agglutination  tests  for 
typhoid  (Widal  test)  are  less  valuable  and  pre- 
sent problems  of  interpretation.  However,  if 
appropriate  antibiotic  therapy  has  been  adminis- 
tered for  some  time  before  blood  or  feces  are 
submitted  for  culture,  the  agglutination  test  may 
have  to  be  relied  upon. 

Salmonellosis  will  no  doubt  also  increase  in 
frequency  in  1962.  Unlike  typhoid  fever,  these 
infections  are  common,  being  derived  from  the 
widespread  infection  of  food  animals,  particu- 
larly poultry  but  including  cattle  and  swine. 
Since  these  infections  are  frequently  contracted 
from  food  prepared  even  in  well-managed  kitch- 
ens, it  will  be  surprising  if  dozens,  if  not  hun- 
dreds, of  cases  do  not  occur  this  year  among 
visitors  to  Washington.  The  diagnosis  of  any 
salmonellosis  is,  like  that  of  typhoid  fever,  de- 
pendent on  isolation  and  identification  of  the 
organism  from  the  blood,  or  more  commonly; 
fecal  specimens.  Typhoid  fever  and  salmonello- 
sis must,  of  course,  be  reported  promptly  to  the 
local  health  officer  in  order  that  investigation 
of  the  source  of  infection  may  be  undertaken 
without  delay. 

More  frequent  diagnosis  of  viral  diseases 

Poliomyelitis  and  aseptic  meningitis  are  likely 
to  be  diagnosed  more  frequently  this  year  than 
during  1960  or  1961.  The  simple  fact  that  hun- 
dreds of  thousands  of  persons  from  outside  of 
Washington  will  be  in  the  state  during  the  sum- 
mer months  may  account  for  an  incidence  of 
these  diseases  significantly  higher  than  normal 
for  this  state. 

The  etiologic  diagnosis  of  viral  diseases  of  the 
central  nervous  system  has  now  become  routine 
in  communicable  disease  control  programs.  The 
availability  of  type  specific  oral  attentuated 
poliovirus  vaccines  and  the  need  for  continuous 
evaluation  of  Salk  vaccine  demands  viral  as  well 
as  clinical  diagnosis. 

All  too  often,  blood  specimens  are  submitted  for 
diagnosis  of  poliomyelitis,  ECHO  and  Coxsackie 
virus  infections.  Such  is  perfectly  proper  if 
arthropod-borne  encephalitis,  mumps,  leptospiro- 
sis or  lymphocytic  choriomeningitis  are  a part 
of  the  differential  diagnosis,  but  enterovirus  di- 
seases can  only  by  diagnosed  with  accuracy  by 
isolation  in  tissue  culture  of  the  virus  obtained 
from  fecal  specimens.  Therefore,  fecal  specimens 


319 

Northwest  Medicine,  April  1962 


should  be  submitted  to  the  public  health  labora- 
tory promptly  upon  suspicion  of  one  of  these 
diseases,  together  with  the  acute  blood  specimen. 
The  convalescent  specimen  should  be  submitted 
two  to  three  weeks  after  the  date  of  onset. 

Syphilis,  gonorrhea,  diphtheria,  hepatitis,  and 
several  other  diseases  may  be  significantly  in- 
creased in  incidence  in  Washington  this  year. 
The  clinician  is  well  aware  of  the  diagnostic 
problems  which  attend  these  diseases  and  of  the 
interpretation  of  laboratory  tests  employed  in 
their  diagnosis.  He  may  not  be  as  concerned, 
however,  for  the  importance  of  prompt  notifica- 
tion of  his  health  officer  of  the  occurrence  of  a 
significant  communicable  disease.  Since  the  con- 
trol of  any  communicable  disease  is  based  on 
prompt  and  thorough  epidemiologic  investiga- 
tion which,  in  turn,  is  possible  only  as  a result 
of  prompt  notification,  the  clinician’s  assistance 
in  communicable  disease  control  is  clearly  essen- 
tial. 


In  conclusion  it  may  be  stated  that  the  influx 
of  an  expected  10  million  people  from  other 
states  and  foreign  countries  during  the  Century 
21  Exposition  in  Seattle  this  year  is  certain  to 
be  associated  with  an  increased  incidence  of 
several  communicable  diseases.  The  possibility  of 
reintroduction  of  exotic  diseases  such  as  smallpox 
should  not  be  disregarded,  and  steps  to  improve 
the  vaccination  status  of  high  risk  persons  should 
be  undertaken  as  soon  as  possible. 

A high  index  of  suspicion,  early  attempts  to 
obtain  laboratory  confirmation  of  diagnosis  and 
prompt  notification  of  health  authorities  of  the 
diagnosis  of  any  significant  communicable  di- 
sease will  do  much  to  reduce  the  probability  of 
serious  outbreaks  during  the  Century  21  Exposi- 
tion and  will  assist  materially  in  the  successful 
application  of  measures  designed  to  suppress 
endemic  communicable  diseases  to  an  absolute 
minimum.  ■ 

1416  Smith  Tower  (4) 


Statistically  Speaking 

IV.  The  Normal  Curve 

WARREN  K.  GARLINGTON,  PH.D.  Fort  Steilacoom,  Washington 


As  most  introductory  books  in  any  subject  cover 
many  of  the  same  topics,  so  also  do  we  find  some 
rather  familiar  sights  in  elementary  books  about 
statistics.  One  of  these  is  the  bell-shaped  curve 
known  as  the  normal  distribution  curve.  This 
curve  represents  an  idealized  picture  of  many 
different  distributions  that  occur  in  nature.  It 
serves  as  a link  between  the  abstruse  language 
of  the  mathematician  and  the  facts  of  life  as  they 
have  been  found  to  occur  and  recur. 

What  are  those  facts  of  life?  If  a large  number 
of  subjects  are  measured  on  any  of  a great  many 
physical  and  psychological  characteristics,  and  if 
a picture  is  drawn  of  the  resulting  distribution, 
it  looks  very  much  like  the  oft-pictured  normal 
distribution  curve.  The  language  of  mathematics 
has  been  applied  to  this  curve  in  order  to  de- 


scribe it.  Thereby  characteristics  and  relation- 
ships have  been  discovered  that  will  help  us 
make  inferences  about  many  people  based  upon 
measurements  of  people  relatively  few  in  num- 
ber. 

Means  and  standard  deviations  were  discussed, 
and  their  usefulness  as  descriptive  statistics  was 
considered  in  previous  chapters.  However,  they 
are  doubly  useful  with  distributions  resembling 
the  normal  curve.  By  examining  the  character- 
istics of  the  normal  curve,  we  will  see  how  help- 
ful it  can  be  in  evaluating  any  given  score  or 
measurement  that  interests  us. 

Figure  1 represents  a normal  distribution 
curve.  The  rather  imposing  array  of  lines  and 
numbers  below  it  will  be  explained  as  we  go 
along.  Its  base  line  is  marked  off  in  standard 
deviation  (SD)  units.  When  a vertical  line  is 
drawn  from  each  SD  unit  on  the  base  line  to  the 
boundary  of  the  curve,  the  lines  divide  the  curve 
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Figure  1.  Normal  Distribution  Curve  — (Numbers  below 
the  curve  represent  various  scores  discussed  in  text) 
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into  a number  of  sub-areas.  The  numbers  in  each 
of  these  areas  represent  the  percentage  of  people 
or  of  scores  that  will  be  found  there.  For  exam- 
ple, in  the  area  between  the  mean  and  +1  SD 
are  found  34.13  per  cent  of  the  scores.  The  same 
percentage  is  contained  between  the  mean  and 
— 1 SD.  Thus  in  a normal  distribution  about  two 
thirds  of  all  the  scores  (68.26  per  cent)  are  found 
between  —1  SD  and  +1  SD  from  the  mean.  As 
we  move  farther  from  the  mean  in  either  direc- 
tion, the  height  of  the  curve  decreases,  corre- 
sponding to  the  decreasing  number  of  extreme 
scores  found  in  any  sample.  Between  +2  and  3 
SD  less  than  3 per  cent  of  the  total  number  of 
scores  occur.  Most  people  are  of  average  height, 
but  a few  are  very  short,  and  a few  are  very  tall. 

Statisticians  and  mathematicians  have  con- 
structed tables  we  can  use  to  determine  precisely 
just  what  percentage  of  a group  of  scores  can 
be  expected  to  fall  at  or  below  any  given  score. 
In  other  words,  if  you  know  a person’s  score  on 
any  given  measurement,  and  if  you  also  know 
the  mean  and  standard  deviation  of  the  distri- 
bution of  that  measurement,  you  can  determine 
his  percentile  rank.*  A modification  of  the  usual 
normal  distribution  tables  is  presented  in  Table  1. 
It  gives  in  intervals  of  1/2  SD  the  per  cent  of 
cases  found  at  or  below  various  scores  beginning 
at  3 SD’s  below  the  mean. 


•Tables  of  area  under  the  normal  curve  can  be  found  in 
almost  any  statistics  book;  e.g.,  Edwards,  A.  L.,  Statistical 
Analysis  (Rev.  Ed.),  Rhinehart  & Co.,  (New  York)  1958, 
pp.  210-19. 


Table  1 — Areas  of  the  normal  curve  in  terms  of  SD  scores 


Deviation  from 

Per  cent  area 

X in  SD 

included 

-3.0  SD 

0.1 

-2.5 

1.0 

-2.0 

2.0 

-1.5 

7.0 

-1.0 

16.0 

-0.5 

31.0 

0.0 

50.0 

Deviation  from  Per  cent  area 

X in  SD  included 

0.0  SD  50.0 

+ 0.5  69.0 

+ 1.0  84.0 

+ 1.5  93.0 

+ 2.0  98.0 

+2.5  99.0 

+ 3.0  99.9 


Percentile  scores 

How  might  we  use  this  information?  How  can 
we  apply  our  theoretical  knowledge  in  a practi- 
cal situation?  Suppose  an  associate  professor  in 
a state  medical  school  is  curious  about  the  per- 
formance of  his  first  year  medical  students  in 
comparison  with  the  performance  of  first  year 
students  at  other  medical  schools.  He  remembers 
that  recently  his  students  all  took  a new  medical 
school  achievement  test.  In  today’s  mail  came  a 
report  of  the  administration  of  the  same  test  to 
first  year  students  in  a number  of  medical  schools 
in  the  east.  This  preliminary  report  lists  means 
and  standard  deviations  for  each  of  the  different 
areas  covered  by  the  test.  The  professor  focuses 
his  attention  on  the  scores  in  anatomy  and  bio- 
chemistry. (After  all,  those  are  the  courses  he 
teaches! ) The  mean  and  standard  deviation  ob- 
tained by  the  eastern  students  on  the  anatomy 
test  are  X = 75,  SD  = 6;  in  biochemistry,  X = 
92,  SD  = 10.  The  professor  related  the  eastern 
data  to  the  normal  curve;  his  notations  appear 
on  lines  2 and  3 under  Figure  1.  He  then  trans- 
ferred the  information  from  Table  1 to  line  4. 

Out  comes  the  grade  book,  for  now  the  pro- 
fessor is  ready  to  compare  his  students  with  the 
easterners.  The  first  on  his  list,  John  Q.  Adams, 
is  a rather  average  student.  His  score  on  the 
anatomy  test  was  84,  and  on  the  biochemistry 
test,  102.  Now  back  to  Figure  1.  The  anatomy 
score  of  84  places  Adams  D/2  SD  above  the 
mean;  line  4 indicates  he  did  as  well  or  better 
than  93  per  cent  of  the  easterners.  His  biochem- 
istry score  of  102  is  1 SD  above  the  eastern  mean, 
indicating  that  Adams  did  as  well  or  better  than 
84  per  cent  of  the  other  group.  Although  Adams 
is  an  average  local  student,  he  is  by  no  means 
a mediocre  one! 


Standard  scores 

After  a time  the  professor  began  to  wonder 
how  his  students’  performance  on  anatomy  com- 
pared with  their  work  in  biochemistry.  ( He 
taught  both  of  them,  remember?)  Can  he  make 
such  a comparison?  There  were  a different  num- 
ber of  questions  in  each  of  the  tests.  The  X’s 
and  SD’s  are  different  so  that  a direct  compari- 
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son  cannot  be  made.  For  example,  at  first  glance 
it  appears  that  John  Q.  Adams  did  better  on  the 
biochemistry  section  than  he  did  on  the  anatomy 
one;  on  the  first  his  score  was  102,  and  on  the 
other,  84.  By  first  converting  Adams’  scores  into 
standard  scores,  the  professor  can  make  a direct 
comparison  of  his  performance  on  the  two  sec- 
tions. A standard  score  enables  us  to  locate  a 
person  s position  in  a distribution  both  with  re- 
spect to  the  mean  and  to  the  variability  of  that 
distribution.  It  acts  as  a common  unit  whereby 
two  or  more  dissimilar  traits  can  be  compared. 

The  two  most  popular  standard  scores  are  z- 
scores  and  T-scores.  To  compute  z-scores  we 
simply  change  the  mean  of  a distribution  to  0 
and  the  SD  to  1.  Any  individual  raw  score  can 
be  transformed  into  a z-seore  by  determining 
the  amount  that  score  deviates  from  the  mean 
and  then  dividing  that  deviation  by  the  SD  of 
the  distribution.  We  can  use  Adams’  score  on 
the  anatomy  test  as  an  example.  The  formula  for 
converting  raw  scores  to  z-scores  is 


The  term  X-X  represents  the  amount  of  the  raw 
score’s  deviation  from  the  mean.  The  z-score 
representing  Adams’  anatomy  test  performance 
is  figured  as  follows: 

84-75  _ 9 _ t 

z - 6 6 1,5 

His  raw  score  on  the  anatomy  test,  84,  then 
becomes  1.5.  His  biochemistry  score,  102,  com- 
puted in  the  same  manner,  would  be  1.0.  The 
professor  now  can  compare  these  scores  directly, 
and  it  becomes  obvious  to  him  that  Adams  did 
better  in  the  anatomy  test  than  he  did  in  bio- 
chemistry. 

When  raw  scores  are  converted  to  z-scores, 
any  scores  below  the  mean  become  negative 
numbers.  However,  it  is  somewhat  troublesome 
to  deal  with  them.  We  can  overcome  this  incon- 
venience by  using  T-scores.  The  T-score  arbi- 


trarily uses  50  as  the  mean,  and  10  as  the  stand- 
ard deviation.  The  formula  then  becomes 

T = 50  + 10 

In  the  T conversion  the  anatomy  test  raw  score 
becomes 

T = 50+10— --2—  = 50+10  (1.5)  = 50+15  =65. 

Thus,  a z-score  of  1.5  is  equivalent  to  a T-score 
of  65. 

Line  5 under  Figure  1 gives  z-scores  for  the 
normal  curve,  and  line  6 gives  the  comparable 
T-scores.  Table  2 summarizes  the  conversions 

Table  2 — Summary  of  raw  score  conversions 

Raw  Score  Percentile  z-score  T-score 

Anatomy  test  84  93  1.5  65 

Biochemistry  test  102  84  1.0  60 

made  by  the  professor  with  Adams’  anatomy  and 
biochemistry  tests. 

Summary 

This  chapter  has  discussed  the  properties  of 
the  normal  curve.  It  describes  how  these  prop- 
erties can  be  used  to  relate  individual  scores  or 
measurements  to  a distribution  of  scores  when 
the  mean  and  standard  deviation  of  the  distri- 
bution are  known  and  when  the  distribution 
reasonably  approximates  the  shape  of  a normal 
curve.  Since  many  of  the  measurements  made 
in  the  life  sciences  are  normally  distributed  (or 
approximately  so),  the  physician  can  make  good 
use  of  his  knowledge  of  the  properties  of  the 
normal  curve  to  facilitate  his  understanding  of 
research  reports. 

Methods  of  converting  raw  scores  into  per- 
centiles, z-scores  and  T-scores  are  described. 
Each  of  these  conversions  makes  it  possible  for 
us  to  determine  an  individual’s  relative  standing 
in  a group  as  well  as  to  compare  two  or  more 
measures  on  the  same  individual  when  those 
scores  are  originally  presented  in  non-compara- 
ble units.  Next  month’s  article  will  discuss  corre- 
lation coefficients.  ■ 

Psychology  Department 
Mental  Plealth  Research  Institute 
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Research  at  the 

University  of  Washington  School  of  Medicine 


Research  has  been  recognized  as  a corollary  to 
good  teaching  since  establishment  of  the  School  of 
Medicine  at  the  University  of  Washington  in  1945. 
The  faculty  was  selected  from  among  people  sharing 
both  interests;  and  in  planning  the  Health  Sciences 
Building  and  University  Hospital,  adequate  research 
space  was  a fundamental  design  objective. 

Today  there  are  more  than  500  different  investi- 
gations being  conducted  in  the  School  of  Medicine, 
ranging  from  x-ray  diffraction  studies  charting  crys- 
talline molecular  structure  to  bedside  evaluation  of 
drugs  and  other  forms  of  therapy.  Expenditures  from 
medical  research  grants  in  fiscal  1961  totaled  $3,- 
417,692  or  45.2  per  cent  of  the  total  University 
expenditures  for  sponsored  research.  For  each  dollar 
expended  by  the  state  in  maintaining  the  basic 
instructional  program  in  medicine,  $1.44  was  re- 
ceived in  grants  for  medical  research  purposes  by 
outside  agencies,  including  the  federal  government, 
voluntary  health  agencies,  and  private  donations. 


By  School  of  Medicine  policy  no  faculty  member 
may  increase  his  salary  from  a research  grant.  Pro- 
ceeds are  spent  for  supplies,  technicians,  equipment 
and  other  necessary  impedimenta  of  the  research. 

Despite  the  fact  that  41  per  cent  of  the  Health 
Sciences  Building’s  net  floor  space  is  devoted  to 
research  laboratories  (compared  to  a University-wide 
average  of  24  per  cent)  the  need  for  research  space 
has  outrun  the  supply.  In  1960,  the  S.  Maimon  Sam- 
uels Institute  for  Heart  and  Cancer  Research  was 
completed,  adding  about  20,000  square  feet  of  re- 
search space.  In  1961  the  University  was  awarded 
two  grants  for  additional  specialized  research  space 
by  the  National  Institutes  of  Health.  Under  consid- 
erable national  competition,  the  University  was  se- 
lected for  a grant  of  $1,438,624  for  a regional  pri- 
mate research  center,  and  $1,059,309  for  a cancer 
research  center.  Both  functions  will  be  consolidated 
into  a single  wing  at  the  west  end  of  the  Health 
Sciences  Building,  with  completion  expected  in  1963. 
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On  a national  basis,  research  grants  from  the  Na- 
tional Institutes  of  Health  now  constitute  upwards 
of  70  per  cent  of  all  money  for  medical  research. 
This  is  reflected  in  sources  of  research  funds  at  the 
University.  University-wide,  federal  funds  account 
for  85.7  per  cent  of  sponsored  research,  with  the 
U.S.  Public  Health  Service  acounting  for  almost  half 
of  the  federal  portion.  Other  agencies  include  the 
National  Science  Foundation.  Atomic  Energy'  Com- 
mission, Office  of  Vocational  Rehabilitation,  and  the 
armed  forces. 

Voluntary  agencies,  foundations,  and  private  indi- 
viduals donate  about  10  per  cent  of  research  funds. 
In  the  medical  area,  the  American  Cancer  Society', 
American  Heart  Association,  the  Boeing  United  Good 
Neighbor  fund,  and  similar  voluntary  groups  are 
principal  contributors. 

State  and  local  governments  contribute  the  re- 
maining five  per  cent.  Principal  state  contribution 
is  about  $300,000  annually  from  proceeds  of  Class 


DEPARTMENT  OF  ANATOMY 

CHARLES  W BODEMER,  PH.D. 

The  metabolism  and  neural  regulation  of  amphi- 
bian limb  regeneration. 

Support:  USPHS  and  Initiative  171  Fund 

Method:  Utilizing  radioisotope  tracer  techniques  of 
quantitation  and  autoradiography,  the  protein  syn- 
thesis and  related  events  of  nucleic  acid  metabolism 
are  being  determined  for  successive  stages  of  limb 
regeneration  in  salamanders.  The  correlated  respira- 
tory metabolism  is  being  ascertained  by  use  of  a 
Warburg  respirometer.  Denervation  and  deviation 
procedures  are  exploited  for  study  of  the  nervous 
influence  on  metabolism  of  the  regenerate. 

Results:  The  rate  and  magnitude  of  protein  synthesis 
is  dependent  on  the  stage  of  regeneration;  the  con- 
centration of  ribonucleic  acid  varies  directly  with 
the  magnitude  of  amino  acid  incorporation.  The 
process  of  wound  healing,  regression,  growth  and 
differentiation  underlie  the  variation  in  synthetic 
processes.  The  incorporation  of  amino  acids  and  nu- 
cleosides is  low  during  the  initial  stage,  attains  its 
maximum  during  the  growth  phase,  and  declines 
again  during  differentiation.  The  magnitude  of  amino 
acid  incorporation  is  reduced  by  as  much  as  40  per 
cent  in  the  absence  of  a normal  nerve  supply. 

EDWARD  C.  ROOSEN-RUNGE,  \1.D. 

Spermatogenesis  and  its  development  in  mam- 
mals. 

Support:  PHS  RG-4714 

Method:  The  cell  populations  in  the  sperm  forming 
tissue  are  being  carefully  observed  and  quantitated 
in  histological  preparations.  The  number  of  cells  of 
various  kinds,  the  numbers  of  cell  divisions,  cell 


"H  liquor  licenses.  By  terms  of  initiative  171,  half 
the  amount  from  liquor-by-the-drink  licenses  is  paid 
into  a fund  for  medical  and  biological  research, 
divided  between  the  University'  and  Washington  I 
State  University'.  This  continuing  revenue  has  pro- 
vided important  “seed  money”  for  preliminary  inves- 
tigations which  have  later  been  provided  full-scale 
support  by  other  granting  agencies. 

An  important  product  of  research  is  the  oppor- 
tunity it  affords  for  training  of  future  scientists  and 
teachers.  AN1A  figures  indicate  that  Washington  is 
the  second-ranking  school  in  postdoctoral  training  of 
basic-science  research  personnel  (after  the  Univer- 
sity of  Minnesota)  and  also  has  64  physicians  in 
training  for  clinical  research  careers. 

A number  of  brief  reports  on  representative  re- 
search are  presented  below.  It  should  be  emphasized 
that  this  is  not  a complete  list,  but  rather  a compila- 
tion of  reports  the  various  departments  felt  would 
be  of  interest  to  physicians  in  general. 


sizes  and  many  qualitative  features  are  used  as  indi- 
cations of  the  behaviour  of  the  populations  through- 
out life. 

Results:  One  part  of  the  investigations  has  been 

directed  to  a clarification  of  human  spermatogenesis. 
Human  testicular  biopsy  material  has  been  quanti- 
tated with  a view  of  evaluating  states  of  abnormal 
spermatogenesis.  Another  part  of  the  study  has  dem- 
onstrated the  basic  features  of  the  very  regular  re- 
newal of  sperm  forming  tissues  throughout  the  repro- 
ductive life  of  man  and  of  many  animals,  such  as 
the  rat  and  the  jellyfish.  It  was  found  that  the  regu- 
larity is  intrinsic  in  an  extremely  close  cooperation 
between  nurse  cells  and  developing  germ  cells.  At 
the  moment  the  origin  of  the  cells  which  initiate 
spermatogenesis  in  the  immature  animal  is  under 
intensive  investigation. 

WILLIAM  O.  RIEKE,  M.D. 

Utilization  of  DNA  from  lymphocytes  by  sarcoma 
cells. 

Support:  Institutional  grant  of  the  American  Cancer 
Society. 

Method:  An  ascites  tumor,  Sarcoma  I,  was  trans- 
planted intraperitoneally  to  host  mice  which  previ- 
ously had  received  injections  of  H:,-thymidine  to 
label  their  DNA.  The  appearance  and  interaction  of 
radioactive  lymphocy  tes  with  tumor  cells  was  stud- 
ied by  high  resolution  radioautography  on  serial 
smears  of  ascites  fluid. 

Results:  Within  four  hours  after  transplantation  of 
the  Sarcoma  to  previously  labeled  hosts,  newly 
formed  (radioactive)  small  ly'mphocytes  emerge  to 
mingle  with  the  tumor  cells.  The  number  of  radio- 
active lymphocy'tes  increases  with  time  and  many 
of  them  are  observed  to  lyse  in  the  presence  of  the 
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sarcoma.  Radioactive  DNA  released  from  dying  lym- 
phocytes is  utilized  in  some  form  by  sarcoma  cells 
which  then  show  radioactivity  in  their  DNA.  The 
reasons  why  newly  formed  lymphocytes  die  in  the 
presence  of  tumor  cells  as  well  as  why  their  DNA 
is  utilized  with  great  efficiency  by  the  tumor  are 
being  sought. 

DEPARTMENT  OF  ANESTHESIOLOGY 

T.  N.  FINLEY,  M.D. 

Effect  of  various  gases  on  pulmonary  surface 
tension. 

Support:  Initiative  171  Fund  for  Medical  and  Bio- 
logical Research. 

Method:  Saline  extracts  of  normal  dog  lung  are 
placed  in  a Teflon-lined  trough.  Tension  of  the  sur- 
face film  of  these  extracts  is  measured  by  means  of 
a vertical  surface  balance.  Effects  of  various  gases 
on  the  film  surface  tension  are  determined  by  dis- 
placing the  air  above  the  film  with  gases. 

Results:  Results  to  date  show  that  oxygen  is  toxic 
to  the  normal  surface  active  material  in  lung  ex- 
tracts. The  effect  of  anesthetic  gases  is  under  study. 

J.  J.  BONICA,  M.D.  and  T.  R.  HILL,  M.D. 

Effect  of  inflation  pressure  in  the  contralateral 
lung  on  blood  flow  through  an  atelectatic  lung 
in  the  dog. 

Support:  USPHS. 

Method:  In  an  open-chested  preparation  using  a dog, 
the  right  lung  was  ventilated  with  pure  02  via  a 
modified  Carlens  tracheal  divider  by  means  of  a 
Starling  pump,  while  the  left  lung  was  occluded  and 
rendered  atelectatic.  The  relative  blood  flow  through 
the  atelectatic  lung  was  calculated  by  means  of  the 
venous  admixture  (shunt)  equation.  The  values  for 
this  equation  were  determined  from  the  p02  and 
pC02  of  arterial  and  mixed  venous  blood  samples, 
measured  by  means  of  02  and  C02  electrodes. 

Residts:  When  the  peak  inflation  pressure  during 
ventilation  was  between  11  and  15  cm.  H20  (in  11 
measurements  in  7 dogs)  the  atelectatic  lung  aver- 
aged 13  per  cent  of  the  total  pulmonary  blood  flow. 
When  the  peak  inflation  pressure  was  between  16 
and  23  cm.  H20  (in  15  measurements  in  9 dogs) 
the  atelectatic  lung  averaged  31  per  cent  of  the 
total  pulmonary  blood  flow.  Since  resistance  to  blood 
flow  in  the  inflated  lung  is  in  parallel  to  that  in  the 
atelectatic  lung,  the  increase  in  relative  blood  flow 
through  the  atelectatic  lung  is  due  to  an  increased 
resistance  to  blood  flow  in  the  inflated  lung  when 
its  inflation  pressure  is  increased. 

J.  J.  BONICA,  M.D. 

Comparative  evaluation  of  regional  and  general 
anesthesia. 


Support:  U.S.  Army. 

Method:  Patients  undergoing  various  forms  of  sur- 
gery will  be  anesthetized  with  either  regional  or 
general  anesthesia.  The  effect  of  the  anesthesia  as 
well  as  surgery  on  the  various  vital  functions  will 
be  determined. 

Results:  The  study  is  still  in  the  initial  phases  and 
the  various  tests  of  vital  function  are  being  carried 
out  in  animals. 

G.  M.  AASHEIM,  M.D. 

Comparison  of  ventilation  in  post-operative  upper 
abdominal  cases  in  patients  receiving  narcotics 
and  others  receiving  nerve  block  for  pain  control. 
Support:  Initiative  171  Fund. 

Method:  Post  operative  upper  abdominal  surgery 
pain  will  be  controlled  with  either  narcotics  or  inter- 
costal nerve  blocks.  Adequacy  of  respiration  will  be 
determined  with  Wright’s  peak  flow  meter  and  blood 
pCO,  p02  and  pH  (Beckman  Gas  Analyzer).  De- 
terminations will  be  done  3 times  per  day  for  4 
days. 

Residts:  Inconclusive  as  yet. 

P.  B.  SABAWALA,  M.D. 

Effect  of  vasopressor  drugs  on  intraocular  fluid 
dynamics. 

Support:  Initiative  171  Fund. 

Method:  Cats  under  pentobarbital  anesthesia  were 
administered  some  of  the  commonly-used  vasopres- 
sors. Intraocular  pressures  were  measured  by  cannu- 
lating  the  anterior  chamber  of  the  eye,  and  trans- 
mitted to  a recorder  via  a strain  gauze  and  ampli- 
fier. Similar  instrumentation  simultaneously  recorded 
the  intrajugular  venous  pressure  and  the  intracarotid 
arterial  blood  pressure. 

Results:  1)  If  drainage  of  aqueous  is  normal,  rises 
in  intra-arterial  blood  pressure  do  not  result  in  in- 
creases in  intraocular  tension  with  any  significance. 
However,  if  an  acompanying  rise  in  venous  pressure 
is  effected,  for  example,  by  superimposing  a brief 
period  of  apnea,  intraocular  tension  rises  markedly 
and  parallels  the  rise  in  venous  pressure.  2)  If  drain- 
age of  aqueous  is  interfered  with,  for  example,  by 
the  injection  of  minute  amounts  of  a sclerosing  solu- 
tion in  the  corneo-iris  angle,  arterial  hypertension 
may  give  rise  to  raised  intraocular  pressures  in  the 
presence  of  a normal  venous  pressure. 

DEPARTMENT  OF  MEDICINE 

LLOYD  M.  NYHUS,  M.D.  and 
CLEMENT  A.  FINCH,  M.D. 

Post-gastrectomy  iron  deficiency  anemia. 

Method:  Mongrel  dogs  with  sub-total  gastrectomies 


325 

Northwest  Medicine,  April  1962 


were  made  anemic  and  iron  deficient  by  repeated 
phlebotomies.  Absorption  of  iron  given  with  food 
was  then  determined  using  the  double-isotope  tech- 
nique of  Saylor  and  Finch. 

Results : “Iron  Absorption  From  Food  After  Subtotal 
Gastrectomy  in  the  Dog,”  Cammock  et.  ah,  (Surg. 
Forum  12:299-301,  1961).  Absorption  of  the  iron  by 
the  experimental  group  of  animals  was  found  to  be 
significantly  less  than  that  of  normal,  non-gastrec- 
tomized  dogs.  This  finding  and  other  studies  parallel 
observations  in  humans  and  demonstrate  that  the 
dog  is  a suitable  animal  for  experimental  study  of 
this  phenomenon.  Further  studies  to  determine  the 
site  of  this  absorptive  defect  are  being  done. 

CLEMENT  A.  FINCH,  M.D. 

Studies  on  iron  metabolism  and  erythropoiesis, 
with  special  interest  in  patients  with  hemochro- 
matosis, hypochromic  anemias  not  responsive  to 
iron  and  unusual  anemias. 

Support:  USPHS. 

Method:  We  have  developed  as  precise  and  versatile 
techniques  as  possible  for  workup  of  patients  with 
disorders  of  blood  production  and  iron  metabolism. 

Results:  These  studies  should  lead  to  a better  under- 
standing of  bone  marrow  function,  to  the  develop- 
ment of  new  tests  for  evaluating  anemia,  and  to 
further  insights  into  the  cause  of  these  various  dis- 
orders. 

DEPARTMENT  OF  OBSTETRICS 
AND  GYNECOLOGY 

DAVID  C.  FIGGE,  M.D. 

An  analysis  of  the  desoxyribonucleic  acid  con- 
tent of  normal  and  malignant  endometrial  cells 
in  tissue  culture. 

Support:  Boeing  Employees  Medical  Research  Fund. 

Method:  Normal  and  malignant  cells  from  the  hu- 
man endometrium  are  established  in  tissue  culture 
outgrowths  and  analyzed  by  microphotometric  tech- 
niques after  fixation  and  staining  by  the  Feulgen 
method. 

Results:  Preliminary  results  suggest  that  DNA  in 
the  nucleus  of  short  term  cultured  uterine  cells  is 
widely  variable  and  contrary  to  the  expected  pat- 
tern. Malignant  cells  in  culture  are  not  characterized 
by  an  increased  concentration  of  DNA. 

RUSSELL  R.  DE  ALVAREZ,  M.D. 

Bone  sodium  in  toxemia  of  pregnancy. 

Support:  Initiative  171  Funds. 

Method:  Using  Wistar  and  Sprague-Dawley  strains 
of  rats,  unsuccessful  attempts  were  made  to  produce 
the  eclamptic-like  syndrome.  It  has  been  produced 
in  the  female  albino  rat  of  the  Long-Evans  strain. 
The  basic  signs  of  toxemia  of  pregnancy  were  pro- 


duced by  sodium  loading  following  uninephrectomy, 
following  which  the  remaining  kidney  was  “looped.” 
Steroid  hormones  were  then  administered  intramus- 
cularly in  varying  concentrations  in  order  to  study 
the  humoral  influences  as  possible  precursors  of 
toxemia.  Following  the  production  of  the  syndrome, 
complete  studies  of  serum  and  bone  were  carried 
out,  measuring  their  content  of  water  and  electro- 
lytes. 

Results:  It  was  found  that  pregnancy  alone  produced 
no  influence  on  bone  or  serum  electrolyte  concentra- 
tions. However,  a significant  decrease  in  serum 
water  occurred  in  normal  pregnant  animals,  and 
when  acidosis  was  induced  in  pregnant  animals,  it 
was  found  that  a significant  decrease  in  serum  so- 
dium and  serum  chloride  occurred. 

When  pregnant  acidotic  animals  were  compared 
with  normal  pregnant  controls,  a significant  decrease 
in  total  bone  sodium  (27.5  mEq/Kg)  occurred  but 
no  change  occurred  in  bone  potassium  and  bone 
chloride.  The  concentrations  of  serum  sodium,  chlo- 
ride and  carbon  dioxide  content  of  the  pregnant 
acidotic  animals  were  reduced  considerably.  Serum 
potassium  was  not  different  from  the  normals  while 
serum  water  was  increased  13  per  cent. 

Following  intraperitoneal  dialysis,  a drop  in  plasma 
pH  was  observed  in  both  pregnant  and  nonpregnant 
animals  but  the  differences  between  the  two  were 
not  statistically  significant. 

DEPARTMENT  OF  PATHOLOGY 

EARL  P.  BENDITT,  M.D.  and 
RUSSELL  ROSS,  PH.D. 

Wound  healing  and  collagen  formation  in  normal 
and  scorbutic  animals. 

Support:  USPHS. 

Method:  Healing  wounds  in  normal  and  scorbutic 
guinea  pigs  are  being  studied  with  both  the  electron 
microscope  and  by  radioautography  using  tritium- 
labeled  glycine  and  proline.  The  material  is  fixed 
and  prepared  for  electron  microscopy.  Thin  sections 
are  used  for  radioautography  and  ultra-thin  sections 
of  the  same  material  are  studied  with  the  electron 
microscope. 

Results:  The  morphology  of  the  wounds  and  the 
fibroblasts,  in  particular,  has  been  established  in  the 
normal  animals.  The  scorbutic  animals  show  clear 
changes  in  morphology  of  the  fibroblasts  correspond- 
ing to  alterations  of  those  regions  of  the  cells  related 
to  protein  synthesis  as  well  as  accumulation  of  lipid 
in  these  cells.  The  radioautography  has  shown  a 
sequence  of  entry  into  the  cells  of  the  amino  acids 
with  eventual  appearance  in  the  collagen  fibers 
formed  by  these  cells  in  the  normal  animals.  In 
scurvy,  this  sequence  is  similar  but  delayed  in  time, 
with  the  amino  acids  eventually  being  located  in 
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the  specific  extracellular  matter  found  in  the  scor- 
butic wounds. 

EARL  P.  BENDITT,  M.D.,  WILLIAM  HAM- 
MOND, PH.D.  and  STANLEY  STRUNK,  PH.D. 

A pathological  and  ultrastructural  study  of  hu- 
man renal  biopsy  tissues. 

Support:  USPHS. 

Method:  A variety  of  human  renal  diseases  are  being 
studied  with  a combined  light  microscopic,  histo- 
chemical,  and  electron  microscopic  approach.  The 
tissues  are  obtained  by  the  percutaneous  renal  biopsy 
technique  and  are  processed  both  by  ordinary  means 
to  provide  a pathological  diagnosis  of  the  lesion  and 
by  special  means  for  investigative  purposes. 

Results:  This  study  has  been  designed  as  a long  term 
endeavor  to  provide  an  understanding  of  the  mor- 
phological and  chemical  alterations  which  occur  in 
renal  diseases  on  a cellular  and  subcellular  level  and 
to  demonstrate  how  the  changes  reflect  the  general 
ways  in  which  glomerular  and  tubular  cells  are  capa- 
ble of  responding  to  a spectrum  of  insults.  At  pres- 
ent, the  lesions  in  such  diseases  as  glomerulonephri- 
tis, lupus,  lipid  nephrosis  and  several  of  the  acute 
tubular  necroses  are  being  investigated  and  charac- 
terized. 

ELLSWORTH  C.  ALVORD,  JR.,  M.D.  and 
CHENG-MEI  SHAW,  M.D. 

Etiology,  pathogenesis  and  prevention  of  experi- 
mental “allergic”  encephalomyelitis  in  guinea 
pigs  and  its  relationship  to  human  demyelinating 
diseases. 

Support:  USPHS  and  National  Multiple  Sclerosis 
Society. 

Method:  Guinea  pigs  injected  once  intradermally 
with  brain  and  killed  mycobacteria  in  water-in-oil 
emulsion  become  paralyzed  and  die  in  2-3  weeks  of 
an  acute  inflammatory  and  demyelinating  disease 
of  the  CNS.  The  disease  may  be  prevented  by  in- 
jections of  brain  without  the  mycobacteria  or  by 
injections  of  mycobacteria  without  brain. 

Results:  Chemical  and  ultra-centrifugal  fractionation 
of  the  brain  by  Dr.  Marian  Kies  (NIH,  Bethesda, 
co-investigator)  has  revealed  the  active  component 
to  be  a highly  basic  protein  in  myelin.  This  same 
protein  is  also  specifically  able  to  prevent  the  de- 
velopment of  the  disease.  Many  other  micro-organ- 
isms can  function  as  adjuvant  besides  the  mycobac- 
teria, Gram-negative  ones  being  generally  better  than 
Gram-positive.  Current  studies  are  designed  to  de- 
termine whether  the  adjuvant-inhibition  is  also 
specific  or  not,  whether  either  neural  or  adjuvant 
types  of  inhibition  can  be  passively  transferred  with 
serum  or  sensitized  leucocytes,  whether  antibodies 
(circulating  or  cell-fixed)  can  be  demonstrated 
against  the  specific  encephalitogenic  proteins,  and 
whether  the  encephalitogenic  protein  can  be  dena- 


tured so  that  it  is  no  longer  encephalitogenic  but 
still  capable  of  inhibiting  the  disease.  If  a safe  and 
effective  vaccine  can  be  developed  for  this  experi- 
mental disease,  it  may  be  possible  to  develop  a simi- 
lar vaccine  for  certain  human  diseases,  such  as  multi- 
ple sclerosis,  which  may  possibly  be  related  to  the 
experimental  one. 

R.  T.  PREHN,  M.D. 

Immunology  of  experimental  cancer 
Support:  National  Institutes  of  Health— American 
Cancer  Society 

Program:  Most  of  the  tumors  produced  in  mice  or 
rats  by  the  hydrocarbon  carcinogens  or  by  plastic 
films  are  antigenic  in  both  the  animal  of  origin  and 
in  other  animals  of  the  same  inbred  strain.  This 
conclusion  has  been  confirmed  by  rigorously  con- 
trolled experiments  in  several  laboratories  and  can 
be  considered  as  established  beyond  reasonable 
doubt.  It  has  been  shown  that  these  are  truly  tumor 
specific  antigens  which  have  the  capacity  of  stimu- 
lating a cytotoxic  reaction  by  the  host  against  the 
tumor  cells. 

The  antigenicity  is  peculiar  in  that  each  tumor 
appears  (in  striking  contrast  to  polyoma  virus  in- 
duced tumors)  to  be  antigenically  distinctive.  Cross 
reactions  among  various  tumors  are  infrequent  even 
when  the  tumors  are  of  similar  histologic  type  and 
are  produced  in  similar  ways.  The  rarity  of  cross 
reactions  has,  thus  far,  frustrated  attempts  to  im- 
munize against  the  production  of  new  tumors  by 
using  tumor  tissue  as  antigen. 

The  role  which  the  tumor  specific  antigenicity 
plays  in  the  natural  biology  of  these  tumors  is  not 
yet  completely  clear.  However,  the  following  addi- 
tional facts  suggest  that  depression  of  the  immune 
response  by  the  carcinogenic  agent  may  be  an  im- 
portant facet  of  carcinogenic  activity: 

1.  A wide  variety  of  carcinogenic  agents  are 
known  or  have  been  claimed  to  be  depres- 
sors of  immune  responses. 

2.  Trypan  blue  (reticulo-endothelial  block- 
ade) or  x-ray  treatment  enhance  the  car- 
cinogenic activity  of  the  chemical  carcin- 
ogens. 

3.  There  appears  to  be  an  inverse  relationship 
between  the  antigenicity  of  a tumor  and 
the  length  of  the  induction  period  (i.e.— 
the  weaker  the  carcinogenic  stimulus,  the 
weaker  the  antigenicity  of  the  resulting  tu- 
mor). 

Since  the  tumor  specific  immunity  appears  to  be 
similar  in  type  to  classical  homograft  immunity,  the 
above  considerations  support  the  hypothesis  that  the 
primary  advantage  conferred  on  animals  by  the  pos- 
session of  a homograft  rejection  mechanism  (and 
thus,  the  reason  for  its  evolution)  is  the  associated 
ability  to  suppress  somatic  cell  variants,  some  of 
which,  might  otherwise  grow  in  neoplastic  fashion. 
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DEPARTMENT  OF  PEDIATRICS 

VINCENT  C.  KELLY,  M.D.,  PH.D. 

“ Pituitary  reserve”  in  rheumatic  patients 
Support:  Washington  Heart  Association 

Method:  The  purpose  of  this  study  is  to  determine 
whether  rheumatic  patients  have  abnormal  “pituitary 
reserve.”  This  is  being  studied  by  administering 
Metopirone  (SU-4885),  an  11-beta-hvdroxylation 
blocking  agent  which  is  used  in  a standard  test  of 
pituitary  reserve,  and  determining  its  effect  on  adre- 
nocorticosteroid  production  in  these  patients. 

Results:  Preliminary  data  indicate  that  rheumatic 
patients  do  respond  to  Metopirone  by  quite  adequate 
production  of  adrenocorticosteroids.  However,  the 
pattern  of  steroid  production  seems  to  differ  signifi- 
cantly from  that  in  normal  individuals,  with  longer 
persistence  of  the  1 1-beta-hydroxylation  block  in- 
duced by  Metopirone  as  indicated  by  longer  persis- 
tence of  elevated  levels  of  compound  S (11-desoxy- 
cortisol)  in  the  blood. 

A.  G.  SWANSON,  M.D. 

Buffering  capacity  of  cerebrospinal  fluid.  (Neur- 
ology) 

Support:  National  Institutes  of  Health  and  Markle 
Foundation 

Method:  A study  of  the  changes  in  bicarbonate  con- 
centration which  occurs  in  cerebrospinal  fluid  when 
cats  and  dogs  are  exposed  to  7 per  cent  C02  in  the 
inspired  air  has  demonstrated  a significant  increase 
in  bicarbonate  in  CSF.  This  increase  is  not  due  to 
diffusion  from  blood,  for  the  elevation  of  bicarbon- 
ate in  CSF  often  exceeds  that  in  blood.  The  source 
of  the  bicarbonate  is  under  investigation. 

R.  W.  DEISHER,  M.D. 

Adolescent’s  knowledge  of  health 
Support:  U.S.  Children’s  Bureau 

Method:  A survey  of  approximately  700  adolescents 
in  the  state  has  been  made  to  determine  the  knowl- 
edge of  health  matters  by  adolescents  of  high  school 
age.  This  is  to  enable  more  realistic  teaching  and 
health  services  to  be  carried  out  for  this  group. 

Results:  Surveys  are  incomplete. 

PHYSIOLOGY  AND  BIOPHYSICS 

ALLEN  M.  SCHER,  M.D. 

Autoregulation  of  renal  blood  flow 
Support:  Initiative  171  Funds 

Method:  Blood  from  the  femoral  artery  of  one  dog 
is  pumped  into  the  renal  artery  serving  an  isolated 
kidney  from  another  dog.  Blood  from  the  renal 
vein  is  returned,  by  gravity,  to  the  jugular  vein  of 


the  donor.  The  pump  used  regulates  the  pressure, 
rate,  and  volume  at  which  blood  is  delivered  to  the 
renal  artery.  The  effects  on  glomerular  filtration 
and  renal  plasma  flow  of  raising  the  arterial  pres- 
sure will  be  studied  while  the  isolated  kidney  is 
perfused  with  hypotonic,  isotonic  and  hypertonic 
sodium  chloride  solutions. 

Results:  Resistance  to  flow  increases  as  arterial 
pressure  is  increased.  Resistance  also  increases  when 
perfusion  solutions  are  hypotonic  and  decreases  when 
they  are  hypertonic.  This  mechanical  increase  in 
resistance  appears  to  be  due  to  filtration  of  fluid 
at  capillaries  somewhere  within  the  kidney.  This 
filtration  increases  the  volume  of  the  extracellular 
space,  which  compresses  some  of  the  vessels.  Auto- 
regulation is  thus  an  outcome  of  capillary'  filtration. 
In  this  instance,  the  amount  of  filtrate  directly 
changes  the  resistance  of  the  vascular  bed.  Measure- 
ments high  in  the  arcuate  veins  indicate  that  a large 
percentage  of  the  normal  pressure  drop  occurs  distal 
to  them  and  that  a large  proportion  of  the  auto- 
regulatory  increase  in  vascular  resistance  also  occurs 
distal  to  these  veins.  This  phenomenon  sets  an 
upper  limit  on  renal  blood  flow. 

ALAN  KOCH.  PH.D. 

Transport  of  electrolytes  across  renal  tubules 
Support:  Boeing  Employees  Medical  Research  Fund 

Method:  Conventional  clearance  experiments  are 
conducted  on  anesthetized  dogs  receiving  a cardiac 
glycoside  (ouabain),  or  potassium,  or  both.  In  one 
set  of  experiments  bladder  urine  is  collected  while 
these  substances  are  administered  systemically.  Alter- 
natively, they  are  introduced  into  the  right  renal 
artery  and  urine  is  collected  from  each  ureter  sepa- 
rately. Samples  of  arterial  blood  are  also  taken. 

Results:  Either  ouabain  or  potassium  will  reduce 
reabsorption  of  sodium  and  chloride  by  like  amounts. 
If  sodium  reabsorption  is  reduced  by  ouabain,  ad- 
ministration of  small  amounts  of  potassium  will  in- 
crease reabsorption  of  sodium,  but  not  to  pre-ouabain 
levels.  Additional  amounts  of  potassium  will  have 
the  reverse  effect,  reducing  sodium  reabsorption 
below  levels  obtained  with  ouabain  alone.  No  effect 
of  ouabain  on  renal  transport  of  bicarbonate  has  been 
observed. 

The  behavior  of  sodium  and  potassium  in  many 
tissues  indicates  a one-for-one  exchange  of  these 
ions  across  cell  membranes  by  means  of  a pumping 
process  requiring  metabolic  energy.  Such  “sodium- 
potassium  pumps”  are  sensitive  to  cardiac  glycosides. 
The  results  of  the  present  experiments  can  be  ex- 
plained by  proposing  that  a sodium-potassium  pump 
is  located  on  the  interstitial  border  of  a renal  tubular 
cell,  and  that  ions  cross  its  luminal  border  by  diffu- 
sion as  a result  of  changes  in  the  concentration  gra- 
dients produced  by  the  pump.  In  the  proximal  tubule 
there  is  net  reabsorption  of  one  sodium  and  one 
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chloride  ion.  In  the  distal  tubule,  owing  to  a differ- 
ence in  membrane  permeability,  a potassium  ion  is 
secreted  into  the  luminal  fluid  for  each  sodium  ion 
entering  the  cell.  The  quantitave  results  agree  with 
mathematical  models  based  on  these  assumptions. 

ROBERT  F.  RUSHMER,  M.D.  and 
ORVILLE  A.  SMITH,  JR.,  PH.D. 

Central  nervous  and  psychological  influences  on 
cardiovascular  function  in  conscious  dogs  and 
monkeys 

Support:  Life  Insurance  Medical  Research  Fund  and 
National  Heart  Institute 

Method:  Miniature  gauges  capable  of  sensing 

changes  in  cardiac  dimensions  or  changes  in  blood 
flow  within  vessels  are  installed  in  the  animal.  Sev- 
eral weeks  later,  the  cardiovascular  responses  are 
recorded  in  a variety  of  natural  situations,  such  as 
exercise  and  eating,  and  during  psychological  train- 
ing, especially  Pavlovian  conditioned  reflex  training. 
Electrodes  are  then  implanted  in  selected  areas  of 
the  hypothalamus,  and  the  cardiovascular  responses 
to  hypothalamic  stimulations  are  recorded  in  the 
anesthetized  animal  and  the  conscious  animal  recov- 
ered from  the  operation.  As  a final  experiment,  a 
lesion  at  the  site  of  the  intracranial  electrode  is 
produced  by  electrolyzing  current  and,  after  an 
appropriate  interval,  the  animal  is  sacrificed.  Its 
nervous  system  is  then  studied  histologically  by 
means  of  Nauta’s  recently  devised  stain  in  an  effort 
to  discern  the  currently  unknown  connections  be- 
tween the  hypothalamus  and  the  autonomic  nerves 
directly  controlling  the  cardiovascular  system. 

Results:  During  the  extensive  investigation  of  cardio- 
vascular physiology  in  the  conscious  dog  conducted 
by  Dr.  Rushmer  and  his  associates,  individual  ani- 
mal’s response  patterns  often  changed  in  a manner 
suggesting  effects  of  psychological  experience.  In 
preliminary  experiments  on  central  neural  influences, 
cardiovascular  responses  to  exercise  have  been  stimu- 
lated by  cardiovascular  responses  to  hypothalamic 
stimulation  in  anesthetized  dogs.  Also,  physiologic- 
ally inappropriate  responses,  a change  in  one  para- 
meter of  cardiovascular  function  without  compen- 
satory changes  in  the  others,  have  been  elicited. 
These  findings  indicate  that  cardiovascular  function 
is  integrated  at  a central  neural  level  and  that  these 
integrating  influences  can  override  peripheral  con- 
trol mechanisms.  These  conclusions,  and  the  influ- 
ence of  psychological  factors  on  integrating  centers, 
remain  to  be  confirmed  in  conscious  animals. 

DEPARTMENT  OF  PREVENTIVE  MEDICINE 

J.  THOMAS  GRAYSTON,  M.D. 

Prevention  of  trachoma 
Support:  USPHS 

Method:  The  trachoma  virus  was  first  isolated  in 


1957.  This  allowed  for  the  first  time  laboratory 
studies  of  this  virus  which  is  a member  of  the  lym- 
phogranuloma venereum-psittacosis  group.  The  di- 
rection these  studies  have  taken  at  the  University 
of  Washington  has  been  toward  production  of  an 
experimental  vaccine  and  its  trial  as  a preventive 
measure  in  children  on  Formosa. 

Results:  Recent  results  with  improved  purified  vac- 
cine incorporating  oil  adjuvants  have  been  encourag- 
ing in  that  monkey  trachoma  infections  in  the  labo- 
ratory have  been  prevented.  Field  studies  are  as 
yet  incomplete  but  again  encouraging  results  have 
been  obtained  in  that  conversion  of  children  from 
normal  eyes  to  trachoma  has  been  twice  as  frequent 
in  placebo  groups  as  in  children  receiving  vaccine. 

HARRY  B.  MARTIN,  M.D. 

Etiology  of  pulmonary  emphysema 
Support:  Initiative  171  and  USPHS 

Method:  Rabbits  will  be  placed  in  special  exposure 
chambers  for  periods  up  to  two  years  and  be  ex- 
posed either  to  carbon  dioxide  to  increase  mechani- 
cal stress  on  the  lung  or  to  sulfur  dioxide  to  see  if 
this  air  pollutant  will  cause  lung  damage.  At  the 
end  of  the  period  they  will  be  sacrificed  and  the 
lungs  examined  by  light  and  electron  microscopy 
to  ascertain  if  any  breakdown  of  alveolar  walls  such 
as  occurs  in  pulmonary  emphysema  has  been  pro- 
duced. 

Results:  None  as  yet. 

E.  RUSSELL  ALEXANDER,  M.D. 

Measles  vaccine  evaluation 
Support:  USPHS 

Method:  Nine  hundred  school  children,  who  have 
no  history  of  measles,  in  the  kindergarten  and  first 
grades  of  17  northern  Seattle  schools  volunteered 
for  this  study.  One  half  are  given  three  inoculations 
of  measles  vaccine,  and  one  half  are  given  placebo. 
Of  those  receiving  vaccine,  one  half  will  receive 
only  inactivated  (killed)  vaccine,  and  one  half  will 
receive  two  inoculations  of  killed  vaccine,  followed 
by  one  inoculation  of  live  attenuated  measles  vac- 
cine. All  nine  hundred  will  be  followed  closely  for 
occurrence  of  measles,  over  the  next  18  months. 
Antibody  response  will  be  measured  in  a 20  per 
cent  sample  of  the  study  population.  This  is  part 
of  a larger  collaborative  study  involving  four  other 
cities  in  the  United  States,  each  contributing  approxi- 
mately 1000  children  to  the  study. 

Results:  As  the  initial  portion  of  the  study  is  being 
carried  out,  using  double  fluid  techniques,  no  re- 
sults will  be  available  before  June  1962.  As  was 
anticipated,  measles  occurrence  was  heavy  in  this 
season,  and  therefore  the  vaccinated  groups  are 
being  challenged  with  wild  virus,  relatively  early 
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in  the  course  of  vaccination.  This  will  yield  import- 
ant information  at  the  earliest  date  of  effectiveness 
of  these  vaccines. 

DEPARTMENT  OF  PSYCHIATRY 

HERBERT  S.  RIPLEY,  M.D.,  ROBERT  L.  HOUK 
and  NEIL  F.  THOMAS,  M.A. 

Some  determinants  of  the  ideology  of  mental 
hospital  attendants 

Support:  National  Institute  of  Mental  Health  of  the 
USPHS;  O’Donnell  Psychiatric  Research  Fund; 
W.  H.  Lindberg  Fund  in  Psychiatry;  and  the  Scot- 
tish Rite  Committee  on  Research  in  Schizophrenia. 

Method:  This  study  explores  quantitatively  a number 
of  environmental  and  personality  factors  which  may 
be  crucial  in  molding  and  modifying  an  individual’s 
ideology  towards  mental  illness  and  treatment.  Two 
populations  are  considered:  374  attendants  at  a state 
hospital  and  a control  population  of  150  department 
store  employees. 

Custodially-  and  humanistically-oriented  subjects 
were  delineated  with  Gilbert’s  CM  I scale.  These 
groups  were  evaluated  with  a newly  devised  social- 
psychological  test  including  items  drawn  from  the 
MMPI,  Adorno’s  F Scale,  Taylor’s  Scale  of  Manifest 
Anxiety,  and  others.  Behavioral  and  ideological 
changes  were  measured  over  a one-year  period  under 
various  environmental  situations.  Personality  and 
behavioral  correlates  of  polar  ideologies  and  signifi- 
cant modifiers  of  these  parameters  were  statistically 
analyzed. 

Results: 

1.  Custodially-oriented  attendants  demonstrated 
greater  anxiety,  paranoid  tendencies,  prejudice, 
hostility  and  authoritarianism. 

2.  Custodial  attendants  were  reared  in  homes  prac- 
ticing harsh  disciplinary  measures. 

3.  On  all  measures  of  personality  and  ideology  the 
attendant  and  control  groups  did  not  differ  sig- 
nificantly. 

4.  Ideologies  were  shifted  towards  humanism  by 
two  hospital  training  programs. 

5.  Resistance  to  ideological  change  correlates  di- 
rectly with  years  of  hospital  employment. 

6.  Attendant  ideologies  approach  the  mean  hospital 
ideology  over  time. 

7.  Males  but  not  females  demonstrated  a significant 
correlation  between  ideology  and  ward  perform- 
ance. 

CORNELIUS  B.  BARKER,  M.D.  and 
JOHN  L.  VOGEL,  PH.D. 

A psychosocial  study  of  patients  with  somatic 
complaints  that  cannot  he  explained  on  the  basis 
of  objective  findings. 


Method:  Those  patients  at  the  University  Hospital 
who  have  somatic  complaints  but  for  which  after 
extensive  investigation  no  physical  basis  can  be 
found  are  subjected  to  a comprehensive  study.  This 
study  includes  psychological  tests  and  an  extensive 
survey  of  background  and  social  situation.  The  in- 
formation is  obtained  from  the  patients  as  well  as 
the  spouse.  All  information  is  statistically  compared 
with  two  control  groups.  The  first  control  group  is 
made  up  of  comparable  patients  who  have  similar 
complaints  for  which,  however,  a physical  basis  is 
found.  The  second  control  group  consists  of  people, 
selected  from  psychiatric  patients,  who  have  serious 
conflict  situations  but  do  not  respond  with  somatic 
complaints. 

Results:  At  present  only  a sample  of  subjects  have 
been  compared  on  the  basis  of  one  psychological 
test  instrument.  The  findings  indicate  that  patients 
with  unexplained  organic  complaints  are  marked  by 
internalization  and  repression  of  emotional  conflict, 
while  the  psychiatric  control  group  tends  to  exter- 
nalize or  act  out.  Preliminary  findings  indicate  that 
these  patients  differ  less  in  the  degree  of  discomfort 
they  experience  than  in  the  mode  by  which  they 
cope  with  these.  It  is  hoped  that  further  investiga- 
tion will  contribute  to  the  recognition  and  under- 
standing of  patients  with  somatic  complaints  on  an 
emotional  basis. 

JOAN  K.  JACKSON,  PH.D.  and 
GERALD  P.  JOHNSTON,  B.A. 

Alcoholism  and  the  family:  The  effects  on  the 
children 

Support:  Scottish  Rite  Committee  for  Research  in 
Schizophrenia 

Method:  Although  it  is  commonly  believed  that  the 
children  of  alcoholics  are  more  prone  to  the  develop- 
ment of  emotional  and  social  problems  than  the 
children  of  non-alcoholics,  little  research  to  date  has 
been  done.  Wives  of  alcoholics  and  of  non-alcoholics 
were  asked  to  rate  their  children  on  a child  adjust- 
ment questionnaire  consisting  of  61  items  dealing 
with  emotional  and  social  problems. 

Results:  According  to  their  mothers,  children  of 
alcoholics  have  significantly  more  problems  in  ad- 
justment than  do  the  children  of  non-alcoholics.  This 
is  true  for  males  and  females  and  for  each  age  group 
although  differences  for  the  13-18  age  group  are 
not  as  great.  Children  of  alcoholics  have  more  prob- 
lems in  each  adjustment  area  and  in  the  areas  of 
emotional  adjustment,  social  adjustment  and  inter- 
action with  parents  show  the  greatest  differences 
from  children  of  non-alcoholics. 

While  more  children  of  alcoholics  have  total  scores 
on  the  questionnaire  which  are  indicative  of  severe 
disturbance,  these  “disturbed”  children  account  for 
only  a small  proportion  of  the  total  group  studied. 
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RAYMOND  SOBEL,  M.D. 

The  effects  of  presentation  of  ‘self’  on  the  hos- 
pital care  of  pediatric  patients 
Support:  Initiative  171  Funds 

Method:  Pediatric  patients  on  the  wards  of  two 
hospitals  are  being  observed  and  the  manner  in 
which  they  present  themselves  as  patients  is  quan- 
titatively recorded.  The  image  which  they  project 
to  the  hospital  professional  staff  is  later  related  to 
the  medical  and  nursing  care  which  they  receive. 

Results:  The  study  is  still  incomplete  but  preliminary 
data  indicate  that  patient  behavior  which  facilitates 
the  carrying  out  of  the  professional  role  creates  a 
more  favorable  image  than  cheerfulness,  friendliness 
and  other  expected  variables  of  behavior.  Behavior 
which  interferes  with  the  nursing  or  medical  func- 
tion creates  the  opposite  feeling  on  the  part  of  the 
staff,  namely  of  dislike.  These  factors  may  be  rela- 
tively independent  of  the  basic  personality  of  the 
child. 

JOHN  L.  HAMPSON,  M.D. 

Psychologic  variables  in  unexplained  infertility 

Method:  Psychometric  instruments  of  the  objective 
type  will  be  used  in  an  effort  to  distinguish  psycho- 
logic differences,  if  any,  between  a group  of  infertile 
couples  and  a control  group  of  fertile  couples  (new 
admissions  to  pre-natal  care).  Both  husband  and  wife 
will  be  studied. 

Results:  Complete  data  not  yet  assembled  for  corre- 
lation. 

HERBERT  S.  RIPLEY,  M.D.,  STANLEY  E.  HAR- 
RIS, B.D.  and  CAROLINE  E.  PRESTON,  M.A. 

Psychosocial  determinants  in  traffic  accidents 
Support:  National  Institute  of  Mental  Health  of  the 
USPHS;  O’Donnell  Psychiatric  Research  Fund;  and 
the  Foundation’s  Fund  for  Research  in  Psychiatry 

Method:  This  study  is  an  investigation  of  the  role 
of  attitudes  and  behavior  of  drivers  who  have  had 
recent  traffic  accidents.  Fifty  accident  drivers  ad- 
mitted consecutively  to  4 Seattle  hospitals  were 
matched  with  50  “safe”  drivers.  All  were  inter- 
viewed about  past  driving  experience,  the  behavior 
and  emotional  status  of  the  driver  preceding  and 
during  the  accident  situation,  and  selected  written 
tests  were  administered. 

Results:  The  accident  and  “safe”  drivers  were  found 
to  be  similar  in  most  socioeconomic  variables  and 
driving  background.  The  two  groups  differed  mark- 
edly, however,  in  the  incidence  and  seriousness  of 
past  traffic  violations.  The  accident  driver  was 
found  to  be  characterized  by  an  exaggerated  sense 
of  competence,  lack  of  a capacity  for  self-blame, 
and  an  inability  to  learn  from  past  mistakes  in  his 
driving  experience.  These  characteristics  persist  in 


spite  of  a poor  driving  record  and  of  involvement 
in  the  presenting  accident. 

DEPARTMENT  OF  RADIOLOGY 

ROBERT  G.  PARKER,  M.D. 

Dosage  to  important  sites  in  radiation  therapy 
of  tumors  about  the  head  and  neck 
Support:  Initiative  171  Funds 

Method  and  Results:  Incidental  dosage  to  the  lens, 
posterior  orbit,  brain  stem,  cervical  spinal  cord, 
tooth-bearing  mandible,  and  thyroid  was  measured 
by  insertion  of  a small  ionization  chamber  in  these 
sites  in  a cadaver  as  standard  techniques  for  treat- 
ment of  tumors  of  the  pituitary,  nasopharynx,  tonsil, 
maxillary  sinus,  and  tongue  were  employed.  Varia- 
tions with  Co60,  2 Mev  Van  de  Graaff,  and  300  KVP 
equipment  were  noted.  Such  information  is  to  serve 
as  a guide  to  improvement  of  equipment  and  tech- 
niques and  as  a basis  for  radiation  tolerance  studies. 

DEPARTMENT  OF  SURGERY 

JOHN  K.  STEVENSON,  M.D. 

The  effects  of  electrocoagulation  on  behavior  of 
tumors 

Support:  Initiative  171  Funds 

Method:  Spontaneous  and  carcinogen-induced  tu- 
mors in  mice  are  electrocoagulated.  The  effects  of 
electrocoagulation  on  distant  tumor  growth  are  stud- 
ied in  separate  experiments  designed  to  demonstrate: 
the  growth  of  distant  tumor;  formation  of  new  tu- 
mors; distant  metastases;  and  survival  of  host. 

Results:  Completed  studies  on  spontaneous  tumors 
indicate  that  electrocoagulation  of  tumor,  with  sub- 
sequent absorption  of  tumor  products  does  not  “im- 
munize” the  host  against  natural  tumor  progression, 
nor  does  it  have  a deleterious  effect  on  the  host’s 
“natural  resistance”  to  tumor  progression.  The  stud 
ies  are  continuing  using  carcinogen-induced  tumors. 

LLOYD  M.  NYHUS,  M.D.  and 
EARL  E.  CAMMOCK,  M.D. 

Gastric  secretion  in  the  primate 
Support:  USPHS 

Method:  Observations  already  made  clinically  in 
humans  and  experimentally  in  dogs  indicate  the 
need  for  an  experimental  primate  animal  to  study 
further  the  etiology  of  peptic  ulcer.  The  macaque 
monkey  is  a suitable  primate,  but  little  is  known  of 
the  pattern  of  gastric  secretion  in  this  animal.  A 
colony  of  Macacus  nemestrinus  has  been  observed 
for  two  years.  The  pattern  of  gastric  secretion  has 
been  followed  by  means  of  gastrostomies,  Heiden- 
hain,  and  innervated  pouches. 

Results:  Studies  are  incomplete,  but  it  is  evident 
that  this  animal  is  suitable  for  the  study  of  the  effect 
of  pharmacological  and  environmental  forms  of 
stress  on  gastric  secretion. 
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LLOYD  M.  NYHUS,  M.D. 

Pressure  flow  studies  in  isolated  perfused  liver 
Support:  USPHS 

Method:  The  liver  of  two  week  old  calves  is  excised 
using  sterile  surgical  technique  and  a method  which 
prevents  hypoxia  or  other  damage  to  the  organ,  and 
is  placed  in  a pump  oxygenator  system.  The  com- 
pletely isolated  organ  can  then  be  maintained  for 
periods  up  to  24  hours  in  a functioning  state.  The 
pressure  responses  to  varying  rates  of  flow  in  the 
portal  vein  and  the  hepatic  artery  have  been  studied. 

Results:  The  pressure  flow  response  curve  of  the 
hepatic  artery  and  the  portal  vein  as  experimentally 
determined  in  this  preparation  are  curvilinear  with  a 
concavity  toward  the  pressure  axis  indicating  that 
ijuto-regulation  occurs  in  both  the  hepatic  arterial 
and  portal  venous  systems.  This  phenomenon  had 
been  demonstrated  in  many  perfused  arterial  sys- 
tems but  had  not  previously  been  demonstrated  in 
a venous  system.  The  liver  apparently  is  capable,  at 
least  to  some  degree,  of  intrinsically  regulating  the 
state  of  its  circulation. 

HENRY  N.  HARKINS,  M.D. 

Vagal  and  hormonal  influences  on  parietal  cell 
reactivity 

Support:  Initiative  171  Funds 

Method:  Dogs  with  innervated  and  denervated  fun- 
dic  indicator  pouches,  an  excluded  antrum  and  a 
gastrojejunostomy  were  studied  in  terms  of  their  re- 
sponse to  a standard  meat  meal  and  to  maximal  hista- 
mine stimulation.  Following  the  initial  studies,  the 
excluded  antrum  was  resected  and  the  stimuli  re- 
peated. 

Results:  The  study  is  still  incomplete  but  preliminary 
data  indicate  that  the  response  of  a known  mass  of 
parietal  cells  to  a non-hormonal  and  non-neurogenic 
stimulus,  that  is  histamine,  is  related  to  the  state 
of  reactivity  of  the  parietal  cell  mass.  These  experi- 
ments would  indicate  that  the  presence  of  an  ex- 
cluded antrum  which  presumably  releases  gastrin 
continuously  is  associated  with  a greater  response 
of  the  parietal  cell  mass  to  all  forms  of  stimulation. 

HENRY  N.  HARKINS,  M.D.  and 
JOHN  K.  STEVENSON,  M.D. 

The  effect  of  an  iodine-deficient  diet  on  the  inci- 
dence of  mammary  carcinoma  in  the  mouse. 
Support:  Spokane  County  Cancer  Society  Research 
Grant. 

Method:  Mice  which  spontaneously  develop  mam- 
mary carcinomas  are  fed  iodine-deficient  diets  on 
a long-term  basis.  The  time  of  onset  and  incidence 
of  mammary  tumors  is  recorded. 

Results:  Preliminary  data  indicate  a definite  accel- 
eration of  mammary  tumor  development  and  an  in- 


creased incidence.  Some  of  the  mice  develop  a 
degree  of  thyroid  hyperplasia  which  histologically 
resembles  carcinoma  of  the  thyroid.  The  biologic 
behavior  of  the  thyroid  lesion  is  also  under  study. 

ARTHUR  A.  WARD,  JR.,  M.D. 

Parkinsonism 

Support:  Parkinson’s  Disease  Foundation,  Inc. 

Method:  Studies  have  been  carried  out  in  both  ex- 
perimental animals  and  also  confirmed  in  patients 
undergoing  operation  for  Parkinsonism.  These  stud- 
ies deal  with  the  control  exercised  by  various  circuits 
within  the  brain  on  the  cervo  loop  from  the  spinal 
cord  to  the  stretch  receptor  or  muscle  spindle  em- 
bedded within  the  muscle  and  back  to  the  spinal 
cord.  It  is  known  that  this  system  mediates  deep 
reflexes  and  its  control  is  essential  to  normal,  volun- 
tary motor  activity. 

Results:  Disorders  of  this  system  might  well  underlie 
certain  of  the  major  symptoms  of  Parkinsonism.  On 
the  basis  of  information  obtained  in  experimental 
animals,  it  was  determined  that  activation  of  the 
nucleus  ventralis  lateralis  of  the  thalamus  provides 
a strong  inhibitory  effect  on  this  loop.  This  leads  to 
the  postulate  that  inhibition  of  this  loop  plays  a 
fundamental  role  in  Parkinsonism  and  the  results 
obtained  from  observations  made  during  operation 
are  consistent  with  this  hypothesis. 

D.  KAY  CLAWSON,  M.D. 

Osteogenesis 

Support:  National  Institutes  of  Health 

Method:  When  bladder  mucosa  is  transplanted  ad- 
jacent to  mesenchymal  tissue  such  as  fascia  or  skele- 
tal muscle,  it  will  form  cysts.  Bone  is  produced  about 
the  cysts.  Mesenchymal  cells  of  many  types  have 
been  shown,  under  proper  stimuli,  to  become  osteo- 
blasts. The  stimuli  or  inducer  is  not  known.  This 
laboratory  has  proceeded  to  investigate  the  possi- 
bility that  a chemical  in  the  bladder  cystic  fluid 
rather  than  living  cells  might  be  the  inducer.  Rladder 
mucosal  cysts  are  created  in  dogs  and  the  cystic 
fluid  obtained  is  treated  to  obtain  a cell-free  filtrate. 
The  filtrate  is  absorbed  in  gelfoam  and  placed  in 
the  anterior  chamber  of  the  rat  eye,  where  it  can 
be  followed  for  the  development  of  bone. 

Results:  While  no  true  bone  has  been  produced  in 
this  manner,  a substance  pathologically  resembling 
cartilage  or  uncalcified  bone  has  been  obtained  with 
significant  regularity  and  at  present  the  cystic  fluid 
is  being  fractionated  and  concentrated  with  the  hope 
of  isolating  a factor  which  may,  if  held  in  contact 
with  the  tissues  long  enough,  have  osteogenic  po- 
tency. The  effect  of  the  cystic  fluid  on  mesenchymal 
cells  growing  in  tissue  culture  is  also  being  studied 
cytomorphologically  by  means  of  histochemical 
stains  and  phase  contrast  cinemaphotography. 
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How  do  you  like  your  soup,  Doctor? 


ich  and  smooth  like  a delicious  Cream  of  Mushroom 
Jup?  Succulent  like  Campbell’s  Cream  of  Chicken?  The 
esh  taste  of  Cream  of  Celery  Soup?  A hot  soup  to  hit 
ie  spot  on  a cold  day?  A chilled  soup  on  a summer  day? 
owever  you  like  your  soup,  you  want  it  delicious. 

You  also  want  your  soup  to  be  nourishing.  And  with 
ieir  wide  variety  of  essential  nutrients,  Campbell’s 
nips  are  nourishing.  If  you  want  a patient  to  put  on 
eight,  for  instance,  you  can  recommend  our  frozen 
ream  of  Shrimp  Soup.  It  has  approximately  133  calories 
a 7 oz.  serving.  Or,  if  you  want  to  give  a patient 
'mething  satisfying  and  filling  but  with  fewer  calories, 
>u  can  suggest  Cream  of  Asparagus  (about  52  per  serv- 
ig).  Fat  content  of  the  cream  soups  ranges  on  the  aver- 
?e  from  1.5  to  10  gm.  per  serving. 


The  cream  soups  can  be  made  even  more  nutritious 
and  wholesome,  of  course,  by  preparing  them  with  milk. 
They’re  a good  way  to  get  more  milk  into  a patient, 
young  or  old. 

All  Campbell’s  Soups  are  naturally  good  . . . carefully 
blended  from  only  the  finest  ingredients.  In  our  picture, 
you  see  some  of  those  found  in  the  cream  soups.  We 
believe  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  our  different  soups.  Write 
us  today  for  your  copy.  Recommend 
Campbell’s  Soups  to  your  patients  . . . and, 
of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company,  Dept. 47,  Camden,  N.  J. 


PROTAMIOr 


provides  rapid  relief 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early1’4  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.5 

Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.3-4 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 

SUPPLIED:  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References : 1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G..  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 
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g spell  from 

Quadrinal 

a rapid  way  to  clear  the  airway 


• stops  wheezing 

• increases  cough  effectiveness 

• relieves  spasm 

In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

Indications : Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  MCI  (24  mg.), 
phenobarbital  (24  tiig.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

Also  available — 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonfu!  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘Quadrinal.  PhyUlcfn<3> 


"Teel  any  different  now,  Mr.  S.?"\j)  -ffioualct  Kof^u^  wd 

. ..  MU  uoite/  Q&us  Ou  cJLoMtft  I I 

,..s ouu£v  uxidicfr  atiH  4&e Omi& . 'Th)p£&  at 

/,nic&  /te&M&t  ea^an-fo  ux/ik.  u>  ixh  ■ " "How  atom 


drowsiness?"  "jiff  im yt  uy&£a.  4?  mmuQ,  4o  stauf  CuoO$&- 


^eStuart 

formula 

liQuid 


VITAMINS 
A D B,  B,  B6  E 

NIACIN  NIACINAMIDE  • PANTHENOl 
including  entire  B COMPLEX 
MINERALS  • MALT 


ONE  LIST  NO. 

PINT  10 

THE  STUART  COMPANY 
PASADENA,  CALIFORNIA 

(See  side  panels) 


formula 


ADC  8, 8,8,8  , € 


including  entire 


PASADENA,  CALIFORNIA 


(See  side  ponelt) 


STUART  FORMULA : 
Multivitamins  and 
minerals  in  bottles 
of  100, 250, 500  and 
1000  tablets. ..also 
STUART  FORMULA 
LIQUID  in  Pints 


IN  COST  _ 

BALANCED-COMPLETE 


Also  Probec,  the  truly 
therapeutic  B complex 
with  high  potency  vita- 
min C in  a small  tablet. 
Bottles  of  50,  100  and  500 


window  to  the  inside 


Physicians  report  that  Librium -treated  patients 
view  themselves  more  objectively  and  are  better 
able  to  communicate  feelings  to  their  doctor. 
Librium  often  provides  a " window " through 
which  inner  motivation  comes  into  focus. 

You  can  observe  this  benefit  in  your  own  practice. 
Why  not  select  several  patients  who  may  be  par- 
ticularly burdened  by  anxiety,  and  whose  state 
of  tension  prevents  them  from  seeing,  or  coping 
with,  their  inner  problems.  You  will  find  that 
Librium  helps  materially  to  foster  useful  insights 
and  to  control  presenting  symptoms-without 
the  unwanted  effects  of  tranquilizers. 

Consult  literature  and  dosage  information,  available  on 
request,  before  prescribing. 

LIBRIUM*  Hydrochloride— 

7-chloro-2-methylamino-5-phenyl-3H-l,  4-benzodiazepine  4-oxide  hydrochloride 


ROCHE 


[ 11*0*1  LABORATORIES 

Division  of  Hoffmann- La  Roche 


THE  8UCCE880R  TO  THE  TRAMQUIUZER8 


N utley  10,  N.  J. 


what  is  it  about  ENARAX  that  makes 
the  G.i.  patient  feel  like  a new  man? 


It’s  the  full  protection  that 
comes  from  anticholinergic/tran- 
quilizer therapy.  If  pain,  spasm  or 
hyperacidity  are  the  problem,  oxyphency- 
climine,  the  inherently  long-acting  anticholin- 
ergic in  enarax,  gives  your  G.I.  patient  day  and  night 
relief — usually  with  b.i.d.  dosage.  If  underlying  tension 
complicates  the  picture  (so  often  the  case  in  G.I.  dis- 
ease), Atarax*  provides  tranquility  without  increasing 
gastric  secretion.  Together,  in  enarax,  they  treat  the 
whole  man— can  make  him  feel  like  a new  one. 

In  peptic  ulcer,  functional  bowel  distress  and  other  G.I. 
disorders,  don’t  give  less  than  full  protection. 

* ENARAX 

(oxyphencyclimine  plus  atarax®) 

dosage:  The  usual  dosage  is  one  ENARAX  5 or  ENARAX  10  tab- 
let twice  daily — preferably  in  the  morning  and  before  retiring. 
Maintenance  dose  should  be  adjusted  according  to  therapeutic 
response.  Use  with  caution  in  patients  with  prostatic  hyper- 
trophy and  only  with  ophthalmological  supervision  in  glaucoma, 
supplied:  ENARAX  5 (oxyphencyclimine  HCI  5 mg.,  Atarax  25 
mg.)  and  ENARAX  10  (oxyphencyclimine  HCI  10  mg.,  Atarax  25 
mg.),  bottles  of  60. 

♦brand  of  hydroxyzine  HCI 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


for  hematopoietic  stimulation  where  occult  bleeding  is  present:  HEPTUNA'PLUS-Balanced  Hematinic  Formula 
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SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


The  new  baby  is  beautiful,  but  his  arrival  raises  some  problems  in  family  planning  on  which  the  mother 
will  need  help  — your  help.  What  you  counsel  or  suggest  to  her  may  determine  the  family’s  happiness 
for  many  years  to  come.  When  she  comes  in  to  see  you  for  her  routine  postnatal  check-up,  you  have  an 
ideal  opportunity  to  counsel  her  and  answer  her  questions.  It’s  also  an  ideal  time  to  recommend  the  use  of 
Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact,  the  mean  diffu- 
sion spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  (“Spermicidal 
Times  of  Commercial  Contraceptive  Materials  — 1959”) . * 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

‘Gamble,  C.J.rAm.  Pract.  & Digest.  Treat.  77:852  (Oct.)  1960.  See  also  Berberian,  D.A.,  and  Slighter,  R.G.:  J.A.M.A. 
768:2257  (Dec.  27)  1958;  Kaufman,  S.A.:  Obst.  and  Gynec.  75:401  (March)  1960;  Warner,  M.P.:  J.Am.M.  Women’s  A. 
74:412  (May)  1959. 

A product  OF  LANTEEN®  RESEARCH Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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"relief  of  symptoms  is  striking  with  Rautrax-N”+ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Rrief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Sqjjibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


'RAUDIXIN*®,  'RAUTRAX'®,  ANO'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 


I 


i 
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IN  SINUSITIS,  COLDS,  U.R.I., 
10-12  HOURS’  CLEAR  BREATHING 
ON  1 TABLET 


Dimetapp  Extentabs 

It’s  always  Open  Season  on  stopped-up  noses  when  you  prescribe  dimetapp  Extentabs.  One 
tablet  provides  prompt  and  prolonged  relief  from  the  stuffiness,  drip,  and  congestion  of 
upper  respiratory  infections,  dimetapp  Extentabs  contain  a proven  antihistamine,  Dimetane® 
[parabromdylamine  (brompheniramine)  maleate]  — 12  mg.,  and  two  outstanding  deconges- 
tants, phenylephrine  HCI  — 15  mg.,  and  phenylpropanolamine  HCI  — 15  mg all  in  depend- 

able, long-acting  (10-12  hours)  Extentab  form.  NEW!  dimetapp  Elixir  (one-third  the 
dimetapp  Extentabs’  formula  in  each  5 cc.),  for  conventional  t.i.d.  or  q.i.d.  dosage,  j 
in  a palatable,  grape-flavored  vehicle.  A.  H.  Robins  Co.,  Inc.,  Richmond,  Va. 


AN  AMES  CUNIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

? 

■ 

In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  “. . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E.,  and  Sweeney,  V.:  M.  Times  89: 12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  J7J:1783  (Aug.  20)  1960. 


for  broader  day-to-day  protection  of  the  diabetic  patient 


DIP 

AND 

READ 


uristix 


urine  protein  • g/ucose 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canada 


1 dip  ...  10  seconds  ...  2 readings 


available:  Uristix  Reagent  Strips,  bottles  of  125 


343 

Northwest  Medicine,  April  1962 


20062 


Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  f i d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release  capsules 
os  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


CM  -6708 


WALLACE  LABORA  TORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 

without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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'SmMstouYui 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


Fibre-free 

HYPOALLERGENIC 

formula 

(D  Provides  balanced  nutritional  values. 

(2)  An  excellent  formula  for  regular 
infant  feeding. 

3)  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 
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‘B.W.&  Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


/ 


‘CORTISPORIN’ 


Broad-spectrum  antibac- 
terial action-plus  the 
soothing  anti-inflam- 
matory. antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporin'® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

*/2  oz.  and  l/8  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

*/2  oz.  and  ‘/a  oz. 
(with  ophthalmic  tip) 

Tubes  of  >/2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


Intragastric  pH  measurements1  in  1 1 patients  with  peptic  ulcer 

4.9  4.9  4.9 


New  Creamalin * 

Antacid  Tablets 

Buffers  fast1 4 for  fast  relief  of  pain  — 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 
Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet 5 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50,  100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon=l  tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M. : ].  Am.  Pharm.  A.  (Scient.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : J.  Am.  Pharm.  A. 

(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher,  M.  P., 

New  York  18,  N.Y.  and  Tainter,  M.  L.:  ].  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 


Prescribe  antivert,  the  leading  anti-vertigo  product, t for  prompt  relief  of  vertigo,  Meniere's 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 


Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid  50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

IBasfed  on  1960  data  from  independent  physicians’  market  survey  organization. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


And  for  your  aging  patients  — 
NEOBON®  Capsules 
five-factor  geriatric  supplement 
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sitic  ulcer  management 
jhout  acid  rebound 


h ablet  contains 

t um  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

niium  Trisilicate 

7 grs.  (0.45  gram) 

1 ellulose  (mucin-like 
d)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


s ibe  NEOSORB®  with  confidence 


c ical  to  use  • less  constipation 


lEOSORB 


iacik) 


tablet  or  iiqi 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


escribe  BELAP  with  confidence 


BELAP 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


aack  Laboratories,  Inc.,  Portland  1,  Oregon 


economical  to  use 

BELAP  No.  0 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 

BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


BELAP  No.  2 (Scored)  Fo  ula 
ye  gr.*  Belladonna  Extract  ...  * 

'/  gr.  Phenobarbital » 9 


/.  gr.* 

% gr.  * Equivalent  5 minims  Tinct.  Bellidonm,  Lit 


OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 


president  Blair  J.  Henningsgaard,  M.D.,  Astoria 
secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


Salem  Physician  Seeks  State  Representative  Post 

Morris  K.  Crothers,  of  Salem,  has  announced  he 
will  seek  the  Republican  nomination  from  Marion 
County  to  the  Oregon  House  of  Representatives. 
Formerly  head  of  the  medical  staff  at  Salem  General 
Hospital,  he  is  an  opponent  of  President  Kennedy’s 
medical  care  for  the  aged  program.  Dr.  Crothers  says 
too  few  people  realize  this  program  would  not  bene- 
fit the  millions  who  are  not  on  social  security,  would 
not  pay  doctor  bills,  x-ray,  laboratory,  or  drug  costs 
unless  they  were  incurred  in  a hospital. 

A 1931  graduate  of  Western  Reserve  University 
School  of  Medicine,  Dr.  Crothers  received  additional 
training  at  the  London  School  of  Tropical  Medicine 
and  spent  five  years  at  a mission  hospital  in  Fateh- 
garh,  India.  He  moved  his  family  to  Salem  in  1944 
while  serving  in  the  Navy.  After  taking  part  in  the 
Okinawa  Campaign,  he  returned  to  Salem  in  1946. 

Marion-Polk  Officers  Elected 

Stuart  Lancefield  was  chosen  as  president-elect 
of  the  Marion-Polk  County  Medical  Society  at  its 
election  of  officers  on  January  16,  1962.  Joseph  I. 
Moreland  was  installed  as  president  and  Raymond 
Schneider  as  secretary-treasurer.  Otto  Kraushaar  was 
designated  as  secretary-treasurer-elect. 

Others  chosen,  to  assume  duties  immediately,  are 
Gordon  McNeilly  and  Bertram  Trelstad,  local  coun- 
cilors; W.  C.  Crothers,  state  councilor;  and  J.  D. 
Van  Eaton,  fifth  delegate  to  the  Oregon  State  Medi- 
cal Society. 

Umatilla-Morrow  County  Holds  Elections 

Umatilla-Morrow  County  Medical  Society,  on 
January  16,  elected  J.  W.  Grondahl  of  Pendleton  as 
president.  Richard  Koch,  Pilot  Rock,  was  chosen  as 
vice-president  and  Bienvenido  Duarte,  Pendleton,  as 
secretary-treasurer.  Also  appointed  was  S.  J.  Simons, 


of  Pendleton,  as  delegate.  Marvin  John,  Umatilla, 
and  Dean  Macy,  Hermiston,  were  designated  as 
councilors  by  Dr.  Grondahl.  Alternate  councilor  is 
W.  R.  Weissert  of  Pendleton. 

David  DeWeese,  professor  of  otolaryngology  at 
the  University  of  Oregon  Medical  School,  spoke  on 
the  management  of  conductive  hearing  loss. 

Allen  Appointed  Professor  of  Radiology 

A trustee  of  the  National  Society  of  Nuclear  Medi- 
cine, Clifford  V.  Allen  of  Portland,  has  been  appoint- 
ed professor  of  radiology  at  the  University  of  Oregon 
Medical  School,  according  to  an  announcement  by 

D.  W.  E.  Baird,  dean. 
The  appointment  is 
subject  to  approval  by 
the  State  Board  of 
Higher  Education. 

Dr.  Allen  will  also 
be  in  charge  of  radio- 
therapy at  the  School. 
His  work  in  the  treat- 
ment of  cancer  through 
the  medium  of  radiation 
will  be  supported  by  a 
grant-in-aid  awarded  to 
the  Medical  School  last 
month  by  the  Oregon 
Division  of  the  American  Cancer  Society. 

A graduate  of  the  University  of  Iowa  College  of 
Medicine,  Dr.  Allen  was  formerly  chief  of  radioiso- 
tope service  and  radiotherapy  at  the  Veterans  Ad- 
ministration Hospital  in  Portland.  He  has  also 
served  as  a member  of  the  Medical  School’s  part-time 
faculty. 

The  new  professor  is  a past-president  of  the  Ore- 
gon Radiological  Society  and  a member  of  the 
American  College  of  Radiology  and  the  Radiological 
Society  of  North  America. 


CLIFFORD  V.  ALLEN 
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Booklet  Describes  50  Careers  in  the  Health  Sciences 

A new  edition  of  a booklet  describing  nearly  fifty 
careers  in  the  health  sciences  practiced  in  Oregon 
is  now  being  distributed  to  junior  high,  high  school 
and  college  libraries  throughout  the  State. 

OREGON  TRAILS  to  Careers  in  the  Health  Sci- 
ences, published  by  the  Oregon  Health  Careers 
Council,  is  supported  by  the  Multnomah  County 
Medical  Society  and  the  Oregon  State  Medical  So- 
ciety. It  includes  information  about  opportunities  and 
educational  requirements  of  each  of  the  professions 
as  well  as  some  26  photographs  taken  in  Portland 
hospitals  and  health  agencies. 

“Purpose  of  OREGON  TRAILS,”  according  to 
Mrs.  J.  Robert  Lee,  Portland,  chairman  of  the  publi- 
cations committee  for  the  Council,  “is  to  introduce 
students  to  the  wide  variety  of  career  opportunities 
available  in  the  health  sciences  and  to  present  fac- 
tual, up-to-date  information  about  duties,  openings 
and  requirements.  We  have  also  listed  those  insti- 
tutions and  agencies  providing  educational  or  on- 
the-job  training.” 

Copies  of  the  booklet  will  also  be  given  students 
attending  the  Health  Careers  Day  held  annually  on 
the  campus  of  the  University  of  Oregon  Medical 
School.  Health  Careers  Day  is  another  of  the  Coun- 
cil's projects  aimed  at  introducing  high  school  stu- 
dents to  the  health  sciences.  This  year  it  is  scheduled 
for  April  14,  1962. 

Sponsoring  group,  the  nonprofit  Oregon  Health 
Careers  Council,  is  made  up  of  representatives  of 
the  Oregon  State  Medical  Society,  the  Oregon  State 
Dental  Association  and  their  women’s  auxiliaries, 
county  medical  societies  and  their  auxiliaries,  the 


The  rewards  and  satisfactions  of  a career  in  medicine 
are  described  to  an  interested  high  school  student  by 
Joseph  B.  Trainer  (right),  associate  professor  of  physiology 
and  medicine,  at  the  University  of  Oregon  Medical  School, 
and  by  Robert  C.  Loomis,  resident  in  urology  at  the 
School’s  Hospitals  and  Clinics,  during  a preview  of  the 
1961  Health  Careers  Day. 


Oregon  Hospital  Association,  the  University  of  Ore- 
gon Medical  School,  Dental  School  and  School  of 
Nursing,  the  Oregon  Museum  of  Science  and  Indus- 
try, and  the  Oregon  State  Department  of  Education. 

“Publication  of  the  booklet  was  made  possible,” 
Mrs.  Lee  added,  “by  donations  from  a large  number 
of  professional  groups  and  volunteer  community 
health  agencies.” 

Copies  of  OREGON  TRAILS  may  be  obtained 
from  the  Oregon  Health  Careers  Council,  2164  S.  W. 
Park  Place,  Portland,  for  35  cents  each. 


Program  of  the  Annual  Meeting  of  the 
Portland  Surgical  Society,  May  18,  19,  1962 


May 

9:15 


18 


i.  Riedel’s  Struma  Simulating  Thyroid 
Malignancy 

Frank  B.  Packard,  M.  D. 

9:40  Plastic  Repair  in  Acquired  Mitral 

Valvular  Disease 

Albert  Starr,  M.D. 

10:05  Mallory-Weiss  Syndrome,  Report  of 

Three  Cases 

R.  W.  Kendall,  M.D. 

10:30  Hypothermia  and  Operability  for 

Chest  Surgery 

Melvin  Reeves,  M.D. 

11:15  Discussion  of  Papers  by 

Warren  Cole,  M.D. 

11:30  Recent  Trends  in  Surgery  of  the 

Gall  Bladder 

Warren  Cole,  M.D. 

2:00  p.m.  Liposarcoma 

Leonard  Jacobson,  M.D. 

2:25  Inspissated  Bile  Syndrome 

H.  D.  Colver,  M.D. 

3:00  Surgical  Management  of  Laryngeal 

Cancer  after  Radiation 

Harvey  W.  Baker,  M.D. 

3:25  The  Planned  Integration  of  Radiation 

and  Surgery  in  the  Treatment  of 
Cancer 

Milton  Hyman,  M.D. 

3:50  The  Effects  of  Over-irradiation  and 

Methods  of  Reconstruction 
Verner  V.  Lindgren,  M.D. 

4:15  Discussion  of  Papers 

by  Warren  Cole,  M.D. 

Banquet  Address 

Nutritional  Problems  in  Surgery 
Warren  Cole,  M.D. 


May  19 
7:30  a.m. 

8:30 

9:30 


Bx-eakfast  at  Lloyd  Center 
Skating  Rink 
Dissemination  of  Cancer 
Warren  Cole,  M.D. 

Panel  on  Palliation  of  Cancer 
Moderator 

Harvey  W.  Baker,  M.D. 
Panel  Members 
Warren  Cole,  M.D. 

John  Guiss,  M.D. 

William  Galen,  M.D. 
Robert  Lee,  M.D. 
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BLAIR  J.  HENNINGSGAARD,  M.D. 


We  used  to  say  that  a little  knowledge  was  a 
dangerous  thing.  It  would  now  appear  that  a little 
title  or  a little  authority  is  also  a dangerous  thing. 
Recent  events  suggest  that  a title  like  “Director  of 
the  Department  of  Social  Security”  or  “President 
of  the  University”  would  qualify  under  both  of  the 
above  statements. 

It  appears  to  me  that  politicians  and  politically 
motivated  individuals  have  recently  revealed  some 
significant  phobias.  First,  the  dislike  for,  and  fear 
of,  the  term  socialized  medicine  is  increasingly  appar- 
ent. They  fear  this  term  much  more  than  they  do 
terms  like  socialistic  or  socialism.  This  seeming  para- 
dox will  be  dealt  with  further.  Second,  they  are 
displaying  a good  healthy  fear  of  the  public’s  im- 
pression of  doctors  as  citizens,  friends  and  advisors. 
It  seems  that  they  would  like  to  create  the  impres- 
sion that  they  are  not  against  doctors  as  such  but 
that  these  poor,  misguided  individuals  (your  doc- 
tors) just  are  not  sufficiently  intelligent  or  educated 
to  function  as  citizens.  They  are  indirectly  saying 
that  to  offer  advice  of  a political  nature  or  to  make 
decisions  about  our  form  of  government  one  must 
have  a degree  in  social  or  political  science.  By 
means  of  the  written  and  spoken  word  they  would 
cloak  themselves  with  an  exclusive  aura  of  both 
credibility  and  respectability.  They  are  striving  to 
claim  for  themselves  with  words  the  respect  and 
trust  the  medical  profession  has  been  granted  be- 
cause of  actions. 

These  two  fears,  of  the  term  socialized  medicine 
and  of  the  public’s  understanding  about  doctors,  are 
directly  allied  and  related.  All  the  frontal  attacks 
against  the  AMA  and  against  doctors  have  brought 
the  socializers  nothing  but  public  revulsion.  Recent 
evidence  suggests  they  have  lost  ground  with  the 
public  and  as  a corollary  they  are  losing  ground  in 
Congress.  They  have  found  the  public  not  ready  to 
believe  that  our  profession  does  not  care  about 
medical  care  of  the  aged.  They  have  found  the 
public  fully  aware  that  medical  care  is  available 


PRESIDENT’S  page 


to  all  who  need  care.  They  have  found  the  public 
believing  us  when  we  say  the  extension  of  federal 
control  into  local  hospitals  and  over  local  physicians 
is  in  fact  a form  of  “socialized  medicine.”  Now  they 
are  using  a sophisticated  undermining  of  our  defi- 
nitions to  suggest  to  the  public  that  our  profession 
is  merely  mistaken.  When  Nelson  Cruickshank  of 
the  A.F.L.-C.I.O.  attacks  Dr.  Edward  Annis,  and 
when  his  cohort,  Arthur  Flemming  of  the  University 
of  Oregon,  attacks  the  AMA,  they  are  attempting 
just  this.  They  suggest  that  we  are  needlessly 
alarmed  simply  because  we  don’t  understand  the 
definition  of  “socialized  medicine.” 

The  above  named  individuals  and  others  with 
social  or  political  science  degrees,  or  no  qualification 
except  voter  or  union  approval,  would  have  the 
public  believe  that  they  are  more  authoritative  than 
our  profession  on  the  subject  of  medical  service  and 
the  all  important  doctor-patient  relationship.  Unless 
we  unite  in  promulgating  our  belief  that  govern- 
ment control  of  the  fringes  of  medical  care  is,  in 
fact,  the  opening  wedge  of  socialized  medicine, 
unless  we  tell  and  explain  this  fact  to  the  two  million 
American  citizens  who  every  day  visit  a physician 
in  private  practice— unless  we  make  public,  fre- 
quently and  explicitly,  our  demand  that  we  as  a 
profession  are  the  best  judges  of  what  constitutes 
private  care  and  what  constitutes  government  or 
socialized  medicine— we  will  be  resigning  from  the 
battle  with  our  guns  loaded  and  our  powder  dry  and 
never  a shot  fired. 

It  is  my  considered  opinion,  shared  by  many 
experts  in  diverse  fields,  that  the  federalizers  and 
socializers  would  prefer  to  accomplish  their  objec- 
tives under  the  guise  of  humanitarianism  or  other 
masquerade  and  not  by  offering  the  public  a vote 
for  or  against  socialized  medicine. 

It  seems  to  me  that  we  as  a profession  have  a 
clear  duty  to  our  patients  and  our  country.  It  is 
apparent  that  we  cannot  “win”  by  compromise.  In 
this  kind  of  all  out  competition  “heads  must  roll”; 
Oregon  seems  to  me  a good  place  for  them  to  start. 
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WASHINGTON 


Washington  State  Medical  Association  — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Reio,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


Scientific  meetings  during  Seattle  World's  Fair 


The  Washington  State  Medical  Association  has 
been  very  pleased  to  receive  many  requests  from 
physicians  throughout  the  United  States  who  are 
planning  to  attend  the  Seattle  World’s  Fair  and  who 
would  like  information  on  the  scientific  meetings 
planned  for  this  area  during  the  dates  of  the  Fair. 

Special  emphasis  has  been  placed  on  the  73rd 
Annual  Meeting  of  the  WSMA  and  the  hope  is  that 
the  doctors  who  intend  to  visit  the  Fair  will  plan  their 
trip  to  coincide  with  the  meeting  in  Spokane. 


Hotel  reservations  in  Seattle  are  becoming  difficult 
to  get,  and  we  suggest  that  anyone  planning  to 
attend  the  Fair  contact  Expo  Lodging  Service,  Seat- 
tle World’s  Fair,  Seattle  9,  Washington. 

For  hotel  or  motel  reservations  in  Spokane  during 
the  WSMA  Annual  Meeting,  please  write  the  WSMA 
office  for  a reservation  card. 

Following,  in  chronologic  order,  is  a list  of  the 
medical  meetings  to  be  held  in  the  State  of  Washing- 
ton during  the  Fair: 


Date 

Specialty 

Sponsoring  Organization 

For  Information  write 

April 

17 

Surgery 

Tacoma  Surgical  club — Tacoma 

E.  E.  Banfield,  M.D. 

1002  South  10th  Street,  Tacoma 

17 

Ophthalmology 

Puget  Sound  Academy  of  Ophthalmology 
& Otolaryngology — Seattle  or  Tacoma 

J.  M.  Shiach,  M.D. 

406  Cobb  Building,  Seattle  1 

18 

Ob-Gyn 

Seattle  Gynecological  Society 

R.  R.  deAlvarez,  M.D. 

U.W.  School  of  Medicine,  Seattle  5 

18-20 

Pediatrics 

North  Pacific  Pediatric  Society 

Loy  Swinehart,  M.D. 

200  E.  Bannock,  Boise,  Idaho 

20 

Pediatrics 

Seattle  Pediatric  Society 

A.  L.  Skinner,  M.D. 

3003  81st  Ave.  S.E.,  Mercer  Island 

23 

General 

Practice 

King  County  Academy  of  General  Prac- 
tice— Plastic  & Reconstruction  Surgery 

E.  Peterson,  M.D. 

2609  58th  Ave.  S.W.,  Seattle  16 

23 

Ophthalmology 

Eye  Study  Club 

P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 

23 

Radiology 

Washington  State  Radiological  Society 

J.  T.  Houk,  M.D. 

14303  Ambaum  Blvd.,  Seattle  66 

24 

Internal 

Medicine 

Tacoma  Academy  of  Internal  Medicine 

R.  A.  O’Connell,  M.D. 

1206  South  11th,  Building  8,  Tacoma  5 

24 

Surgery 

Puyallup  Valley  Surgical  Society 

K.  H.  Sturdevant,  M.D. 

331  Meridian  Street  S.,  Puyallup 

26 

Surgery 

Yakima  Surgical  Society 

J.  E.  Goeckler,  M.D. 

306  Holton  Ave.,  Yakima 

30 

Ob-Gyn 

Yakima  Obstetrical  & Gynecological 
Society 

A.  W.  Bostrom,  Jr.,  M.D. 

41  Yakima  Medical  Center,  Yakima 

30 

Surgery 

Seattle  Surgical  Society 

L.  D.  Hill,  M.D. 

1118  9th  Avenue,  Seattle  1 

May 

5 

Surgery 

Tacoma  Surgical  Club  (Annual  Meeting) 

E.  E.  Banfield,  M.D. 

1002  South  10th  St.,  Tacoma 

11-13 

Radiology 

Pacific  Northwest  Radiological  Society 

J.  N.  Burkey,  M.D. 

555  Medical  Dental  Bldg.,  Seattle  1 

15 

Surgery 

Tacoma  Surgical  Club 

E.  E.  Banfield,  M.D. 

1002  South  10th  Street,  Tacoma 

15 

Ophthalmology 

Puget  Sound  Academy  of  Ophthalmology 
& Otolaryngology 

J.  M.  Shiach,  M.D. 

406  Cobb  Building,  Seattle  1 
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16 

Surgery 

Seattle  Academy  of  Surgery 

16 

Ob-Gyn 

Seattle  Gynecological  Society 

17-19 

General 

Practice 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting 

18 

Tuberculosis 

Washington  Tuberculosis  Association — 
Yakima 

19 

Tuberculosis 

Washington  State  Thoracic  Society — 
Yakima 

22 

Surgery 

Puyallup  Valley  Surgical  Society 

22 

Internal 

Medicine 

Tacoma  Academy  of  Internal  Medicine 

25-26 

Allergy 

Northwest  Allergy  Forum — Washington 
State  Society  of  Allergy 

26 

Anesthesiology 

Washington  State  Society  of 
Anesthesiology 

28 

Ob-Gyn 

Yakima  Obstetrical  and  Gynecological 
Society 

28 

General 

Practice 

KCAGP — X-rays  in  the  General  Physi- 
cian's Office 

28 

Ophthalmology 

Eye  Study  Club — Useful  Principles  of 
Physiological  Optics  as  Applicable  to 
Contact  Lens  Fitting 

28 

Surgery 

Seattle  Surgical  Society 

31 

Surgery 

Yakima  Surgical  Society 

June 

4-  6 

Ob-Gyn 

Pacific  Northwest  Obstetrics  and  Gyne- 
cology Association 

25 

Ob-Gyn 

Yakima  Obstetrical  and  Gynecological 
Society 

25 

Ophthalmology 

Eye  Study  Club — Movie — “Quimtrase” 
Discussion — Experiences  with  Alpha 
Chymotrypsin 

July 

13-14 

Surgery 

Washington  Chapter  of  American  College 
of  Surgeons.  Guest  Speaker:  Warfield 
M.  Firor,  Baltimore 

23 

Ophthalmology 

Eye  Study  Club — Symposium  on  Ocular 
Trauma 

August 

8-11 

Internal 

Medicine 

American  Society  of  Internal  Medicine 

27 

Surgery 

Seattle  Surgical  Society 

27 

Ophthalmology 

Eye  Study  Club — Complications  of  Extra- 
ocular Muscle  Surgery  and  Their  Man- 
agement 

September 

Pediatrics 

Washington  State  Society  of  Pediatrics — 
Spokane 

17-18 

Allergy 

Washington  State  Society  of  Allergy — 
Spokane 

16-21 

All  Specialties 

Washington  State  Medical  Association — 
Spokane 

18 

Internal 

Medicine 

Washington  State  Society  of  Internal 
Medicine — Spokane 

19 

Ob-Gyn 

Seattle  Gynecological  Society 

21 

Pediatrics 

Seattle  Pediatric  Society 

24 

Ob-Gyn 

Yakima  Obstetrical  and  Gynecological 
Society 

24 

Radiology 

Washington  State  Radiological  Society 

24 

General 

Practice 

KCAGP 

24 

Surgery 

Seattle  Surgical  Society 

24 

Ophthalmology 

Eye  Study  Club — Relationship  of  Certain 
E.N.T.  Illnesses  to  Ocular  Disease 

29 

Anesthesiology 

Washington  State  Society  of 
Anesthesiologists 

October 

17 

Ob-Gyn 

Seattle  Gynecological  Society 

22 

Radiology 

Washington  State  Radiological  Society 

22 

General 

Practice 

KCAGP 

22 

Ophthalmology 

Eye  Study  Club — Ocular  Manifestation  of 
Certain  Systemic  Diseases 

29 

Ob-Gyn 

Yakima  Obstetrical  and  Gynecological 

Society 


Q.  L.  Wood,  M.D. 

1326  Madison,  Seattle  4 

R.  R.  deAlvarez,  M.D, 

U.W.  School  of  Medicine,  Seattle  5 
Mr.  W.  Lapsley 

205  Medical  Arts  Bldg.,  Vancouver,  Wn. 
Patricia  Hughes 
1000  Lenora  Street,  Seattle  1 
Patricia  Hughes 
1000  Lenora  Street,  Seattle  1 

K.  H.  Sturdevant,  M.D. 

331  Meridian  St.  S.,  Puyallup 
R.  A.  O’Connell,  M.D. 

1206  South  11th,  Bldg.  8,  Tacoma  5 
P.  P.  VanArsdel,  Jr.,  M.D. 

U.W.  School  of  Medicine,  Seattle  5 
R.  S.  Fisher,  M.D. 

307  South  12th  Ave.,  Suite  7,  Yakima 
A.  W.  Bostrom,  Jr.,  M.D. 

41  Yakima  Medical  Center,  Yakima 
E.  Peterson,  M.D. 

2609  58th  Ave.  S.W.,  Seattle  16 
P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 

L.  D.  Hill,  M.D. 

1118  9th  Ave.,  Seattle  1 
J.  E.  Goeckler,  M.D. 

306  Holton  Ave.,  Yakima 
L.  B.  Donaldson,  M.D. 

532  Stimson  Bldg.,  Seattle  1 
A.  W.  Bostrom,  Jr.,  M.D. 

41  Yakima  Medical  Center,  Yakima 
P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 

R.  W.  Osborne,  M.D. 

3 Tacoma  Medical  Center,  Tacoma  5 

P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 

C.  Goss,  M.D. 

1114  Boylston  Ave.,  Seattle  1 
L.  D.  Hill,  M.D. 

1118  9th  Avenue,  Seattle  1 
P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 
H.  T.  Clay,  M.D. 

828  Medical  Arts  Building,  Tacoma  2 
P.  P.  VanArsdel,  Jr.,  M.D. 

U.W.  School  of  Medicine,  Seattle  5 
WSMA,  1309  Seventh  Ave.,  Seattle 

D.  C.  Tanner,  M.D. 

1031  116th  N.E.,  Bellevue 
R.  R.  deAlvarez,  M.D. 

U.  W.  School  of  Medicine,  Seattle  5 
A.  L.  Skinner,  M.D. 

3003  81st  Avenue  S.E.,  Mercer  Island 
A.  W.  Bostrom,  Jr.,  M.D. 

41  Yakima  Medical  Center,  Yakima 
J.  T.  Houk,  M.D. 

14303  Ambaum  Blvd.,  Seattle  66 

E.  Peterson,  M.D. 

2609  58th  Avenue  S.W.,  Seattle  16 
L.  D.  Hill,  M.D. 

1118  9th  Avenue,  Seattle  1 
P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 
R.  S.  Fisher,  M.D. 

307  South  12th,  Suite  7,  Yakima 
R.  R.  deAlvarez,  M.D. 

U.W.  School  of  Medicine,  Seattle  5 
J.  T.  Houk,  M.D. 

14303  Ambaum  Blvd.,  Seattle  66 
E.  Peterson,  M.D. 

2609  58th  Avenue  S.W.,  Seattle  16 
P.  A.  Peter,  M.D. 

1528  Medical  Dental  Building,  Seattle  1 
A.  W.  Bostrom,  Jr.,  M.D. 

41  Yakima  Medical  Center,  Yakima 
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Postgraduate  Courses  at  University  of  Washington  School  of  Medicine  During  Seattle  World’s  Fair 


April  or  May 

May 

May 

June 

June  14-15 
July 

July  (5  days) 

August 

Sept. 

Sept. 


Dermatology 
Urinary  Tract  Infections 
New  Clinical  Lab  Tests 
Medical  Genetics 
Leukocyte  Disorders 
Anesthesiology 
Practical  Psychiatry 
Pediatric  Electrocardiography 
Hand  Injuries 

Management  of  Water,  Sodium 
Potassium  Imbalances 


(Fall)  Surgery  and  Early  Detection  of 

Disease 

July  30  - August  3 Endocrinology  and  Metabolism 
For  information  on  University  of  Washington  School  of 
Medicine  courses  please  write 

Mrs.  Alice  Steen, 

Postgraduate  Medical  Education  Secretary 
HSB  C-304 

University  of  Washington  School  of  Medicine 
Seattle  5,  Washington 


GP's  to  Hold  May  Meeting  in  Bellingham 

One  of  the  world’s  leading  general  surgeons, 
Alexander  Brunschwig,  from  Memorial  Center  for 
Cancer  and  Allied  Diseases  in  New  York  City,  is 
to  be  a guest  speaker  at  the  annual  meeting  of  the 
Washington  Academy  of  General  Practice.  The 
meeting  will  be  held  at  the  Leopold  Hotel  in  Bel- 
lingham, on  May  17-19,  according  to  an  announce- 
ment by  Arthur  Watts,  Bellingham,  president. 

Dr.  Brunschwig  is  known  for  his  ultra  radical  ap- 
proach to  surgical  treatment  of  malignancy  and  for 
a number  of  developments  in  procedures  involving 

massive  resection.  The 
Brunschwig  operation  for 
cancer  of  the  pancreas  is 
one  of  these. 

Three  lectures  will  be 
presented  by  Dr.  Brun- 
schwig at  the  coming  ses- 
sions. The  first  will  be 
concerned  with  aspects 
of  600  cases  of  cancer 
which  were  not  cured  by 
radiation.  In  the  second, 
he  will  present  the  results 
of  70  cases  of  pregnancy 
complicated  by  cancer. 
Finally,  he  will  discuss  spontaneous  disappearance 
of  cancer. 

The  Washington  Division  of  the  American  Cancer 
Society  is  participating  in  the  meeting  by  paying 
the  expenses  for  Dr.  Brunschwig’s  appearance. 

In  the  afternoon  of  the  opening  day  there  will  be 
a trophy  golf  match  at  the  Bellingham  Golf  and 
Country  Club.  Following  the  match  will  be  a re- 
ception hosted  by  the  Whatcom  and  San  Juan 
County  Chapters  of  the  WAGP.  Other  entertainment 
at  the  meeting  will  include  a moonlight  cruise  to  the 
San  Juan  Islands  on  the  closing  day.  Registrants  and 
their  wives  will  go  by  chartered  steamship  to  Orcas 
Island  and  the  famed  Rosario  Resort,  converted  mul- 
ti-millionaire home  built  during  World  War  I. 

Principal  speaker  at  Rosario  will  be  Mrs.  William 
Bell  Cook,  known  in  the  writing  world  as  Beatrice 
Cook.  Her  best-selling  books  include  “Truth  is 
Stranger  than  Fishin,”  and  “Till  Fish  Do  Us  Part.’ 


Dr.  Cook,  long  time  Seattle  physician,  and  Mrs. 
Cook  retired  to  their  San  Juan  Island  home  three 
years  ago.  The  topic  assigned  to  Mrs.  Cook  is  “The 
Good  Doctor’s  Good  Wife,”  but  she  is  likely  to  dis- 
cuss whatever  she  thinks  doctors  should  know— par- 
ticularly about  preparing  patients  for  retirement. 

Also  at  Rosario,  Malcolm  Heath  of  Friday  Harbor 
will  give  an  account  of  how  a family  physician 
covers  a practice  scattered  over  hundreds  of  small 
islands.  He  is  aided  by  flying  his  own  plane. 

Charles  J.  Flora,  university  professor  and  zoologist, 
is  scheduled  as  the  Friday  banquet  speaker.  A panel 
Saturday  morning  on  treatment  of  head  injuries  will 
include  the  following  physicians:  B.  J.  Webster,  gen- 
eral practice;  John  Arnold,  internal  medicine;  Louis 
King,  anesthesiologist;  and  Ralph  Rinne,  surgeon. 

Also  on  Saturday,  Donald  Keyes  who  did  the 
original  studies  on  ruptured  discs  at  Chicago  will 
discuss  non-athletic  injuries  of  school  children. 

Robert  Kaiser,  ophthalmologist,  will  describe  how 


Beatrice  Cook,  author  of  "Truth  is  Stranger  Than  Fishin. 
and  a number  of  other  books,  reads  a manuscript  in  the 
San  Juan  Island  home  to  which  she  and  her  physician 
husband  retired  three  years  ago. 
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patients  can  be  screened  for  glaucoma,  and  Robert 
fensen,  Spokane  urologist,  will  address  the  scientific 
meeting  on  urinary  infections.  Also  on  the  program 
will  be  A.  D.  Claman,  director  of  post  graduate  edu- 
cation at  the  University  of  British  Columbia  Faculty 
of  Medicine.  He  will  discuss  Pre-Diabetes  and 
Pregnancy. 

Mr.  Mac  Cahal,  executive  director  of  the  Ameri- 
can Academy  of  General  Practice,  has  been  invited 
to  address  the  meeting.  Negotiations  also  are  under 
way  with  the  Washington  Chapter  of  the  American 
Heart  Association  to  find  the  best  speaker  on  the 
uses  of  anti-coagulants  such  as  dicoumarol  for  cardiac 
patients.  This  talk  would  be  given  at  noon  Saturday 
before  the  San  Juan  cruise.  William  Watts,  member 
of  the  Heart  Association  board  of  directors,  is  con- 
ducting the  search  for  the  appropriate  speaker. 

Physicians  are  asked  to  make  their  reservations 
in  advance  for  the  coming  meeting  so  that  host 
committees  can  make  the  best  possible  arrangements. 
Members  of  the  Washington  Academy  will  receive 
credit  for  the  hours  they  participate  in  accordance 
with  the  requirement  that  they  spend  at  least  150 
hours  of  continuing  medical  study  every  three  years 
in  order  to  keep  their  memberships. 

Tacoma  Surgical  Club  to  Hold  Annual  Meeting 

Robert  A.  Wise  of  Portland,  Oregon  will  be  the 
guest  speaker  at  the  May  5 annual  meeting  of  the 
Tacoma  Surgical  Club.  Dr.  Wise  has  recently  re- 
turned from  Iran  where  he  served  two  years  as 
director  of  surgery  at  the  Nemazee  Hospital  of 
Shiraz  and  visiting  professor  of  surgery  at  the  Uni- 
versity of  Shiraz.  Dr.  Wise  is  associate  professor  of 

surgery  at  the  Univer- 
sity of  Oregon  Medical 
School  and  from  1946 
to  1959  served  as  chief 
of  surgery  at  the  Veter- 
an’s Hospital  in  Port- 
land. 

The  meeting  will  be 
held  in  Jackson  Hall  of 
Tacoma  General  Hos- 
pital, and  as  in  previous 
years  the  morning  ses- 
sion, beginning  at  9:00, 
will  be  devoted  to  ana- 
tomical dissections  and 
demonstrations.  David 
L.  Bassett,  professor  of  anatomy  at  the  University 
of  Washington  School  of  Medicine,  will  present 
stereoscopic  anatomy  of  the  stomach. 

R.  O.  Diefendorf  will  preside  over  the  afternoon 
session  where  scientific  papers  will  be  presented  by 
club  members  and  Dr.  Wise  will  speak  on  Compli- 
cations of  Gastric  Surgery. 

The  meeting  will  conclude  with  a social  hour  and 
banquet  in  the  Crystal  Ballroom  of  the  Winthrop 


Hotel.  Gerald  C.  Kohl,  president,  will  preside  at  the 
evening  meeting  where  Dr.  Wise  will  speak  on 
Surgical  Experiences  in  Iran. 

A registration  fee  of  five  dollars  will  be  charged 
for  the  meeting. 

Guest  Lecturer  to  Speak  at  University  of  Washington 

Bert  L.  Vallee  of  the  Harvard  University  Medical 
School  will  be  first  guest  lecturer  at  a U.W.  School 
of  Medicine  visiting  professorship  established  by 
Merck,  Sharp  and  Dohme.  Dr.  Vallee  is  director  of 
the  division  of  medical  biology  at  Peter  Bent  Brig- 
ham Hospital  in  Boston. 

Course  in  Diabetes  Mellitus  to  be  Offered 

During  the  week  of  May  7 to  11  inclusive  an 
intensive  course  will  be  offered  in  Diabetes  Mellitus. 
It  will  be  limited  to  six  registrants  with  emphasis 
placed  on  intensive  individual  instruction. 

Although  attention  will  be  paid  to  instruction  in 
the  latest  knowledge  concerning  the  abnormal  physi- 
ology of  diabetes,  most  of  the  emphasis  will  be 
directed  toward  the  practical  management  of  the 
diabetic  patient  and  toward  prevention  of  the  com- 
plications of  his  disease.  To  further  this  end  the 
teaching  will  center  around  actual  patients  (both 
in-patients  and  out-patients)  with  those  attending 
the  course  participating  in  person. 

Interested  physicians  should  contact  the  Depart- 
ment of  Metabolism  at  Virginia  Mason  Hospital, 
1115  Terry  Avenue,  Seattle  1,  Washington. 

Southwest  Washington  G.P.'s  Hold  Meeting 

The  Southwest  Washington  Academy  of  General 
Practice  met  at  the  Longview  Country  Club  on 
Tuesday  evening,  January  31st. 

Following  dinner  and  social  hour,  those  present 
heard  Joseph  Crampton  and  William  Steenrod,  both 
of  Seattle,  discuss  “Diabetes  in  Pregnancy”  and 
“Diabetic  Coma”  respectively. 

During  the  business  meeting  which  followed,  it 
was  announced  that  the  annual  meeting  and  election 
of  officers  would  be  held  at  the  Quay  Restaurant  in 
Vancouver  on  Tuesday,  March  27th. 

Boeing  Research  Grant  Availability 

The  board  of  Trustees  of  the  Boeing  Employees 
Good  Neighbor  Fund  invites  application  from  re- 
searchers in  medicine  and  fundamental  biological 
sciences  for  grants-in-aid  for  research  projects  to  be 
undertaken  in  King,  Pierce,  and  Snohomish  Counties. 
Applications  must  be  received  by  May  1,  1962.  To 
secure  application  blanks  or  additional  information, 
write  to  Thrift  G.  Hanks,  M.D.,  P.O.  Box  3707, 
Boeing  Aircraft  Company,  Seattle  24,  Washington. 


ROBERT  A.  WISE,  M.D. 


357 

Northwest  Medicine,  April  1962 


Gustafson  is  Yakima  County  President 

Jack  R.  Gustafson,  Yakima  surgeon,  has  assumed 
the  duties  of  president  of  the  Yakima  County  Medical 
Society.  He  succeeds  Frank  LeCocq,  Jr.  Others 
elected  for  the  coming  year  include  Richard  R.  Sack- 
mann,  president-elect;  A.  W.  Stevenson,  vice-presi- 
dent and  Guy  Marcy,  secretary-treasurer.  Edwin  H. 
Sasaki,  Max  M.  Brocek  and  Richard  Stiles  are  trus- 
tees, and  H.  C.  Lynch,  is  delegate  to  the  WSMA. 
Stanley  Coffin  is  alternate. 

Dr.  Gustafson  graduated  in  1941  from  the  Uni- 
versity of  Michigan  Medical  School.  After  internship 
at  Ann  Arbor,  Michigan,  he  entered  the  Army  Medi- 
cal Corps  where  he  attained  the  rank  of  major  and 
served  overseas  for  36  months. 

Hall  Speaks  on  Malpractice 

Donald  T.  Hall,  chairman  of  the  Medical  Defense 
Committee  of  the  Washington  State  Medical  Associa- 
tion, spoke  at  a meeting  of  the  Seattle-King  County 
Bar  Association  on  January  17.  His  speech  was  en- 
titled, “Malpractice,  The  Doctor’s  Dilemma.” 

Postgraduate  Medical  Courses  to  be  Held  at  U.W. 

Two  courses  in  the  postgraduate  program  at  the 
University  of  Washington  will  cover  the  topics  of 
urinary  tract  infections  and  white  cell  disorders. 

Recent  advances  in  the  field  of  urinary  tract  in- 
fections will  be  presented  May  24-25.  Designed  for 
the  clinical  practitioner,  the  course  will  be  a review 
of  both  surgical  and  medical  trends.  Members  of 
the  American  Academy  of  General  Practice  who 
attend  will  receive  a total  of  11%  horns  credit. 

Participating  in  the  sessions  as  guest  lecturers  will 
be  Frank  Hinman,  Jr.,  San  Francisco,  clinical  asso- 
ciate professor  at  the 
University  of  Califor- 
nia, and  Lowell  A. 
Rantz,  Palo  Alto,  pro- 
fessor of  internal  medi- 
cine and  associate  dean 
of  Stanford  University 
Medical  Center.  Dr. 
Hinman  will  speak  on 
bladder  defense  mech- 
anisms and  lower  uri- 
nary tract  infections. 
Dr.  Rantz  will  discuss 
pyelonephritis  and  the 
chemotherapy  of  uri- 
nary' tract  infections. 

The  course  will  begin  on  Thursday,  May  24,  with 
a discussion  of  findings  of  the  disease  itself  including 
the  collection  of  specimens,  the  significance  of  cul- 
ture and  colony  count  in  the  laboratory,  x-ray  diag- 
nosis and  asymptomatic  infection.  The  day  will  be 
concluded  with  a panel  discussion  on  the  interpreta- 
tion of  findings. 


The  second  day  will  be  taken  up  with  manage- 
ment of  the  disease.  Covered  will  be  treatment  in 
both  children  and  adults,  catheter  care,  chemo- 
prophylaxis, and  chemotherapy.  The  course  will  end 
with  a panel  discussion  involving  all  participants. 

The  course  on  white  cell  disorders  will  be  offered 
June  14-15.  Covering  both  therapy  and  practice, 
it  will  include  demonstrations  and  discussions  of 
methods  each  afternoon. 

Guest  lecturers  are  William  Dameshek,  professor 
of  medicine,  Tufts  University  School  of  Medicine, 

Boston,  and  Elliot  E. 
Osserman,  assistant  pro- 
fessor of  medicine,  Co- 
lumbia University,  New 
York  City.  Dr.  Dame- 
shek wall  discuss  as- 
pects of  agranulocyto- 
sis, myeloproliferative 
disorders  and  the  retic- 
uloses. Dr.  Osserman 
will  speak  on  interpre- 
tation of  the  plasma 
proteins  and  clinical 
manifestations  of  the 
dysproteinemias. 

Granulocytes  will  be  the  topic  for  the  first  day, 
beginning  wdth  granulocyte  physiology  and  immu- 
nologic granulocyte  disorders.  Chromosomal  studies, 
differential  diagnosis,  and  management  of  agranulo- 
cytosis will  also  be  covered.  In  the  afternoon,  par- 
ticipants w'ill  have  a choice  between  a clinic 
on  treatment  of  various  white  cell  diseases  and  a 
white  cell  workshop.  The  workshop  will  include 
laboratory  demonstrations  on  white  cell  alkaline 
phosphatase  reaction,  chromosomal  preparations  and 
sex  identification  and  absolute  counts  of  granulo- 
cytes, eosinophiles  and  basophiles. 

On  the  second  day,  the  physiology  and  function 
of  lymphocytes  and  plasma  cells  will  be  covered. 

Also  discussed  will  be 
consequences  of  immu- 
nologic failure,  signifi- 
cance of  the  plasma 
proteins  and  suppres- 
sion of  antibody  re- 
sponse. The  afternoon 
clinic  will  be  taken  up 
with  the  reticuloses  and 
the  chemotherapy  of 
collagen  diseases  while 
the  white  cell  workshop 
will  be  on  tests  for  RE 
factor,  electrophoresis 
CLEMENT  A.  FINCH,  M.D.  0f  plasma  proteins,  and 

ultracentrifuge  studies  for  macroglobulins. 

Both  courses  are  open  to  graduates  of  medical 
schools  approved  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  Asso- 


LOWELL  A.  RANTZ,  M.D. 


W ILLIAM  DAMESHEK,  M.D. 
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WILLARD  B.  REW,  M.D. 


Organized  medicine’s  campaign  to  maintain  the 
freedom  of  the  physician  is  of  an  importance  which 
goes  far  beyond  the  needs  of  you  and  me  as  indi- 
viduals. This  is  a fight  for  the  very  life  blood  of 
liberty.  On  our  flanks  today  many  other  professions 
and  groups  are  fighting  to  preserve  the  American 
way  of  life  in  their  own  fields.  The  farmer,  the  edu- 
cators, the  private  power  people,  the  pharmaceutical 
chemists  and  even  the  growers  and  manufacturers 
of  sugar,  to  name  but  a few.  Every  one  is  involved. 


ciation  or  to  physicians  licensed  to  practice  medicine 
and  surgery  in  the  state  of  Washington.  The  tuition 
fee  is  40  dollars.  The  course  in  white  cell  disorders 
is  also  open  to  medical  technicians  with  a tuition  fee 
of  20  dollars. 

Because  of  Century  21  Exposition,  hotel  and  motel 
arrangements  should  be  made  in  advance.  Requests 
for  reservations  or  additional  information  should  be 
directed  to 

Mrs.  Alice  Steen 

Postgraduate  Medical  Education  Secretary 
Health  Sciences  Building  C-304 
University  of  Washington  School  of  Medicine 
Seattle  5,  Washington 

Grant  Given  by  Spokane  Pharmacies 

A $500  grant  to  be  awarded  to  a deserving  East- 
ern Washington  medical  student  at  the  University 
of  Washington  School  of  Medicine,  was  presented 
during  February  by  three  downtown  Spokane  pre- 
scription pharmacies. 

Gilman  E.  Sanford,  president  of  the  Spokane 
County  Medical  Society,  accepted  the  award  from 
Miller  & Felt,  Hart  & Dilatush,  and  Whitlock’s.  Mr. 
Ronald  V.  Robertson,  chairman  of  the  pharmacies 
award  committee,  made  the  presentation  and  stated 
that  this  is  the  eighth  year  that  the  three  professional 
pharmacies  have  participated  in  providing  a cash 
grant.  The  contributed  total  now  is  $7,500. 


PRESIDENTS  page 

If  we  lose  on  the  medical  issue  it  will  be  the  loss 
of  a key  position  in  the  center  of  the  line  of  defense, 
for  even  as  far  back  as  Bismarck  it  has  been  clearly 
understood  that  to  socialize  a people  the  first  step 
is  to  socialize  their  medical  care.  It  happened  in 
England.  It  could  happen— but  why  dwell  on  it?  You 
know  it! 

Our  greatest  danger  of  losing  this  fight  is  that 
too  many  of  us  today  wail,  “It  is  too  late;  We’ve 
already  lost;  What’s  the  use?  We  should  have  started 
twenty  years  ago.”  Doctors,  you  do  not  approach 
your  patients  with  this  hopeless  despair  when  they 
come  late  to  you  with  progressive  disease.  You  as 
physicians  roll  up  your  sleeves  and  do  your  utmost 
for  the  patient.  Often  you  win  against  hopeless  odds. 
We  have  got  to  meet  the  political  crisis  in  our  lives 
in  this  same  way. 

If  we  do  this  we  can  still  win! 


Dr.  Sanford  said  the  pharmacies  provide  the 
money  with  no  strings  attached  and  that  the  final 
decision  as  to  which  Eastern  Washington  medical 
student  receives  the  grant  is  made  by  the  Scholar- 
ship Committee,  U.  of  W.  School  of  Medicine.  He 
said  that  the  pharmacies’  main  objective  is  to  see  that 
a student,  who  needs  the  funds  to  continue  his  medi- 
cal studies,  receives  the  grant. 

Clark  County  Meeting 

The  Clark  County  Medical  Society  held  their 
regular  monthly  meeting  at  the  Royal  Oaks  Country 
Club  in  Vancouver  on  Tuesday  evening,  March  6th. 

Following  dinner  and  social  hour,  those  present 
heard  Mr.  Jack  Mickelwait,  C.P.A.,  discuss,  “Pre- 
vention of  Fraud  in  the  Doctor’s  Office”  and  “Newer 
Methods  of  Bookkeeping.” 

During  the  business  meeting  John  Soelling  was 
elected  to  Active  Membership  status  and  Paul  E. 
Shick,  Jr.,  to  Associate  Membership  status. 

Spokane  Internists  Have  14th  Annual  Meeting 

The  Spokane  Society  of  Internal  Medicine  held 
their  fourteenth  annual  meeting  on  Friday,  April  6, 
1962,  at  the  Davenport  Hotel  in  Spokane.  It  was  a 
symposium  on  neurology.  Guest  speakers  were  Clark 
Millikan,  Mayo  Clinic,  Rochester,  Minnesota;  Fred 
Plum,  University  of  Washington,  Seattle;  and  James 
Stephens,  University  of  Colorado,  Denver,  Colorado. 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Robert  E.  Staley,  M.D.,  Kellogg 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1962,  Sun  Valley 


Federation  Installs  Poindexter  as  President 

Samuel  M.  Poindexter,  Boise,  chairman  of  the 
Idaho  State  Board  of  Medicine,  was  installed  as 
president  of  the  Federation  of  State  Medical  Boards 
of  the  United  States  at  the  organization’s  annual 
meeting  in  Chicago,  February  3-6.  He  succeeds 
Louis  E.  Jones  of  Sacramento,  California. 

The  Federation  is  made  up  of  official  medical 
licensure  agencies  of  all  50  states  and  territories. 

A native  of  Boise,  Dr.  Poindexter  was  educated 
at  the  University'  of  Idaho  at  Moscow  and  received 
his  medical  training  at  the  University  of  Oregon 
Medical  School,  Portland,  Oregon.  For  the  past  19 
years,  Dr.  Poindexter  has  served  Idaho  as  a member 
of  the  licensure  agency  for  physicians  and  surgeons, 
and  for  the  past  13  years  has  been  chairman  of  the 
Idaho  State  Board  of  Medicine. 

Long  active  in  local  and  state  medical  affairs,  Dr. 
Poindexter  is  vice-president  of  the  National  Board  of 
Medical  Examiners  and  last  year  was  president  of  the 
North  Pacific  Society  of  Internal  Medicine. 

State  Board  of  Medicine 

The  regular  meeting  of  the  State  Board  of  Medi- 
cine for  the  purpose  of  granting  licensure  and  con- 
ducting Board  business  was  held  in  Boise,  January  8 
and  9,  1962. 

The  following  physicians  who  had  been  granted 
temporary  licenses  since  the  July  1961  meeting  of 
the  Board  received  permanent  licenses: 

Max  B.  Roeder,  Galveston,  Texas;  Robert  H.  Jen- 
sen, Caldwell;  Werner  H.  Kramer,  Charles  E.  Mel- 
cher  and  Herbert  C.  Lemon,  Mountain  Home;  Wil- 
liam H.  Greenwood,  Grangeville;  Charles  J.  Stern- 
hagen,  Challis;  Byron  T.  Weeks,  Idaho  Falls;  Wilbur 
H.  Lyon,  Jr.,  Coeur  d'Alene;  Garth  G.  Myers,  Salt 
Lake  City;  Peggy  J.  Copple,  Portland;  J.  B.  Britz- 
mann,  Moscow;  Glen  S.  Hogle,  Burley. 

Five  physicians  granted  licensure  without  written 


examination  on  the  basis  of  endorsement  from  states 
maintaining  standards  comparable  to  Idaho  are  the 
following: 

Jack  L.  Tedrow,  Salt  Lake  City.  Graduate  Uni- 
versity of  Pittsburgh  School  of  Medicine,  1942.  In- 
ternship Western  Pennsylvania  Hospital,  Pittsburgh, 
1942-43.  Anesthesiology. 

Roy  J.  Ellsworth,  Boise.  Graduate  University  of 
Oregon  Medical  School,  1957.  Internship  Philadel- 
phia General  Hospital,  1957-58.  Ophthalmology. 

Frank  K.  Root,  Jr.  Hayward,  Calif.  Graduate  Tem- 
ple University  School  of  Medicine,  1951.  Internship 
U.S.  Naval  Hospital,  Oakland,  California,  1951-52. 
General. 

Birdsall  N.  Carle,  Twin  Falls.  Graduate  Stanford 
University  School  of  Medicine,  1947.  Internship 
Johns  Hopkins  Hospital,  1946-47.  Pathology. 

Leo  E.  Robertson,  Cody,  Wyoming.  Graduate  Uni- 
versity of  Utah  College  of  Medicine,  1950.  Intern- 
ship Detroit  Receiving  Hospital,  1950-51.  Surgery. 

Pediatricians  Install  Officers 

At  the  annual  meeting  of  the  Idaho  State  Pedia- 
tric Society,  in  Boise,  February  17,  Ben  E.  Katz  of 
Twin  Falls  succeeded  Loy  T.  Swinehart  of  Boise 
as  president.  Dale  D.  J.  Chodos  of  Idaho  Falls  was 
chosen  as  president-elect,  and  H.  A.  P.  Myers,  III, 
of  Boise  was  elected  secretary-treasurer. 

"Self-Help"  Assistants  Appointed  by  Governor  Smylie 

Manley  B.  Shaw,  Boise,  president-elect  of  the 
Idaho  State  Medical  Association,  Franklin  L.  West, 
Jr.,  Boise,  and  Bernard  L.  Kreilkamp,  Twin  Falls, 
have  been  appointed  by  Governor  Robert  E.  Smylie 
to  assist  in  implementing  the  “Medical  Self-Help 
Training  Program.”  The  program  was  approved  by 
the  Association’s  House  of  Delegates  in  adopting  the 
report  of  the  Public  Health  Advisory  Committee. 
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Depend  on  it 


The  inherent  accuracy  of  a Sanborn  electrocardiograph  recording  is  something  you  take  for 
granted— and  rightly  so.  Sanborn  ECG’s  benefit  from  our  continuing  work  in  electrocardiog- 
raphy and  over  a wide  range  of  medical  electronics. 

Convenience  is  also  important.  That’s  why  there  are  three  Sanborn  electrocardiographs,  each 
simple  to  operate  and  each  designed  to  meet  specific  needs.  For  office,  clinic  and  hospital 
use  there  are  the  2-speed,  3-sensitivity  Model  100  Viso  and  its  mobile  counterpart  the  Model 
100M.  And  for  on-call  work,  the  briefcase-size  18-pound  Visette  is  ideal. 


Another  advantage  of  owning  a Sanborn  instrument:  you  deal  with  people  who  know  your  ECG 
and  value  your  satisfaction.  Our  service  starts  with  a no-obligation,  15-day  trial  of  the  Sanborn 
ECG  of  your  choice,  and  continues  as 
long  as  you  keep  the  instrument.  Con- 
tact the  nearest  Sanborn  Branch 
Office  or  Service  Agency,  or  write  Man- 
ager, Clinical  Instrument  Sales,  at  the 
main  office. 


mm.  for 

characteristic 


Sanborn  quality 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54,  Mass. 


Seattle  Branch  Office  1 11  Second  Ave.  North,  Mutual  2-1 144 
Portland  Sales  iy  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave..  Capitol  7-7559 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 

Strong  medicine. 

By  Blake  Donaldson,  M.D.  245  pp.  Price  $3.95. 
Illustrated.  Doubledav  & Company,  Inc.,  New  York. 
1961. 

Management  of  Acute  Poisoning,  The. 

By  Gordon  Cumming,  B.Sc.,  Ph.D.,  M.B.,  Ch.B., 
A.R.I.C.,  Lecturer  in  Medicine,  University  of  Birm- 
ingham, formerly  Resident  Medical  Officer,  General 
Hospital,  Birmingham.  With  a chapter  on  the  psy- 
chiatric aspects  of  poisoning  by  Myre  Sim,  M.D., 
(Ed.),  D.P.M.,  consultant  psychiatrist,  United  Birm- 
ingham Hospitals,  Lecturer  in  Psychological  Medi- 
cine, University  of  Birmingham.  128  pp.  Price  $3.00. 
Charles  C Thomas,  Springfield,  111.  1961. 

REVIEWS:  Books  reviewed  in  the  columns  of 
Northwest  Medicine  may  be  borrowed  by  any  sub- 
scriber. Write  Miss  Ruth  Harlamert,  Librarian,  King 
County  Medical  Society  Library,  Room  105,  Cobb 
Bldg.,  Seattle  1,  Wn.  The  library  appreciates,  but 
does  not  demand,  reimbursement  for  postage. 

Pharmacologic  principles  of  medical  practice,  ed.  5. 

By  John  C.  Krantz,  Jr.,  Professor  of  Pharmacology,  School  of 
Medicine,  University  of  Maryland,  Member  of  the  General 
Committee  of  Revision  of  the  United  States  Pharmacopeia  and 
C.  Jelleff  Carr,  Chief,  Pharmacology  Unit,  Psychopharmacology 
Service  Center,  National  Institute  of  Mental  Health,  formerly 
Professor  of  Pharmacology,  School  of  Pharmacy,  Purdue  Univ. 
and  Professor  of  Pharmacology,  School  of  Medicine,  Univ.  of 
Maryland.  1498  pp.  Illustrated.  Price  $5.00.  Williams  & Wil- 
kins Company,  Baltimore,  1961. 

The  rapid  addition  and  accumulation  of  new 
drugs  makes  it  most  difficult  to  compile  a textbook 
of  pharmacology.  Nevertheless,  the  authors  have 
successfully  completed  a rather  monumental  task. 


NATURE  AND  BOOKS  BELONG  TO  THE  EYES  THAT  SEE 
THEM.  —RALPH  WALDO  EMERSON 

Again,  in  this  edition  the  initial  chapter  gives 
a good  discussion  of  pharmacologic  principles.  The 
organization  of  the  chapters  has  been  changed  and 
improved.  They  have  added  a new  chapter  of  neo- 
plastic therapeutic  agents. 

The  field  of  pharmacology  is  very  broad  with 
the  actions  of  drugs  and  responses  to  drugs  extending 
into  every  field  of  medicine.  Consequently,  it  is 
difficult  to  write  of  drugs  without  reference  to 
disease  pathogenesis  and  therapeutic  approach.  At 
first  glance  the  discussions  of  disease  and  treatment 
appear  weak  until  it  is  realized  that  the  treatise  is 
not  intended  to  be  an  extensive  textbook  of  medicine. 

This  fifth  edition  continues  to  be  a good  ref- 
erence text  in  the  field  of  pharmacology. 

HAROLD  E.  KING,  M.D. 

The  special  child;  diagnosis  treatment  habilitation. 

By  Harold  Michal-Smith,  Ph.D.,  and  Shulamith  Kastein.  New 
School  for  the  Special  Child,  Bureau  of  Publications,  Seattle, 
1962. 

This  volume  is  a group  of  selected  papers  given 
at  the  Northwest  Summer  Conference  in  July  of  1960 
on  the  problems  of  the  special  child.  Many  phases 
of  management  of  the  neurologically  impaired  child 
are  discussed.  The  papers  are  written  by  experts  in 
the  field  of  psychology  and  speech-therapy  and  give 
the  reader  specific  diagnostic  and  therapeutic  infor- 
mation that  is  of  great  value  to  the  physician,  thera- 
pist, and  teacher.  Many  such  books  are  written  but 
few  are  so  specific  and  useful. 

This  is  a book  to  be  read  not  so  much  for  its 
theory  but  rather  for  its  practicality.  Those  who  deal 
with  the  special  child  or  who  must  give  advice  would 
find  this  of  value  and  use  as  a constant  guide  and 
stimulant  in  their  work. 

The  book  is  attractively  presented  and  is  highly 
recommended  to  physician  and  to  therapist  alike. 

FREDERICK  C.  MOLL,  M.D. 
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Virus  meningo-encephalitis. 

Ciba  Foundation  Study  Group  No.  7.  In  honor  of  Prof.  K. 
Todorovic,  Rector  of  the  Medical  Faculty,  University  of  Bel- 
grade. Meeting  held  on  September  27,  1960.  120  pp.  Illus- 
trated. Price  $2.50.  Little,  Brown  & Company,  Boston.  1961. 

Perhaps  the  most  concise  statement  that  could  be 
made  of  this  book  is  to  quote  the  first  sentence  of 
the  closing  remarks:  “Although  we  have  all  learnt 
much  today,  the  clinicians  and  the  virologists  still 
seem  to  be  some  distance  apart.” 

This  book  deals  with  a symposium  of  virus  menin- 
go-encephalitis held  in  England  and  attended  by 
neurologists,  virologists,  neuro-pathologists,  and  prac- 
ticing physicians.  It  is  most  interesting  to  read  and 
points  up  the  confusion  that  now  exists  in  relation 
to  viral-meningo-encephalitis.  It  would  seem  that  a 
great  deal  of  work  has  yet  to  be  done  before  we  are 
going  to  be  able  to  adequately  diagnose  the  various 
viral  illnesses.  It  would  also  seem  that  in  order  to 
be  accurate  one  must  get  the  viral  culture  either 
from  the  blood  or  the  spinal  fluid  in  cases  of  menin- 
go-encephalitis. The  authors  spoke  of  one  test  that 
was  particularly  intriguing  and  perhaps  is  not  known 
to  many  clinicians.  This  is  a test  to  differentiate 
tubercular-meningitis  from  viral-meningitis.  The  test 
involves  giving  labeled  sodium  bromide  orally  to 
the  patient  and  24  hours  later  measuring  the  up-take 
in  the  blood  and  the  spinal  fluid.  The  bromide  ratio 
is  estimated  and  if  one  gets  equal  amounts  in  the 
spinal  fluid  and  the  blood,  then  he  is  safe  to  embark 


upon  a treatment  for  tubercular-meningitis,  rather 
than  wait  for  the  viral  studies  to  be  completed.  This 
test  was  published  in  the  British  Medical  Journal, 
Vol.  I,  page  705,  1960,  by  Crook  and  others. 

This  book  is  not  one  to  be  used  in  the  clinical 
equipment  of  the  physician,  but  rather  one  to  be 
used  to  understand  the  difficulties  in  differentiating 
viral  diseases. 

ROBERT  A.  TIDWELL,  M.D. 

Executives'  health  secrets. 

By  William  P.  Shepard,  M.D.,  Former  Medical  Director  of  the 
Metropolitan  Life  Insurance  Company,  268  pp.  Price  $4.95. 
The  Bobbs-Merrill  Company,  Inc.,  New  York.  1961. 

In  a time  when  so  many  publications  about 
health  have  their  conception  in  the  publishers’ 
offices  and  are  mediated  through  the  pens  of  men 
of  posture,  this  is  a “classic.”  Creditably,  it  does 
make  some  common  sense  suggestions  that  shouldn’t 
need  to  be  made.  Conversely,  the  author  ranges 
far  afield  in  anecdote  and  “science”  to  elucidate 
executive  behavior,  its  ills,  and  treatment. 

I can  recommend  this  easy  reading  to  those 
physicians  and  executives  who  find  certain  weekly 
and  monthly  periodicals  always  on  their  desk  or 
night  tables.  “The  Grapes  of  Wrath”  is  available 
in  paper-back  at  a fraction  of  the  cost,  if  reading 
time  is  precious. 

JAMES  CROSBIE,  M.D. 


c 

V^_>!oca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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PROFESSIONAL  class ified 


Practice  Opportunities 

GP  ASSOCIATE  DESIRED 

Association  with  two  physicians,  20  bed  well  equip- 
ped hospital.  Population  3,000.  Share  week-end 
and  night  calls.  Generous  time  off  for  vacations  and 
post-graduate  study.  Basic  salary  plus  office,  nurse 
and  equipment  provided.  Excellent  hunting,  fish- 
ing, skiing,  golf  and  boating.  For  further  information 
contact  C.  Cobb,  M.D.,  Cle  Elum,  Wash. 

GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP  s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 

GERIATRICS  OR  GENERAL  PRACTICE 

For  Rent:  Three  room  medical  suite  within  three 
blocks  of  geriatric  housing  unit  now  under 
construction.  Building  contains  three  modern  office 
suites  and  physician’s  living  apartment  and  may  be 
expanded  to  five  or  more  medical  suites.  Has  ten 
car  parking  lot,  double  garage  and  is  wired  for  x-ray 
or  dental  equipment.  Located  in  the  central  hospital 
area  of  Portland  with  adjacent  laboratory  and  pharm- 
acy facilities.  Option  for  investment  in  this  property 
if  desired.  For  further  information,  write  Box  6-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle  1,  Wash. 

PUBLIC  HEALTH  PHYSICIANS  WANTED 

Physicians  with  experience  and/or  training  for  MCH, 
Radiological  Health,  V.D.  Control  Programs,  also 
County  Health  Officer  positions.  Must  be  eligible  for 
licensure  in  Oregon.  Salary  open  depending  on  quali- 
fications within  monthly  range  of  $990  to  $1,330. 
Apply  to:  Mr.  Alfred  T.  Johnson,  personnel  director, 
Oregon  State  Board  of  Health,  P.O.  Box  231,  Port- 
land 7,  Oregon. 

GENERAL  PRACTITIONER  WANTED 

Busy  Seattle  South  End  Clinic  needs  a GP.  $1,000 
a month  to  start,  full  partnership  shortly.  Ample 
time  off  for  study  and  recreation.  Write  Box  9-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

PRACTICE  OPPORTUNITY-SOUTHEAST  IDAHO 

Orthopedic  Surgeon  offers  his  long  established  prac- 
tice for  sale.  Grossing  over  $6-5,000.  Excellent  hos- 
pitals. Will  give  all  the  help  possible  in  transfer. 
Write  Box  10-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 


GP  LOCUM  TENENS 

Busy  4 man  group  needs  GP  stat  for  6 months  due 
to  illness  of  partner.  15  miles  North  of  Seattle  (30 
min.  to  Worlds  Fair).  $1,000  or  more  per  month 
depending  on  qualifications.  Write  or  call  collect 
Doctors  Clinic  of  Lynnwood.  PR  6-3116. 

GP'S  WANTED-FIRST  HILL  SEATTLE 

Two  qualified  M.D.’s  to  associate  with  established 
general  practice  clinic.  Call  EA  3-0770  or  write  1001 
Broadway,  Suite  218,  Seattle  22,  Wash. 

Location  Desired 

LOCUM  TENENS  FOR  AUGUST  1962 

Full  time  assistant  professor  at  northeast  medical 
school,  board  qualified  in  internal  medicine,  avail- 
able for  general  or  internal  medicine  practice.  Please 
indicate  procedure  for  state  licensure,  using  national 
boards  and  obtaining  temporary  hospital  privileges. 
Write  Box  8-D,  Northwest  Medicine,  500  Wall  St.. 
Seattle,  Wash. 

Real  Estate 

OLYMPIC  VIEW  STOCK  RANCH 

Panoramic  Olympic  vista  show  place.  68  acres;  55 
in  grassland,  fenced.  Towns  25  minutes  on  black-top 
roads.  Complete  working  farm  equipment,  includes 
2 tractors,  1 % T truck,  tractor  mower  and  much 
more.  2 large  barns,  stock  sheds,  4 unit  shop-garage. 
Nice  3 bedroom  ranch  home,  fireplace,  completely 
furnished  plus  good  piano  and  new  17  cu.  ft.  freezer. 
Everything  in  apple  pie  order,  ready  to  move  in. 
Full  price  $21,000,  $8,500  down,  (Adjacent  120 
acres  may  be  purchased ) . Shown  by  appointment. 
Evenings:  Contact  Mr.  John  Devereux,  HArrison 
6-3500  or  call  HA  6-6592  anytime.  Mann  Real 
Estate,  Shelton,  Wash. 

Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 

OFFICE  SPACE-RICHLAND 

Medical  suite  available  May  1;  air  conditioned  build- 
ing. Ample  parking.  Will  decorate  to  specifications. 
Write  Mr.  Maury  Kirkpatrick,  1385  George  Wash- 
ington Way  or  phone  collect:  WH  4-6280. 
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NEW  MEDICAL  CLINIC-SUBURBAN  SEATTLE 

Six-rooms  on  busy  arterial  in  Burien  District.  Terrific 
location  near  schools,  hospitals  and  apartments  in 
fast  growing  area.  Phone  LA  2-7392. 

MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

VIEW  OFFICE-MEDICAL  DENTAL  BLDG.— SEATTLE 

1200  sq.  ft.,  modern  office  in  new  wing,  suitable  for 
internist,  GP,  pediatrician  or  surgeon.  Furnishings 
and  equipment  optional.  Contact  Mr.  John  Butler, 
905  E.  Columbia,  Seattle,  EA.  3-6127. 


NORTH  CITY  OFFICE  BUILDING— SEATTLE 

3300  sq.  ft.  on  ground  floor  adjoining  dental  office  in 
busy  shopping  district.  Parking  for  60  cars.  Will 
divide  to  specifications.  Write  or  call  Mr.  Driscoll, 
17529  15th  Ave.  N.E.,  Seattle  55,  phone  EM  2-9777 
or  VA  2-6791. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 

MEDICAL  DENTAL  CLINIC  FOR  LEASE 

4 units  to  be  constructed  in  Lynnwood,  Wash.,  the 
center  of  rapidly  growing  South  Snohomish  County, 
twenty  minutes  north  of  Seattle.  Located  one  mile 
north  and  one  mile  west  of  two  proposed  hospital 
sites.  For  information  call  PR  8-2700  or  write  Box 
387,  Lynnwood. 


OFFICE  SPACE-TACOMA 

Established,  well  equipped  medical  center  has  office 
space  available  for  general  specialties  and  general 
practices.  Low  overhead.  1302  North  I Street. 
FU  3-1717 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM , Inc. 
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Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Chica- 
go, June  24-28,  1962;  Atlantic  City, 
June  17-21,  1963;  San  Francisco, 
June  22-26,  1964 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963;  Miami  Beach,  Nov.  29-Dec. 
3,  1964. 

Biennial  Western  Conference  on  Anes- 
thesiology— Mar.  25-28,  1963,  Hono- 
lulu 

Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963, 
Sun  Valley 

North  Pacific  Pediatric  Society — Apr. 
18-20,  1962,  Seattle 
Pres.,  Robin  Overstreet,  Eugene 
Sec.,  Loy  Swinehart,  Boise 
North  Pacific  Society  of  Internal  Medi- 
cine— Sept.  7-8,  1962,  Vancouver, 

B.C. 

Pres.,  R.  B.  Hanford,  Spokane 
Sec.,  F.  E.  Cleveland,  Seattle 
North  Pacific  Society  of  Neurology  and 
Psychiatry 

Pres.,  Robert  S.  Dow,  Portland 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research 
— Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Oregon  State  Medical  Society — Sept.  26- 
28,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18.  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O'Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska.  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 


Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 
Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Puyallup  Valley  Surgical  Society — 4th 
Tuesday  (Sept.-May) 

Pres.,  K.  H.  Sturdevant,  Puyallup 
Sec.,  V.  M.  Murphy,  Sumner 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gynecological  Society  — 3rd 
Wenesday  (except  June-Aug.,  Dec., 
Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 
Spokane  Society  of  Internal  Medicine 
Pres.,  Robert  Parker 
Sec.,  Robert  Burroughs 
Spokane  Surgical  Society 
Pres.,  G.  E.  Schnug 
Sec.,  F.  M.  Lyle 

Tacoma  Academy  of  Internal  Medicine 
— 1th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 
Tacoma  Surgical  Club — May  5,  1962,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice— May  17-19,  1962,  Bellingham 
Pres.,  Arthur  B.  Watts,  Bellingham 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion— Apr.  14,  1962,  Seattle 
Pres.,  Hugh  H.  Nuckols,  Seattle 
Sec.,  Robert  C.  Beck.  Walla  Walla 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  D.  P.  Christie,  Seattle 
Sec.,  J.  T.  Houk,  Seattle 
Washington  State  Society  of  Allergy — 
May  25-26,  1962;  Sept.  17-18,  1962, 
Wash.  Athletic  Club,  Seattle 
Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 
Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 
Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson.  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 
Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Oct.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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plus  good  diet  andli.  orderly  bowel  habits 


— Caroid  and  Bile  Salts  Tablets — particularly  for  those  who 
must  break  the  harsh  laxative  habit. 


The  effective,  mild  action  of  Caroid  and  Bile  Salts  weans  patients  from  this  habit;  helps 
break  up  the  vicious  circle  of  constipation  — harsh  laxative  use  — increased  constipation; 
helps  you  return  your  patients  to  physiologic  laxation.  Caroid  improves  normal  digestion 
of  proteins.  Bile  Salts  increase  flow  of  natural  bile  from  the  liver.  Minimal  amounts  of 
phenolphthalein  and  cascara  sagrada  gently  stimulate  peristalsis  and  encourage  a regular 
and  normal  elimination  pattern. 


With  your  guidance,  and  as  therapy  with  Caroid  and  Bile  Salts  progresses,  most  patients 
will  discover  that  there  is  no  need  for  harsh  laxatives.  Many  will  be  able  to  discontinue 
laxatives  entirely. 


to  return  your  patients 
to  physiologic  laxation 


BREON  LABORATORIES  INC. 
American  Ferment  Div. 

New  York  18,  N.  Y. 


Library, 

| College  of  Phy .of 
19  South  22nd  3tre< 
Philadelphia  3, Pa. 


you  can  prevent  or  modify  with 


This  highly  purified  globulin  fraction  derived  from  hyperimmunized  donors  can 
impart  passive  immunity  and  reduce  the  rate  of  complications  in  whooping  cough. 
Hypertussis  is  as  reaction-free  as  gamma  globulin,  and  is  superconcentrated  to 
permit  smaller  dosage  volume:  each  134  cc.  vial  contains  the  gamma  globulin 
equivalent  of  approximately  25  cc.  of  human  hyperimmune  serum. 


if  it’s  measles,  polio  immune  globulin 

( gamma  globulin  from  human  venous  blood) 

can  establish  passive  immunity  lasting  3 to  4 weeks;  in  modification  dosage,  can 
reduce  severity  without  hindering  development  of  full  active  immunity.  Also  used 
against  infectious  hepatitis,  paralytic  poliomyelitis,  and  hypogammaglobulinemia. 
Supplied  in  2 cc.  and  10  cc.  vials. 


CUTTER  LABORATORIES 


• BERKELEY,  CALIFORNIA 

Leaders  in  Human  Blood  Fractions  Research 
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“crying  solitary  in  lonely  places” 


(diphenylhydantoin,  Parke-Davis) 


permits  a richer  life  for  the  epileptic 

“It  has  been  more  than  twenty  years  since  the  introduction  of 
diphenylhydantoin  sodium  (DILANTIN  Sodium)  as  an  anti- 
convulsant substance.  This  drug  marks  a milestone  in  the 
rational  approach  to  the  management  of  the  epileptic.”1 
In  grand  mal  and  psychomotor  seizures,  DILANTIN  is  a drug 
of  choice  for  a variety  of  reasons:  • effective  control  of  sei- 
zures1'9 • oversedation  is  not  a common  problem2  • possesses 
a wide  margin  of  safety3  • loiv  incidence  of  side  effects3  • its  use 
is  often  accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.10  DILANTIN  (diphenylhy- 
dantoin, Parke-Davis ) is  available  in  several  forms,  including 
DILANTIN  Sodium  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles 
of  100  and  1,000.  Other  members  of  the  PARKE-DAVIS  FAMILY 
OF  ANTICONVULSANTS  for  grand  mal  and  psychomotor  sei- 
zures: PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
of  100.  for  the  petit  mal  triad:  MILONTIN®  Kapseals  ( phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000; 
Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  ( methsuximide,  Parke-Davis ) 0.3  Gm.,  bottles  of 
100.  ZARONTIN®  Capsules  (ethosuximide,  Parke-Davis)  0.25 
Gm.,  bottles  of  100. 


This  advertisement  is  not  intended  to  provide  complete  information  for 
use.  Please  refer  to  the  package  enclosure,  medical  brochure , or  write  for 
detailed  information  on  indications,  dosage,  and  precautions. 


REFERENCES:  (1)  Roseman,  E.:  Neurology  11:912,  1961.  (2)  Bray,  P.  F.: 
Pediatrics  '2'.l:151,  1959.  (3)  Cliao,  D.  H.;  Druckman,  R.,  & Kellaicay,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  W.  B.  Saunders  Company,  1958, 
p.  120.  (4)  Cratcley,  J.  IV.:  M.  Clin.  North  America  1‘2:317,  1958.  (5)  Livingston, 
S.:  The  Diagnosis  and  Treatment  of  Convulsive  Disorders  in  Children,  Springfield, 
III.,  Charles  C Thomas,  1954,  p.  190.  (6)  Ibid.:  Postgrad.  Med.  '20:584,  1956. 
(7)  Merritt,  11.  11.:  Brit.  M.  J.  1:666,  1958.  (8)  Carter,  C.  H.:  Arch.  Neurol.  & 
Psychiat.  7 0:136,  1958.  (9)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F.: 
Epileptic  Seizures,  Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 
(10)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York,  The 
Macmillan  Company,  1955,  p.  187.  924*2 
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DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  therapy,  her  depression  has 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down. 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


frightens  up  the  mood,  brings  down  tension 


><  vol’s  balanced  action  avoids  “seesaw”  effects  of 
' gizers  and  amphetamines.  While  energizers  and 
r ihetamines  may  stimulate  the  patient  — they 
f n aggravate  anxiety  and  tension. 

• 1 although  amphetamine-barbiturate  combina- 
<s  may  counteract  excessive  stimulation  — they 
f n deepen  depression  and  emotional  fatigue. 

Ise  “seesaw”  effects  are  avoided  with  Deprol.  It 
hi  depression  as  it  calms  anxiety  — a balanced 
- on  that  brightens  up  the  mood,  brings  down 
esion,  and  relieves  insomnia,  anorexia  and 
r 'tional  fatigue. 

\ s rapidly  — you  see  improvement  in  a few  days. 
the  delayed  action  of  most  other  antidepres- 


sant drugs,  which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the  patient  quickly  — 
often  ivithin  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely — no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia,  hypo- 
tension, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  drugs. 

ADeprolA 

Dosage  : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary,  this 
may  be  increased  gradually  up  to  3 tablets  q.i.d.  With  establishment 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  levels. 
Composition:  1 mg.  2 -diethylaminoethyl  benzilate  hydrochloride 
(benactyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  Bottles  of 
60  light-pink,  scored  tablets.  Write  for  literature  and  samples. 


^ WALLACE  LABORATORIES / Cr anbury,  N.  J. 


CD-5858 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.S.  Pat.  Off. 

’Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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provides  rapid  relief 


Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early1-4  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.5 

Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.3'4 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 


SUPPLIED:  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References:  1-  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


Detroit  11,  Michigan 
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oRResponoence 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


"Who  speaks  the  truth—"* 

EDITOR,  NORTHWEST  MEDICINE: 

The  series  of  letters  from  Dr.  Goodman  in  the 
February  issue  of  northwest  medicine  was  very 
thought  provoking.  Certainly,  one  can  appreciate 
Dr.  Goodman’s  concern  on  the  propriety  of  granting 
“Honorary  Membership”  for  political  reasons  rather 
than  scientific  accomplishment. 

Unfortunately,  Dr.  Goodman  falls  into  the  same 
errors  he  accuses  others  of  having.  This  is  the  fault 
of  name  calling  and  political  dogmatism.  He  cate- 
gorically places  all  who  oppose  a list  of  specified 
social  plans  in  a group  he  calls  reactionary,  radical 
right , archaic  and  implies  that  these  people  have 
no  concern  for  the  vital  needs  of  the  American 
people. 

If  Dr.  Goodman  was  as  thoughtful  and  as  open- 
minded  as  he  wishes  others  of  our  profession  to  be, 
he  would  realize  that  many  of  us  are  very  mindful 
of  the  needs  of  our  fellow  humans.  He  mentions 
“Federal  Aid  to  Education,  unemployment  compen- 
sation, social  security,  scholarship  loans  to  worthy 
students,  aid  to  depressed  areas,  etc.”  as  though 
they  were  almost  sacred.  He  fails  to  separate  unre- 
lated ideas  and  further  fails  to  separate  the  ideas 
from  their  execution.  Many  of  us  realize  the  falla- 
cies of  someone  claiming  need  of  Federal  Aid  to 
almost  everything. 

Those  who  support  Federal  Aid  to  Education 
cite  the  fact  that  600,000  classrooms  are  needed 
over  the  next  10  years.  They  fail  to  mention  that 
classrooms  are  now  being  constructed  at  the  rate 
of  70,000  a year,  without  Federal  Aid  to  Education. 
Teachers’  salaries  average  more  than  $2,000  a year 
above  the  average  salary  of  12  years  ago— again 
without  Federal  Aid.  I question  whether  unemploy- 
ment compensation  should  be  granted  to  those  who 
have  no  desire  to  work,  make  no  effort  to  find  a 
job,  or  who  work  on  a seasonal  basis  with  no  inten- 

•Full  line  from  which  the  above  title  is  taken  is  found  in 

IL'Envoi  by  James  Russell  Lowell — ‘‘Who  speaks  the  truth 
stabs  falsehood  to  the  heart.”  Ed. 


tion  of  being  employed  steadily.  Does  this  make 
one  archaic?  Does  this  make  me  opposed  to  unem- 
ployment compensation? 

Modifications  in  the  Social  Security  System  should 
be  made.  Many  of  us  believe  it  should  be  on  a 
sounder  financial  basis  and  the  earnings  restriction 
should  be  much  more  liberal  than  the  present  earn- 
ings limit  set  quite  a few  years  ago.  This  would 
help  the  older  people  be  more  self-sufficient.  Is  this 
unmindful  of  the  needs  of  people?  Are  not  scholar- 
ships (not  loans)  already  being  provided  to  many 
worthy  students?  Many  loan  programs  have  been 
set  up  or  are  now  being  set  up  to  help  students 
meet  their  educational  goals. 

These  comments  are  not  to  imply  that  all  Federal 
Aid  is  evil,  but  more  complete  discussion  would  take 
many  pages.  Suffice  it  to  say  that  Dr.  Goodman 
should  realize  his  political  philosophy  is  not  all 
perfect  and  many  of  the  programs  he  advocates 
have  numerous  faults.  We  who  oppose  many  of  the 
features  of  these  programs  have  just  as  much  con- 
cern for  our  fellow  man  as  he.  When  we  contribute 
directly  of  our  time  and  substance,  our  interest  and 
knowledge  of  these  problems  is  much  greater  than 
it  would  be  if  we  grudgingly  gave  it  to  an  imper- 
sonal Federal  Government,  3,000  miles  away,  for 
distribution. 

Sincerely, 

ROBERT  H.  BEDROSSIAN 

Vancouver,  Washington 

The  ethical  blind  spot 

EDITOR,  NORTHWEST  MEDICINE: 

Doctor  Humiston’s  “Look  at  Prepayment”  (north- 
west medicine,  61:288-293,  March,  1962)  is  the 
best  consideration  of  health  insurance  I have  en- 
countered. No  half-inch-pipe  view  indeed! 

One  can  hardly  expect  an  employee  of  a service 
insurance  plan  to  come  right  out  and  say  so  but 
he  presents  the  best  argument  yet  against  service 
plans.  He  claims  service  plans  “CAN  function  with 
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a minimum  of  interference  between  patient  and 
physician”  but  prefers  “the  competitive  free  mar- 
ket.” This  of  course  means  indemnity  insurance 
which  keeps  sickness  insurance  where  it  belongs:  a 
deal  between  the  patient  and  his  insurance  company 
and  not  any  of  the  doctor’s  business. 

Apparently  his  Tacoma  “Bureau”  is  a bit  ad- 
vanced over  our  Oregon  Physicians’  Service.  OPS 
was  founded  to  introduce  an  element  of  free  market 
competition  into  a situation  where  private  “service” 
plans  had  established  a monopoly.  Now  it  and  all 
Blue  Shield  service  plans  are  merely  other  small 
and  rather  dirty  competitors  in  a huge  free  market. 
I continue  to  be  amazed  at  the  ethical  blind  spot 
which  enables  doctors  to  subsidize  their  own  insur- 
ance plan  while  they  cringe  from  touting  their  own 
brand  of  vitamin  pills. 

Of  course  a lot  of  Oregon  doctors  do  not  approve, 
since  nearly  half  of  them  do  not  participate  in  OPS. 
The  last  time  a motion  was  submitted  to  our  House 
of  Delegates  to  abandon  OPS  it  received  a barely 
courteous  hearing  and  no  vote,  which  shows  how 
well  the  non-participating  minority  is  represented 
but  that  is  another  story. 

For  now  let  us  appreciate  Doctor  Humiston  and 
hope  he  has  stimulated  some  cerebration  where  it 
seems  to  have  been  deficient  heretofore. 

Yours  truly, 

T.  L.  HYDE,  M.D. 

The  Dalles,  Oregon 

EDITOR,  NORTHWEST  MEDICINE: 

Thank  you  for  letting  me  see  Dr.  Hyde’s  letter. 
Possibly  I can  add  a couple  of  comments  for  the 
purpose  of  clarification. 

I do  not  favor  indemnity  insurance  only.  I do 
favor  strong  physician-sponsored  service  plans  in  the 
“competitive  free  market”  in  competition  with  in- 
demnity coverage. 

With  respect  to  the  “ethical  blind  spot,”  I do 
not  believe  physicians  should  subsidize  their  own 
insurance  plans.  They  should  run  them  so  that  the 
plans  are  not  subsidized  at  the  physicians’  expense. 

Respectfully, 

HOMER  W.  HUMISTON,  M.D. 

Medical  Director 
Pierce  County  Industrial  Medical  Bureau,  Inc. 

Distribution  of  smallpox  lesions 

EDITOR,  NORTHWEST  MEDICINE: 

In  the  April  issue  of  Northwest  Medicine,  Dr. 
Giedt  and  Ager  call  attention  to  the  possibility  of 
our  seeing  smallpox,  typhoid  fever,  and  various  viral 
illnesses  during  C-21.  This  article  is  most  timely. 

I should  like  to  call  attention  to  one  error.  In  dis- 
cussing smallpox  the  authors  say,  “The  lesions  (of 
smallpox)  are  usually  more  dense  on  the  trunk  than 
on  the  extremities.”  Actually  the  opposite  is  true. 


The  smallpox  lesions  are  closely  grouped,  sometimes 
almost  confluent  on  the  face  and  distal  portions  of 
the  extremities.  This  distinction  may  be  most  im- 
portant in  the  differential  diagnosis  of  smallpox. 

Sincerely, 

GEORGE  S.  KITTREDGE,  M.D. 

Tacoma,  Washington 

Clinical  nurse  or  chiropractor? 

EDITOR,  NORTHWEST  MEDICINE: 

A recent  article  in  Hospitals  (36:58,  Feb.  1, 
1962),  the  journal  of  the  American  Hospital  Asso- 
ciation, has  pointed  up  an  increasingly  important 
problem  of  our  sister  profession,  Nursing.  The 
problem  is  “How  can  the  R.N.  continue  to  give  ade- 
quate personal  patient  care  with  the  increase  of 
administrative  duties  she  is  asked  to  assume?”  The 
problem  has  become  more  acute  with  the  dwindling 
of  the  supply  of  R.N.’s  due  to  several  factors.  These 
include  the  glamour  of  other  professions  which  offer 
more  allure  and  less  demanding  responsibilities  than 
clinical  nursing  does,  lack  of  present  possibilities  of 
promotion  in  bedside  nursing  and  lack  of  adequate 
compensation  for  those  who  have  had  advanced 
clinical  nursing  training.  As  there  are  less  available 
R.N.’s  those  that  remain  are  primarily  engaged  in 
performing  administrative  and  technical  duties.  Bed- 
side nursing  has  been  largely  designated  to  auxiliary 
personnel,  the  practical  nurse  and  the  aid. 

The  patient  has  also  been  too  long  disregarded. 
The  patient  derives  comfort  and  a feeling  of  security 
from  the  presence  of  a professional  nurse  that  he 
cannot  derive  from  either  a practical  nurse  or  an  aid. 
He  deserves  to  have  someone  near  by  who  he  knows 
understands  his  needs. 

What  can  be  done  about  this  situation?  By 
whom? 

In  the  first  place,  hospital  administration  should 
be  alerted  to  the  necessity  of  ceasing  to  consider 
general  duty  nursing  as  being  the  beginning  position 
in  nursing  practice.  Clinical  practice  of  nursing 
should  be  built  up  as  a career  and  end  in  itself. 
Hospital  administrators  should  see  to  it  that  the 
bedside  R.N.  gains  as  much  respect  as  the  admin- 
istrative R.N.  Positions  with  titles  of  “Head  Clinical 
Nurse”  and  “Assistant  Clinical  Nurse”  might  well  be 
set  up.  Hospitals  should  so  arrange  their  budgets 
that  adequate  financial  compensation  is  provided 
for  the  excellent  clinical  R.N. 

Foremost,  however,  leadership  of  this  move- 
ment should  come  from  the  medical  profession. 
Physicians  might  ask  themselves  “If  I were  ill  whom 
would  I want  to  take  care  of  me?”  The  obvious 
answer  must  also  automatically  apply  to  “Whom  do  I 
want  to  take  care  of  my  patients?”  The  medical  pro- 
fession should  take  an  active  interest  in  this  prob- 
lem. It  should  sponsor  programs  to  recruit  young 


380 

Northwest  Medicine,  May  1962 


women  to  join  the  nursing  profession  and  should 
sponsor  scholarships  for  nurses. 

The  average  physician  is  appalled  at  the 
thought  of  a chiropractor  caring  for  an  ill  patient. 
He,  however,  does  not  seem  to  be  perturbed  when 
someone  practically  from  “off  the  street”  is  assigned 
to  the  intimate  bedside  care  of  his  patient. 

HOMER  V.  HARTZELL,  M.D. 

Seattle,  Washington 

Radiation— regulation  and  registration 

EDITOR,  NORTHWEST  MEDICINE: 

In  the  spring  of  1960,  an  act  was  passed  in  Wash- 
ington State  with  the  following  title:  “Development, 
regulation  and  utilization  of  sources  of  ionizing  radi- 
ation.” This  was  done  for  three  reasons:  (1)  for 
protection  of  public  health  and  safety;  (2)  to  en- 
able the  United  States  Government,  through  the 
Atomic  Energy  Commission  to  turn  as  many  of  its 
functions  back  to  the  State  level  as  possible;  and 
(3)  to  promote  a program  to  permit  maximum 
utilization  of  sources  of  ionizing  radiation  within  the 
state  consistent  with  health  and  safety  of  the  public. 
With  this  act,  the  State  Department  of  Health  also 
became  the  State  Radiation  Control  Agency  under 
its  director,  Dr.  Bucove.  The  act  provided  that  the 
director,  with  the  approval  of  the  governor,  appoint 
a technical  advisory  board  on  radiation  control 
(TABRAC).  The  nine  members  appointed  to 
TABRAC  provide  representation  of  the  healing  arts, 
research,  industry  and  other  users  of  ionizing  radia- 
tion or  experts  in  any  field  of  physiological  effects 
of  ionizing  radiation.  TABRAC  has  responsibility  to 
advise  on  matters  of  policy  and  approve  rules  and 
regulations  under  the  directorship  of  Dr.  Bucove. 
Shoe-fitting  fluoroscopes  are  outlawed. 

Norman  Bolker,  Spokane;  Edward  Cadman,  We- 
natchee; and  David  Christie,  Seattle,  represent  the 
medical  profession;  Cecil  Feasel,  of  Seattle,  repre- 
sents the  state  dentists.  Reverend  Joseph  P.  Nealen, 
J.S.,  Spokane;  H.  M.  Parker  of  the  Hanford  Atomic 
Energy  Project;  W.  H.  Hannah  of  Bremerton;  and 
Peter  Wooton  of  Seattle  add  their  knowledge  of 
basic  physics  and  health  sciences.  Mr.  Leo  H.  Long 
of  Tacoma  represents  the  industries  in  the  state 
using  ionizing  sources  of  radiation. 

It  is  hoped  the  services  of  a health  physicist, 
certified  by  the  American  Board  of  Health  Physics, 
will  be  available  to  the  Department  in  carrying  out 
its  responsibilities,  when  the  need  develops. 

Universities  in  the  state  are,  or  probably  will  be, 
involved  in  the  field  of  nuclear  physics  and  these 
activities  will  probably  expand  in  scope.  Boeing  may 
be  dealing  with  atomic  fuels  in  the  future.  Besides 
x-ray  machines  used  in  the  healing  arts  and  den- 
tistry, there  are  about  140  AEC  licenses  in  the 
state  and  165  from  other  areas  authorized  to  bring 
radioactive  material  into  the  state  for  temporary  use. 

Most  states  are  participating  in  a radiation  sur- 
veillance network  (RSN).  This  program  was  estab- 


lished by  the  Public  Health  Service  on  contract  to 
the  Atomic  Energy  Committee  in  1956.  Federal 
responsibility  is  assigned  to  PHS  and  operation  de- 
pends on  state  activity.  This  survey  information  of 
environmental  contamination  is  pooled  and  evalu- 
ated nationally.  Air  sampling,  rain  and  surface  wa- 
ters, vegetables  and  milk  are  studied  for  amounts 
and  kinds  of  radioactivity. 

Since  1958,  dentists  throughout  the  state  have 
been  participating  in  surveys  of  their  office  x-ray 
equipment.  Information  derived  from  film  pack 
surveys,  and  a method  called  Sur-Pak,  is  the  basis 
for  helpful  recommendations  being  made  to  den- 
tists to  improve  safety  of  their  machines.  They  are 
in  full  cooperation  with  the  project.  On  the  initial 
survey  about  70  per  cent  of  the  x-ray  machines 
needed  additional  filtration  and  43  per  cent  needed 
additional  coning  devices. 

TABRAC  is  in  the  process  of  forinulating  plans 
for  registration  of  all  ionizing  sources  of  radiation 
within  the  state.  Within  six  to  twelve  months,  reg- 
istration forms  will  be  sent  to  all  persons  or  com- 
panies within  the  state  possessing  sources  of  ioniz- 
ing radiation. 

The  law  is  not  set  up  to  dictate  to  the  medical 
profession  how  and  when  radiation  may  be  used 
for  medical  purposes.  If  there  are  any  comments, 
questions  or  suggestions  from  members  of  the  medi- 
cal profession,  please  direct  them  to  one  of  the 
members  of  TABRAC:  Norman  Bolker,  M.D.,  W 
104  Fifth  Avenue,  Spokane  4;  Edward  F.  Cadman, 
M.D.,  Box  489,  Wenatchee;  or  myself. 

Yours  very  truly, 
DAVID  P.  CHRISTIE,  M.D. 

1001  Broadway,  Seattle  22 

Invitation  to  brunch 

EDITOR,  NORTHWEST  MEDICINE: 

The  American  Medical  Women’s  Association  ex- 
tends an  invitation  to  all  women  physicians  attend- 
ing the  AMA  annual  meeting  in  Chicago  to  be  guests 
of  the  AMWA  at  a brunch  on  Sunday,  June  24, 
1962,  at  11:00  A.M.  at  the  Essex  Inn,  800  South 
Michigan  Avenue. 

“Medical  Woman  Power— Can  it  be  used  more 
efficiently,”  will  be  the  topic  of  discussion  by  a panel 
with  audience  participation. 

Those  wishing  to  attend  are  requested  to  fill  out 
and  return  the  coupon  below. 

Yours  very  truly, 

JESSIE  LAIRD  BRODIE,  M.D. 

Executive  Director 

American  Medical  Women’s  Association 
1790  Broadway,  New  York  19,  N.  Y. 

I will  accept  your  invitation  to  the  Brunch  on 
June  24,  at  the  Essex  Inn  in  Chicago,  Illinois. 


Name  (Please  print) 

Address  City  
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PERCODAN  BRINGS  SPEED... DURATION... 


AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


PE  RCODAN 


(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 


fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 
Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose:  1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  "U.S,  Pats.  2,628,185  and  2,907,768 


Long-term  effectiveness  of  METICORTEN  continues 
to  be  demonstrated  in  J.  G.,  the  arthritic  miner  whose 
case  was  first  reported  a year  ago  and  who  is  leading 
a fully  active  life  today,  after  seven  years  of  therapy. 

before  MeticorteN— Rheumatoid  arthritis  commencing  in  1949  with  severe  shoulder 

joint  pain Subsequent  involvement  of  elbows  and  peripheral  joints  with  swelling  and 

loss  of  function. . , . Complete  helplessness  by  1951  (fed  and  dressed  by  wife) Unable  to 

work  despite  cortisone,  gold  and  analgesics Hydrocortisone  ineffective  in  1954.  since 

MeticorteN  —Prompt  improvement  with  MeticorteN,  begun  April  2,  1955 Returned 

to  work  that  same  year — Maintained  to  date  on  MeticorteN,  10-15  mg./day,  without 
serious  side  effects  and  without  losing  a day’s  work  at  the  mine  because  of  arthritis. . . . 
Joint  pain  still  controlled  and  full  use  of  hands  and  limbs  maintained.  The  foregoing  information  is  derived  directly 
from  a case  history  provided  by  Joel  Goldman,  M.D.,  Johnstown,  Pa.  Original  photograph  of  Dr.  Goldman’s  patient 
taken  November  10,  1960;  follow-up  photographs,  November  29,  1961.  MeticorteN,®  brand  of  prednisone.  For 
complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  New  Jersey.  s.oio 


remember  this 
arthritic  miner, 
doctor? 

he’s  still  working 
after  another 
successful  year 
(his  7 th) 
on  Meticorten® 

brand  of  prednisone 


4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians'  Desk  Reference  or 
write  Cl  BA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/  1002MI 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 
one  Rx:  §ER*>AP~ES  ciba 
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Emotional  control  regained. ..a  family  restored... 
thanks  to  a doctor  and  ’Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 


outweigh  its  possible  undesirable  effects. 

Of  special  value  in  mental  and  emotional 
disturbances:  Tablets  for  initial  therapy; 
Injection  (Ampuls  and  Vials)  for  prompt 
control;  Spansule®  sustained  release  cap- 
sules for  all-day  or  all-night  therapy  with 
a single  oral  dose. 

Smith  Kline  & French  Laboratories 


Thorazine® 


Experience  in  over  14,000,000  Americans  brand  of  chlorPromazme 

confirms  the  fact  that,  in  most  patients,  A fundamental  drug 

the  potential  benefits  of  ‘Thorazine’  far  in  both  office  and  hospital  practice 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


Posed  by  professional  models. 


When  you  prescribe  Trancopal  you  can  see  how  this  “tranquilaxant”  speedily  helps  the  anxious  patient. 
It  quiets  his  psyche  — and  this  quieting  helps  relax  tense  muscles.  It  eases  muscle  spasm  — and  this 
easing  helps  put  the  mind  at  rest. 


DeNyse1  notes  that  the  effect  of  Trancopal  as  a quieting  agent  “.  . . may  play  a part  in  the  skeletal 
muscle  relaxing  results  obtained.”  Gruenberg2  used  Trancopal  to  treat  patients  with  musculoskeletal 
disorders,  and  commented:  “In  addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and  irritability  in  a number  of  patients.” 


Trancopal  has  an  unsurpassed  record  of  safety.  Very  few  side  effects  occur  with  Trancopal. 
You  may  see  them  in  only  about  two  out  of  a hundred  patients,  and  they  will  almost  always  be  mild. 

Available:  200  mg.  Caplets®  (green  colored,  scored) , bottles  of  100 
100  mg.  Caplets  (peach  colored,  scored) , bottles  of  100 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily; 

children  (5  to  12  years) , from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing  be  sure  to  consult  Winthrop’s  literature  for  additional 
information  about  dosage,  possible  side  effects  and  contraindications. 


References : 1.  DeNyse,  D.  L.  : M.  Times  87:1512  (Nov.)  1959. 
2.  Gruenberg,  F. : Current  Therap.  Res.  2:1  (Jan.)  1960. 


LABORATORIES  New  York  18,  N.Y. 

IMBN 
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effective 

fluid 

maintenance 

therapy 

FOR  OVER  80%  OF  YOUR  PATIENTS 

Isolyte • M 


COMPOSITION  PER  LITER 

Dextrose 

Cm. 

Milliequivalents 

Calories 

mOs. 
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K +” 
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HPO.= 

50 

40 
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ISOLYTE  M 

Maintenance  Solution 


5%  DEXTROSE 


*•*  me.  (limit.  cm* 
^AT82  1320S202A 


VaCOLI* 


04k»^ 

Wo*cr  * 


usevC  ASif*’- 

m ten*1*'*’ 

CONOTUU  'J-' 

OlAt 

SNOU-OCtfCC*’ 


the  finest 
parenteral 
system 


Safety 

through 

Simplicity 


DON  BAXTER  INC  GLENDALE.  CALIFORNIA 


‘6.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


i 


CORTISPORIN’ 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

'/2  oz.  and  VB  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

*/2  oz.  and  Ya  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Worcester  City  Hospital 
Worcester,  Mass 


Los  Angeles  Cty.  Gen.  Hosp 
Los  Angeles,  California 


Massachusetts  Mem.  Hosps 
Boston,  Massachusetts 


(Pick 


& Guaranteed  by  'A 
,Good  Housekeeping  J 

iovumtP 


WHY 

THEY 

DO* 


PARENTS 
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i h roughness . . . Filter  Queen’s  sustained  peak 
ii  on  power  means  a complete  cleaning  job. 

i nee . . . Filter  Queen  was  described  in  the  AM  A 

i nal  as  the  quietest  vacuum  cleaner  tested. 

cipactness... Filter  Queen  is  a sensible  size, 
n ing  it  easy  to  store  when  not  in  use. 

f ed ...  Filter  Queen  substantially  reduces  the 
r necessary  to  clean  an  area. 

e utility. . . Filter  Queen  shampoos,  waxes  and 
o ihes,  as  well  as  cleans. 

' se  10  hospitals  are  just  representative  of  the  numer- 
u:  iospitals  throughout  the  continent  who  have  learned 

ii  Filter  Queen  is  without  question,  the  finest  sanita- 
looystem  for  hospitals  and  homes.  Call  the  Filter  Queen 
e£ir  'n  your  area,  or  write  Health-Mor,  Inc.,  Filter 
on  Division,  203  N.  Wabash,  Chicago  1,  Illinois. 
0 in  the  Yellow  Pages. 


Filtration . . . Filter  Queen  actually  filters  the  air, 
gives  maximum  protection  against  dust. 

Sanitation... Filter  Queen  traps  and  holds  dust 
and  dirt,  never  scatters  them. 

Convenience... Filter  Queen  has  no  bag  to 
empty,  so  there’s  no  dirt  to  touch,  no  dirt  to  see. 

Deodorization... Filter  Queen  enables  hospital 
areas  to  be  deodorized  while  they’re  being  cleaned. 

Durability ...  Filter  Queen  is  built  to  last...  un- 
conditionally guaranteed  by  the  manufacturer. 

Filter  Queen 

HOME  SANITATION  SYSTEM 

A Product  of  Health-Mor,  Inc. 

In  Mexico:  Industrias  Filter  Queen  S.A.,  A v.  Insurgentes  #194, 
Mezanine,  Mexico  7,  D.F. 

In  Canada:  Filter  Queen  Corp.,  Ltd.  252  Victoria  St.,  Toronto  1,  Ont. 
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Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  "reminder”  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate)  10 
Vitamin  B2  (Riboflavin) 

Niacinamide 

Vitamin  C (Ascorbic  Acid)  300 

Vitamin  B6  (Pyridoxine  HCI)  2 

Vitamin  Bl2  Crystalline  4jnc 

Calcium  Pantothenate 


Recommended  intake:  Adults,  1 capsule  d 
or  as  directed  by  physician,  for  the  treatr  i 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  €3 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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Hungry 
for  flavor? 
Tar  ey  tons 


S Tareytoi 

PS 

m 

: • ■ 

L AMk 

K I\J  ST® 

j\$;  ||  W 

■ 

V DUALFIU® 

Flavor  you  never  thought  you’d  get 
from  any  filter  cigarette! 

If  you’re  hungry  for  flavor,  Tareyton’s  got  plenty— and  it’s  plenty- 
good!  Quality  tobaccos  at  their  peak  go  into  Tareyton.  Then  the 
famous  Dual  Filter  brings  out  the  best  taste  of  these  choice  tobaccos. 
Try  a pack  of  Dual  Filter  Tareytons— you'll  see! 


Dual  Filter  makes  the  difference 


Product  of  lAntAc&wn  ■/<  fairer-  Vfnyicirty  — 

c/u&z&eo  is  our  middle  name  © * 


DUAL  FILTER  TQVCytOTl 
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convenient 

Fast-acting  NaClex  spares  your  patient  the 
inconvenience  of  long,  drawn-out  diuresis. 
Taken  in  the  morning,  or  by  early  afternoon,  it 
completes  desired  water  loss  before  bedtime. 


persevering 

Although  fluid  excretion  returns  to  nearly 
normal  12  hours  after  one  NaClex  tablet, 
the  excretion  of  sodium  and  chloride 
ions  continues  above  control  values 
for  24  hours  or  more. 


reassuring 

Prompt  fluid  and  weight  losses  with 
NaClex  encourage  your  patients, 
promote  confidence  and  cooperation. 
NaClex  often  allows  a more  liberal 
dietary  salt  intake  for 
selected  patients. 


versatile 

Also  an  effective  antihypertensive  agent, 
NaClex  can  be  used  alone  in  mild 
hypertension  or  used  to  potentiate 
other  hypotensive  drugs.  Since 
patients  seldom  develop  a tolerance 
to  NaClex,  it  can  often  be  used  with 
continuing  efficacy  in  the  long-term 
ancillary  treatment  of  congestive 
heart  failure,  hypertension,  or  obesity 


Each  NaClex  tablet  contains 
benzthiazide,  50  mg. 


•R.  V.  Ford:  Cur.  Ther.  Research, 
2:51.  1960. 


A.  H.  Robins  Co.,  Inc. 
Richmond,  Virginia 


benzthiazide 

Robins 


completes 
82%  of  its 
diuretic 
effect 
in  just 
6 hours- 
96% 
in  12!* 


A 

4 ' 


1 


"relief  of  symptoms  is  striking  with  Rautrax-N”+ 

tensive  effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

fHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 

Rautrax-N  Sau,BB 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride  'raudixin'®,  'rautrax-®,  and'  naturetin-®  are  squibb  trademarks. 
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Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


“[BanthTne®]  . . . effectively 
inhibits  motility  of  the  gas- 
trointestinal and  genitouri- 
nary  tracts.  _ . [Pro- 
BanthTne]  is  somewhat  more 
potent. . . 


[“The  value  of  Banthlne  . . . can 
fbe  considered  established.  . . . 
Pro-BanthTne  is  a more  potent 
jcholinergic  blocking  agent  . . . . 
[the  incidence  of  untoward  re- 
actions is  less.’  ^^^^M^^^ 


“[Banthlne].  Extraordinarily 
effective.  . . . Prefer  even 
newer  Pro-BanthTne. . . .” 


[“...diminishes  gastric  secretion  and 
'reduces  gastric  and  intestjpal  mo- 
tility  less  liable  than  atropine  to 

produce  dryness  of  the  mouth "d 


i"The  basal  gastric  secretion! 
rof  duodenal  ulcer  patients' 
,may  be  significantly  reduced 
' . . . . The  pain  associated  with 
.hypermotility  may  be  promptly 
[relieved. . . 


> “[BanthTne]  . . . has  sufficiently* 
(selective  action  ...  to  recom- 
mend its  use  as  an  adjuvant 
lagent.  . . . [Pro-BanthTne] 
cause[s]  fewer  side  effects/^^| 


. . its  effect  is  2 to  5 times  greater 
than  BanthTne  and  side  effects  are, 
reduced  or  absent. 


a:  a- 
ua  <C  co 

tr  a 2 
a w 2 
X ^ 
O H* 


“Pro-BanthTne  may  also  relieve  pain  by  its  effect  on 
the  sympathetic  nervous  system.  It  depresses  gastric 
secretion  and  motility  which  in  turn  diminishes  pan- 
creatic output/jjfc-r^”-;  .. 


PRO-BANTHINE 

{brand  of  propantheline  bromide) 


G.  D.  S EARLE  &.  CO.,  CHICAGO  80,  ILLINOIS  Research  in  the  Service  of  Medicine 
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Letters  to  Legislators 


The  Greeks  did  not  have  the  word  letter— it 
derives  from  Latin— but  they  gave  us  democracy 
and  today  democracy  depends  very  much  on  let- 
ters. Letters  to  legislators  provide  the  nearest 
approach  to  the  Greek  system  in  which  all  free- 
men participated  in  government.  On  any  issue  of 
vital  importance  every  citizen  ought  to  express 
his  views  and  give  his  representative  his  opinion. 
Only  thus  may  a representative  form  of  govern- 
ment be  truly  representative.  Abandonment  of 
this  responsibility  of  citizenship  leads  to  tyranny. 

It  is  not  in  any  way  an  exaggeration  to  state 
that  the  issue  of  socialization  of  medicine  is  of 
the  greatest  possible  importance  to  the  nation 
and  to  the  medical  profession.  Socialization  has 
already  gone  a long  way  in  this  country  and  if 
medicine  succumbs,  the  process  will  go  much 
farther,  much  faster. 

Neither  is  it  an  exaggeration  to  state  that,  if 
the  present  attempt  to  initiate  socialization  of 
medicine  is  defeated,  other  encroachments  of 
government  on  private  activities  will  be  slowed 
and  reversal  will  still  be  possible.  Support  of  the 
philosophy  of  conservatism  is  increasing  rapidly. 

If  government  can  be  kept  from  controlling 
medicine  now,  conservatism  can  ultimately  save 
the  nation  from  complete  socialization. 

Thus  there  is  no  other  issue  of  more  import- 
ance than  that  of  the  socialization  of  medicine, 
for  which  those  interested  in  the  socialist  ap- 
proach are  trying  to  pave  the  way  by  promoting 


the  King-Anderson  Bill.  If  they  succeed,  they 
will  have  won  a victory  much  greater  than  the 
mere  establishment  of  the  services  it  provides. 
If  they  fail,  there  will  be  time  to  develop  strength 
in  other  areas.  At  this  point  medicine  must  bear 
the  entire  burden  of  preserving  freedom. 

Those  who  wish  to  start  the  process  of  putting 
medicine  under  control  by  government  realize 
the  situation  very  well  indeed.  Their  bread  and 
circuses  approach  culminates  this  month  in  a 
circus-like  performance  at  Madison  Square  Gar- 
den on  May  20.  There  the  President  himself  will 
take  center  stage  to  address  a carefully  picked 
audience  of  some  20,000  elderly  persons.  They 
would  not  have  resorted  to  this  type  of  show 
staging  had  they  been  completely  confident  of 
victory.  Their  case  is  weak  and  they  know  it, 
but  they  want  desperately  to  win  it. 

There  is  only  one  way  to  bring  the  benefit 
of  representative  government  to  bear  on  this 
issue,  so  vital  now  to  medicine,  so  vital  later  to 
the  entire  nation.  Letters  and  telegrams  must 
pour  into  Washington  in  volume  sufficient  to 
convince  legislators  of  the  opinion  of  their  con- 
stituents. The  critical  time  is  approximately  at 
the  time  this  issue  of  the  journal  reaches  sub- 
scribers. 

WRITE  OR  WIRE  YOUR  CONGRESSMAN 
AND  SENATORS  NOW-AND  ASK  OTHERS 
TO  DO  THE  SAME.  IT  IS  NOT  LATER  THAN 
WE  THINK— IT  IS  RIGHT  NOW.  ■ 
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Especially  useful  in  chronic  pain,  Darvon'  Compound-65  effectively  re- 
lieves inflammation  and  pain  . . . does  not  cause  addiction  or  tolerance  ( ...  and  Darvon 
Compound-65  doesn’t  require  a narcotic  prescription).  Each  Pulvule®  Darvon  Compound-65  pro- 
vides 65  mg.  Darvon",  162  mg.  acetophenetidin,  227  mg.  A.  S.  A.®,  and  32.4  mg.  caffeine.  Usual  dosage  is 
1 Pulvule  three  or  four  times  daily.  This  is  a reminder  advertisement.  For  adequate  information  for  use, 
please  consult  manufacturer’s  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

DARVON*  COMPOUND-65 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly);  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 
(a-J-4-dimethylamino-1,2-diphenyl-3-methyl-2-propionoxybutane  hydrochloride);  A.S.A.®  (acetylsalicylic  acid,  Lilly)  220212 
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ORIGINAL  ARTICLES 


A General  Practitioner  Looks  At  Medical  Education 


ROBERT  H.  T I N K E R,  M.D.  Portland,  Oregon 


Why  should  you  who  have  been  educated  be 
interested  in  medical  education?  You  now  have 
what  the  Internal  Revenue  Service  terms  a capi- 
tal asset,  but  you  also  have  intellect,  and  intel- 
lect is  the  reason  you  chose  the  long,  difficult 
and  expensive  road  to  your  present  prosperity. 
However,  there  are  better  reasons  than  an  ex- 
ercise in  intellect  for  critical  examination  of  all 
lines  of  education,  particularly  in  medicine. 

everyone  teaches 

All  of  you  are  teachers.  Most  of  you  daily 
teach  your  patients  the  rudiments  of  their  own 
ailments,  and  often  include  those  of  their  neigh- 
bors. Considerable  time  is  undoubtedly  expend- 
ed in  refuting  the  medical  commercials  that  ap- 
peared on  the  television  screen  the  previous 
night.  Many  of  you  teach  the  public  through 
such  devices  as  annual  forums  and  television 
panels,  or  through  contributions  to  the  public 
press.  A great  many  of  you  are  formally  teach- 
ing students  in  medical  schools  or  hospitals.  Even 
more  of  you  are  actively  teaching  students  in 
nursing  schools. 

All  of  you  at  one  time  or  another  participate 
in  teaching  physicians  through  recitation  of  your 
problems  or  presentation  of  your  diagnostic  or 
therapeutic  triumphs,  or  in  Socratic  discussion 
with  the  hospital  pathologist  at  clinical-patho- 
logical conferences.  Being  only  human  you  all  no 
doubt  do  a little  teaching  of  medicine  over  the 
supper  table  or  the  cocktail  glass. 

If  you  are  not  interested  in  medical  education 
because  of  teaching  activities,  then  you  should 


This  paper  was  read  at  the  annual  meeting  of  Oregon 
Academy  of  General  Practice,  Portland,  September  11, 
1959.  It  was  submitted  for  publication  May  10,  1960.  Al- 
though the  broad  viewpoint  of  the  author  was  recognized, 
it  seemed  desirable  to  present  with  his  discussion  a com- 
panion article  on  medical  education  as  seen  by  the  speci- 
alist. Several  prospective  authors  were  approached  but 
most  declined.  Several  did  so  after  retaining  the  manu- 
script for  varying  periods  and  reading  it  a number  of 
times.  One,  who  made  a serious  attempt,  wrote  and  des- 
troyed many  pages  and,  after  countless  hours  spent  on 
the  problem,  finally  concluded  that  he  could  neither  criti- 
cize nor  amplify  Dr.  Tinker’s  thought.  Ed. 


be  interested  because  of  the  large  public  con- 
tributions you  make  for  these  activities  through 
your  allegiance  to  form  1040. 

costs 

In  the  1957-58  season  the  educational  expenses 
of  79  four-year  medical  schools  and  three  two- 
year  schools  of  basic  medical  science  totaled  al- 
most 185  million  dollars.  Governmental  grants 
and  contracts  for  research  have  increased  ap- 
proximately 55  times  since  1941.  Since  1941  there 
has  been  a 25  fold  increase  in  separately  bud- 
geted research.  In  1957-58  it  reached  the  stag- 
gering total  of  88  million  dollars.  That  is  a lot 
of  money  for  the  ostensible  purpose  of  educat- 
ing less  than  thirty  thousand  enrolled  students. 

It  is  true  that  today  we  are  observing  a uni- 
versal revolution  in  our  social  and  economic 
ideas.  The  concept  of  the  leisure  class  as  posses- 
sing inherited  right  has  disappeared.  Today  the 
least  skilled  laborer  not  only  has  the  most  leisure; 
he  also  has  enough  income  to  make  possible 
its  enjoyment.  You  have  all  seen  revolutions  in 
government  such  as  the  one  in  England  which 
replaced  much  of  their  private  ownership  of 
industry  with  socialism. 

You  have  seen  the  evolution  of  all  fields  of 
science.  When  most  of  you  were  in  school,  the 
thought  of  a rocket-projected  satellite  was  a 
fantastic  idea.  Today  we  are  thinking  of  medical 
missions  to  the  moon  and  beyond. 

All  of  the  revolutionary  change  in  social  ideas 
and  structure,  the  change  in  world  economics, 
can  not  alter  the  basic  responsibility  of  the 
medical  school  to  select  its  students  well,  to 
improve  its  educational  methods  where  possible, 
and  to  impart  a sound  basic  knowledge  of  medi- 
cine and  its  allied  sciences. 

change  does  net  always  mean  progress 

What  is  wrong  with  medical  education?  The 
MD  degree  is  still  regarded  as  the  mark  of  an 
educated  man— though  you  and  I know  of  ex- 
ceptions. Has  any  one  here  received  a bad  edu- 
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cation?  Even  the  youngest  of  you  recognize 
that  you  will  give  staunch  support  to  your  in- 
dividual medical  schools,  though  acknowledging 
possible  weaknesses.  And  what  program  of  55 
hundred  clock  hours  wouldn’t  have  its  weak 
moments? 

Six  years  ago  Western  Reserv  e Medical  School 
inaugurated  a new  program  . . . The  program 
was  promoted  with  enthusiasm  in  thousands  of 
pages  in  the  medical  literature.  The  exciting  new 
curriculum  was  organized  according  to  “areas 
of  unified  interest.'  Departmental  lines  were 
destroyed  and  laboratories  became  “multidisci- 
plined.”  Those  of  you  with  children  in  grade  or 
high  schools  will  recognize  these  terms.  Your 
children  no  longer  study  English,  history  and 
geography.  They  have  a “unified  program” 
termed  social  studies.  The  unification  has  been 
complete.  I was  horrified  to  find  that  my  twelve 
year  old  son  recently  was  unable  to  adequately 
define  the  fields  of  learning  encompassed  in 
history  and  geography. 

A similar  program  bom  of  affectation  and 
buried  in  pomposity  is  to  be  instituted  at  Stan- 
ford University"  School  of  Medicine  this  year. 
Harvard  Medical  School  has  revised  its  curri- 
culum somewhat;  Johns  Hopkins  University- 
School  of  Medicine  has  instituted  an  integrated 
course  involving  in  addition  the  elimination  of 
one  year  from  the  eight  year  total.  Boston  Uni- 
versity School  of  Medicine  has  also  destroyed 
party  lines  for  a six  year  plan  which  will  pro- 
duce a student  half  educated  in  medicine  and 
half  educated  in  the  humanities. 

Why  the  unrest?  It  arises  partly  from  the  fear 
of  the  future  engendered  by  signs  of  economic 
upheaval.  Some  begin  to  have  doubts  regarding 
the  justification  of  the  ever  lengthening  periods 
of  schooling  and  the  ever  mounting  costs. 

Unrest  is  encouraged  by  worship  of  the  prin- 
ciple of  mass  education.  For  fifteen  or  sixteen 
years  before  a student  is  admitted  to  medicine 
he  is  schooled  in  mediocrity.  Finally,  unrest  is 
brought  about  by  a division  of  goal.  Shall  our 
large  medical  centers  be  made  depots  of  mass 
patient  care?  Shall  our  medical  schools  con- 
tinue to  enlarge  their  physical  plants  and  per- 
sonnel so  that  they  may  be  purchased  by  Fed- 
eral or  philanthropic  agencies  for  insignificant 
research?  Or  shall  our  schools  maintain  as  a goal 
a rigorous  discipline  in  the  sciences  that  are 
fundamental  to  good  patient  care?  The  answer  is 
obvious! 


students 

Another  of  the  problems  facing  medical 
schools  today  is  that  of  selection  of  students. 
Last  year  there  were  nearly  sixteen  thousand  ap- 
plicants for  eight  thousand  places  in  freshman 
classes.  With  the  population  growth,  it  has  been 
estimated  that  nineteen  hundred  additional 
graduates  each  year  in  medicine  will  be  needed 
ten  years  from  now.  Instead  of  an  increase  the 
number  of  applicants  decreased  by  more  than 
100  in  the  1957-58  school  year  and  further  de- 
clined over  600  last  year  (1958-59). 

Quality  of  accepted  students  has  fallen.  In 
1950,  forty'  per  cent  had  superior  records  in 
undergraduate  work;  this  has  now  fallen  to  six- 
teen per  cent.  Performance  on  the  Medical  Col- 
lege Admission  Test  has  also  indicated  a drop  in 
quality-.  There  has  been  a progressive  increase 
over  the  last  three  years  in  the  number  of  with- 
drawals from  medicine  because  of  poor  academic 
standing. 

Sir  Lionel  Whitby  in  addressing  the  first 
World  Conference  on  Medical  Education  at 
London  in  1953,  stated,  “It  is  not  difficult  to 
draw  a brief  pen  picture  of  the  ideal  medical 
student;  cultured,  broadly  educated  in  the  hu- 
manities, intelligent  and  intellectual,  of  trans- 
parent integrity,  human  and  sympathetic,  and 
above  all,  one  who  will  love  his  profession  as 
well  as  his  fellow  men  and  all  of  their  weak- 
nesses.” Raymond  Whitehead  told  the  same  con- 
ference that  the  ideal  medical  student  had  been 
whimsically  described  as  “tall,  handsome,  of 
great  personal  integrity-,  beautifully  mannered, 
cultured,  highly  intelligent,  a tireless  worker, 
original,  good  with  his  hands,  skillful  in  exposi- 
tion, a good  mixer,  athletic,  devoting  his  spare 
time  to  extra-mural  activities,  with  a good  family 
background,  and  so  on  and  so  forth.” 

attract  or  repel 

How  does  one  come  by  these  paragons  of 
honor,  culture  and  knowledge?  Medicine  used 
to  provide  intellectual  satisfaction,  prestige  and 
adequate  financial  reward.  Many  other  fields  to- 
day have  as  much  appeal  as  medicine.  Com- 
parison of  the  cost  and  the  length  of  time  neces- 
sary to  qualify  might  deter  top  ranking  students. 
That  prestige  has  suffered  recently  in  compari- 
son with  engineering,  physics,  or  chemistry  may 
be  partly  blamed  on  physicians  themselves.  Men 
who  have  public  respect  such  as  those  represent- 
ing a surgical  organization,  who  proclaim  in  the 
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market  place  that  the  majority  of  surgery  in  the 
United  States  is  unnecessary  or  done  by  unquali- 
fied surgeons,  certainly  will  not  attract  young 
students;  the  public  bickering  between  faculties 
and  private  practitioners  will  not  attract  them; 
the  public  quarrels  among  specialists  in  medicine 
will  not  attract  them;  nor  will  articles  like  “Does 
Your  Doctor  Belong  in  Jail?”  be  likely  to  persu- 
ade young  men  and  women  to  enter  medicine. 

Don’t  discourage  the  high  school  student  who 
comes  to  you  with  ambitions  of  medicine.  Don’t 
tell  him  how  long  it  is;  don’t  tell  him  how  ex- 
pensive it  is.  Tell  him  instead  of  the  wide  scien- 
tific appeal,  the  pleasure  in  intellectual  exercise, 
the  gratification  one  experiences  in  solving  the 
challenges  of  practice  or  research  or  teaching. 

time 

Can  anything  be  done  to  decrease  the  long 
period  required  for  medical  education?  Ten 
medical  schools  require  four  years  of  college. 
Eighty  per  cent  of  the  medical  students  in  the 
1957-58  year  had  four  years  of  college,  while 
72  per  cent  of  all  freshmen  medical  students 
possessed  a college  degree.  There  is  no  doubt 
that  many  top  ranking  college  students  would  be 
attracted  to  medicine  if  they  could  be  admitted 
to  medical  schools  after  two  years  of  college. 
This  would  require  a revision  of  the  attitude 
that  college  is  “broadening.”  Jacques  Barzun, 
Ph.D.,  of  Columbia  University  who  has  written 
extensively  and  critically  of  American  education, 
says  “the  net  worth  of  the  time  and  energy  spent 
in  college  would  seem  to  be  a residue  of  miscel- 
laneous experience.  The  content  and  coherence 
of  the  work  the  degree  stands  for  are  secondary; 
otherwise  it  would  not  be  possible  to  do  what 
so  many  are  praised  for  doing— combining  fati- 
guing part-time  job  with  athletic  or  other  activi- 
ties while  giving  a token  performance  in  class. 
These  sturdy  campus  heroes  by  common  consent 
receive  for  their  moral  and  physical  endurance 
the  kind  of  honoring  that  properly  belongs  to 
scholastic  achievement.” 

Pre-medical  students  should  be  selected  from 
the  highest  ranking  high  school  students  who 
have  been  prepared  by  teachers  of  recognized 
merit  in  chemistry,  physics,  biology,  mathematics, 
history  and  English.  A student  in  English  should 
have  a wide  range  of  reading  rather  than  the 
minute  critical  dissection  which  has  alienated 
many  students  early  in  their  careers.  They  should 
be  taught  composition  and  grammar  so  that  they 


may  be  able  to  write  and  speak  clearly  and  ac- 
curately. And  they  should  have  a foreign  langu- 
age which  is  so  well  taught  that  it  is  usable  either 
on  a classical  or  contemporary  basis. 

Having  been  selected  as  a student  for  the  pre- 
medical years,  he  should  be  encouraged  to  con- 
tinue his  pursuit  of  science  with  inorganic,  or- 
ganic and  analytic  chemistry,  physics  and  math- 
ematics. He  should  also  have  some  work  in  zoo- 
logical science  such  as  comparative  anatomy  or 
embryology.  He  should  continue  the  study  of 
English  at  an  advanced  level.  Any  hiatus  can  be 
closed  with  courses  in  psychology  or  sociology. 

picking  the  top 

This  program  gives,  in  two  years  of  college, 
a broad  intellectual  foundation.  At  this  point  it 
would  be  possible  to  select  the  top  students  on 
the  basis  of  their  academic  performance  and  the 
recommendation  of  their  teachers.  Some  addi- 
tional two  year  students,  recommended  with 
less  certainty,  might  be  given  the  opportunity 
to  resolve  the  uncertainty  through  competitive 
examination. 

Those  not  accepted  at  the  end  of  two  years 
would  go  on  for  three  and  four  years  as  they 
do  at  the  present  time.  The  prospect  of  attain- 
ing a start  in  medicine  two  years  earlier  should 
help  in  recruiting  superior  students.  Richard 
H.  Young,  dean  of  Northwestern  University 
Medical  School,  recently  stated  that  this  type 
of  program  was  being  considered  there  by  a 
committee  whose  members  represent  many  fields. 
I hope  this  committee’s  deliberations  are  re- 
solved into  something  more  concrete  than  pleas- 
ant conversation. 

Having  gotten  the  student  into  medical  school, 
our  problem  is  fairly  well  solved.  You  will  recall 
that  my  original  premise  was  that  you  are  all 
examples  of  the  fact  that  most  medical  schools 
are  successful  in  providing  a solid  foundation 
for  a career  in  medicine  whether  it  is  in  prac- 
tice, teaching,  research,  or  administration.  Yet 
the  Association  of  American  Medical  Colleges,  in 
defining  the  objective  of  medical  education, 
states,  “It  should  not  aim  at  presenting  the  com- 
plete, detailed,  systematic  body  of  knowledge 
concerning  each  and  every  medical  and  related 
discipline.  Rather  it  must  provide  the  setting  in 
which  the  student  can  learn  fundamental  prin- 
ciples applicable  to  the  whole  body  of  medical 
knowledge,  establish  habits  of  reasoned  and 
critical  judgment  of  evidence  and  experience, 
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and  develop  an  ability  to  use  these  principles 
and  judgments  wisely  in  solving  problems  of 
health  and  disease.” 

teaching  is  also  an  art 

Curriculum  committees,  in  considering  this 
mandate,  should  approach  their  problem  with 
caution.  One  basic  necessity  is  to  learn  facts.  In 
their  zeal  to  make  things  easy  for  the  student 
they  may  duplicate  the  mistakes  we  find  in  the 
elementary  schools.  That  is  to  eliminate  so  much 
of  the  systematic  body  of  knowledge  that  we 
begin  to  produce  librarians  rather  than  physi- 
cians. The  student  having  advanced  this  far 
should  be  recognized  as  an  intelligent,  respon- 
sible adult  who  is  to  be  subjected  to  the  loving 
care  of  a faculty  interested  in  teaching— teach- 
ing of  a quality  which  will  produce  a physician 
of  the  highest  caliber.  This  requires  the  attention 
of  a teaching  faculty  member  as  opposed  to  a 
researching  faculty  member.  It  requires  coopera- 
tive effort,  which  is  often  lost  in  the  competi- 
tion of  specialties. 

The  fourth  year  of  medical  school  has  become 
so  like  the  old  internship  that  many  are  recom- 
mending abandonment  of  the  internship.  There 
is  a danger  here  that  the  school  will  reduce 
too  severely,  didactic  material  that  should  be 
carried  through  the  fourth  year  in  order  to  pro- 
duce a well  educated  physician.  Properly  done, 
the  clinical  experience  of  the  clerkship  is  meri- 
torious. 

Throughout  his  schooling  the  student  should 
be  made  to  recognize  that  any  special  skill  or 
learning  is  capable  of  understanding.  Recogni- 
tion of  this  fact  would  increase  the  appeal  for 
the  field  of  general  practice  to  the  student  which 
in  turn,  by  increasing  the  number  of  general 


practitioners,  would  increase  the  availability  of 
good  medical  care  to  rural  areas.  This  in  turn 
would  decrease  the  number  of  specialists  and 
eliminate  some  of  the  economic  competition 
which  has  undermined  the  confidence  and  re- 
spect for  medical  care  today. 

competence  in  a comprehensive  field 

I have  proposed  making  an  active  approach 
to  high  school  students  early  in  their  careers  in 
order  to  encourage  the  most  competent  students, 
with  the  proper  achievement  in  learning,  to  en- 
ter college  as  pre-medical  students.  I have  pro- 
posed that  outstanding  pre-medical  students  be 
rewarded  with  medical  school  placement  one  or 
two  years  earlier.  I have  proposed  that  medical 
schools  maintain  as  their  primary  goal  the  teach- 
ing of  a detailed,  factual  foundation  for  the  life- 
long study  of  medicine. 

Finally  I will  point  out  that  this  individual 
who  has  been  given  his  degree  in  medicine  two 
years  early  is  to  be  given  polish,  is  to  develop  his 
clinical  acumen  and  the  ability'  to  handle  patients 
and  is  to  perfect  his  technical  skills  in  the  two 
year  hospital  experience  which  is  intended  to 
replace  the  present  internship.  With  this  pro- 
gram, which  was  under  study  for  several  years 
by  the  American  Academy  of  General  Practice 
and  which  has  received  acceptance  by  the 
House  of  Delegates  of  the  American  Medical 
Association,  we  should  produce  an  increased 
number  of  high  quality  men  who  are  competent 
in  a comprehensive  field.  With  the  attraction  of 
superior  students,  with  a shortened  curriculum, 
but  an  intense  factual  background  of  science, 
and  a two  year  hospital  experience,  neither  the 
public,  nor  you  men,  need  have  any  fears  for 
the  future  of  general  practice.  It  will  survive!  ■ 

2250  Lloyd  Center  (12) 


WORLD’S  FINEST  MEDICAL  CARE 

The  ability  and  willingness  of  the  drug  industry  to  invest  vast  sums  in  research,  in 
new  methods  of  production,  and  in  factories,  as  well  as  their  proficiency  in  mass  pro- 
duction and  rapid  distribution,  have  contributed  greatly  to  medical  knowledge  and  the 
service  that  we,  the  members  of  the  medical  profession,  are  able  to  give  to  the  public 
Their  cooperation,  along  with  the  afore-mentioned  facts,  has  produced,  probably,  the 
finest  system  of  medical  practice  and  care  in  the  world. 


Irving  Rubin,  M.D., 
in  Annals  of  the  District  of  Columbia, 
Oct.,  1961 
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Medical  Care  for  Everyman:  A Proposal 

WALTER  A.  N O E H R E N,  M.D./J  A C K R.  HEGRENES,  Jr.,  ACSW,  Sandy,  Oregon 


This  is  a proposal  which  would  involve  the 
Federal  Government  and  private  insurance  en- 
terprise in  a cooperative  effort  to  make  compre- 
hensive prepayment  medical  care  available  to 
any  American  Citizen  unable  to  purchase  it.  It 
is  a specific  answer  to  the  socio-economic  prob- 
lems of  contemporary  medical  care. 

The  proposal  is  simply  to  legislate  the  follow- 
ing: Each  person  whose  income  is  inadequate  for 
the  purchase  of  his  own  care  can,  upon  his  vol- 
untary request,  receive  assistance  from  the  Fed- 
eral Government  for  the  purchase  of  comprehen- 
sive prepayment  care. 

The  assistance  would  vary  in  amount  from 
partial  payment  to  total  payment  of  the  premium 
cost.  Except  for  the  lowest  income  group,  each 
person  would  have  to  produce  his  own  share  of 
prepayment  costs  to  qualify  for  assistance.  (To- 
day, a family  with  income  of  less  than  $4,000 
per  year  would  need  help.  No  provisions  would 
be  necessary  for  those  other  persons— the  great 
majority  of  our  population  — with  income  ade- 
quate for  the  purchase  of  their  own  prepayment 
care. ) 

Eligibility  for  assistance  would  be  based 
solely  on  taxable  income  (an  “income  test,”  not 
a “means  test”). 

The  payment  of  money  by  the  government 
would  be  made  in  each  instance  to  a prepay- 
ment plan  as  chosen  by  the  individual  applicant 
from  those  plans  which  would  be  approved  and 
available  in  his  locality.  For  this  to  be  effective, 
good  and  comprehensive  health  insurance  would 
have  to  be  available  on  a competitive  basis.  In 
this  respect,  the  American  Medical  Association 
Committee  on  Indigent  Care  has  made  the  fol- 
lowing statement:  There  should  he  a program 
that  is  based  on  the  individual  applicant’s  medi- 
cal needs  and  his  ability  to  pay  for  care  without 
compromising  those  means  essential  for  him  to 

Intent  of  this  proposal  was  presented  to  the  AMA  House 
of  Delegates  at  the  1961  Clinical  Session  at  Denver  in 
Resolution  16.  The  House  referred  it  to  the  Council  on 
Medical  Service  for  consideration  and  report  back  at  the 
Annual  Session  in  Chicago,  June,  1962.  The  proposal  was 
previously  approved  by  the  Clackamas  County  Medical 
Society  in  April,  1961,  and  the  Oregon  State  Medical 
Society  in  September,  1961. 


retain  a self  supporting  status  after  completion 
of  treatment.  This  is  it! 

The  declarations  of  need  and  the  payments  of 
money  would  be  integrated  in  the  existing  struc- 
ture of  the  Internal  Revenue  Service.  The  IRS 
is  already  set  up  with  advanced,  efficient  tech- 
niques of  performing  income  tests,  and  of  dis- 
persing funds  (as  in  refund  checks).  The  use 
of  the  IRS  mechanism  would  accomplish  precise 
distribution  of  assistance  funds  according  to 
need,  with  precise  discontinuance  when  need 
would  be  remedied.  The  use  of  the  IRS  com- 
puter system  would  allow  accurate,  up-to-the- 
minute  data  of  medical  care  assistance  costs. 

Special  areas  of  care  could  continue  to  receive 
special  subsidy— from  private  sources,  local  gov- 
ernment, state  government  or  federal  govern- 
ment—to  relieve  prepayment  mechanisms  of  un- 
usual costs  (eg.  open  heart  surgery,  repair  of 
congenital  defects,  etc. ) until  such  time  as  it 
might  become  practical  to  include  these  under 
prepayment  care.  This  would  allow  a large  area 
for  effective  voluntary  activity  which  is  most 
desirable.  Any  increase  in  voluntary  activity 
would  reflect  in  reduced  prepayment  costs,  with 
resulting  reduced  assistance  program  costs.  As 
solutions  to  problems  are  achieved,  as  in  polio 
at  present,  voluntary  activity  could  be  directed 
to  other  areas.  Also,  voluntary  activity  could 
continue  to  be  used  to  help  build  and  support 
hospitals  in  their  tradition  as  charitable  institu- 
tions. 

This  proposal  is  directed  to  the  need  that  each 
individual  person  should  be  responsible  for  his 
own  well  being,  and  also  for  the  well  being  of 
everyman. 

It  will  be  noted  that  this  proposal  does  not 
limit  itself  to  any  age  group,  but  applies  to  all 
persons  equally.  If  a program  is  to  be  developed 
for  one  age  group  alone,  the  only  logical  justi- 
fication for  this  would  be  to  limit  the  experiment. 
In  such  case,  one  could  argue  which  group 
would  be  best  studied.  However,  we  feel  that 
this  proposal  could  be  applied  now  to  the  entire 
population  with  safety.  We  further  believe  that 
the  need  for  a logical  experiment  of  this  sort 
is  urgent.  ■ 

Box  14 
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Perforation  of  Bowel  by  Non  Penetrating  Trauma 


DOUGLAS  ROMNEY,  M.D.  Yakima,  Washington 


T raditional  concept  of  injury  to  the  bowel  from 
non  penetrating  trauma  is  that  it  occurs  at  or  near 
fixed  points.  Thus,  Christopher1  states:  “The  small 
intestine  is  mobile  normally,  and  can  move  out  of 
the  way  of  force  applied  to  the  abdomen.  Structures 
which  are  relatively  fixed,  such  as  the  solid  organs, 
the  bladder,  and  the  portions  of  the  intestinal  tract 
which  lie  relatively  retroperitoneal,  are  more  prone 
to  injury  from  blunt  objects.”  Similarly,  Bancroft 
and  Wade2  state:  “Injuries  of  this  sort  (non  pene- 
trating) are  apt  to  occur  near  the  more  fixed  points 
of  the  small  intestine,  especially  if  due  to  adhesions 
from  previous  surgery.  The  commonest  sites  of 
rupture  are  the  upper  jejunum  near  the  ligament  of 
Treitz,  and  the  lower  ileum  near  the  cocecal  valve.” 
Also  Allen3  says:  “Most  tears  resulting  from  indirect 
violence  occur  near  the  points  of  bowel  fixation.” 

The  purpose  of  this  article  is  to  report  two  cases 
that  illustrate  a different  location  and  mechanism 
of  perforation  of  the  small  bowel,  and  to  draw  at- 
tention to  some  previously  made  observations  as  to 
the  etiology  and  importance  of  this  quite  different 
clinical  entity. 

CASE  REPORTS 

Case  1.  A 30  year  old  bartender  was  discovered 
about  10  p.m.  in  the  company  of  another  man’s  wife. 
The  patient  stated  he  was  caught  by  surprise  and 
received  a strong  blow  of  the  fist  to  his  unprotected 
mid-abdomen  slightly  to  the  left  of  the  midline.  He 
received  no  further  blows  and  spent  the  night  at 
home.  He  slept  fitfully  that  night,  experiencing  con- 
siderable abdominal  pain,  but  he  was  somewhat 
intoxicated  and  did  not  seek  aid.  The  next  morning, 
he  had  excruciating  abdominal  pain  and  nausea, 
and  began  to  vomit.  He  visited  his  family  physician, 
who  after  brief  examination,  sent  him  immediately 
to  the  hospital,  and  asked  for  surgical  consultation. 
Physical  Examination:  T.  99;  P.  128,  regular;  R.  20; 
B.P.  160/90.  The  patient  was  observed  to  be  in 
excruciating  pain,  with  his  legs  doubled  up  on  his 
abdomen.  The  abdominal  wall  was  rigid  and  board- 
like. There  was  diffuse  tenderness  to  palpation,  and 
generalized  rebound  tenderness.  No  organs  were 
palpable.  Rectal  examination  was  negative.  Admis- 
sion laboratory  work:  WBC,  22,100;  segs  82;  stabs 
4;  lymphs  14;  Hct.  54;  Mgb.  17.6  Gms.  Urinalysis: 
S.G.  1.031;  trace  of  albumin  and  acetone.  Abdomin- 
al x-ray  showed  free  gas. 

The  patient  was  given  2,000  cc.  5 per  cent  dex- 
trose in  saline,  1,000,000  units  procaine  penicillin 
I.M.,  and  1 gm.  chloromycetin  in  the  intravenous 
fluids. 

Two  hours  after  admission  to  the  hospital,  he  was 
taken  to  the  operating  room.  The  peritoneal  cavity 
was  found  to  be  widely  contaminated  by  turbid 
yellow  fluid,  with  diffuse,  extreme,  hyperemia  and 


edema  of  peritoneal  surfaces.  There  were  no  loose 
food  particles.  Twelve  inches  below  the  ligament  of 
Treitz,  on  the  antimesenteric  border  of  the  jejunum, 
was  found  a single,  clean  perforation  2 cm.  in  width. 
The  mucosa  pouted  out  somewhat.  There  was  abso- 
lutely no  discoloration  or  evidence  of  injury'  to  the 
immediate  surrounding  bowel  wall  or  to  the  mesen- 
tery. The  entire  remaining  bowel  was  examined  min- 
utely without  positive  findings  except  for  a moder- 
ately active  anterior  duodenal  ulcer. 

The  perforation  was  closed  transversely  with  hvo 
layers  of  interrupted  0000  silk.  The  peritoneal  cav- 
ity was  irrigated  thoroughly  with  warm  sterile  saline 
and  closed  with  interrupted  wire  sutures.  As  soon 
as  the  patient  was  breathing  spontaneously,  a total 
of  0.5  Gm.  Kanamycin  in  100  cc.  of  normal  saline 
was  introduced  into  the  peritoneal  cavity  through  a 
previously  placed  catheter.  A small  amount  of  this 
solution  was  also  used  to  wash  the  layers  of  the 
abdominal  wall,  prior  to  closure. 

The  patient  began  to  show  signs  of  return  of 
bowel  function  on  the  third  day  and  oral  intake 
was  started.  He  was  on  penicillin  600,000  units  and 
streptomycin  0.25  Gm.  every  6 hours  for  the  first 
6 days.  During  this  period  he  ran  a mildly  febrile 
course,  with  the  highest  recorded  temperature  being 
100.4  F.  Oral  tetracycline  was  substituted  for  the 
penicillin  and  streptomycin,  and  thereafter  he  be- 
came afebrile.  His  total  hospitalization  was  12 
days,  and  he  left  feeling  fairly  well.  There  were  no 
subsequent  complications. 

Case  2.  A 23  year  old  man,  riding  as  a passenger 
in  an  automobile  involved  in  a collision,  was  thrown 
into  the  steering  wheel.  Never  unconscious,  he  was 
almost  immediately  aware  of  severe  abdominal  pain. 
Within  45  minutes  he  was  brought  to  the  emergency 
room.  He  began  vomiting  at  this  time.  Physical  ex- 
amination: P.  108,  regular;  R.  20;  B.P.  130/70. 

Patient  was  a y'oung,  healthy  appearing  man  hav- 
ing severe  abdominal  pain.  Positive  findings  were 
limited  to  the  abdomen,  with  diffuse  tenderness  to 
palpation,  muscular  spasm  and  rigidity  over  most 
of  the  abdomen,  without  localization.  Generalized 
rebound  tenderness  was  present.  Diagnosis  of  a 
perforated  hollow  viscus  was  made.  Intravenous  fluid 
was  started  and  he  was  taken  to  the  operating  room 
within  three  and  half  hours  of  the  time  of  injury  . 
Turbid  free  fluid  and  several  small  food  particles 
were  encountered  in  the  peritoneal  cavity.  These 
were  found  to  be  coming  from  a 1.5  by  2.5  cm.  per- 
foration on  the  antimesenteric  border  of  the  jeju- 
num, 24  inches  from  the  ligament  of  Treitz.  The 
edges  were  clean  and  sharp,  with  no  discloration  of 
the  surrounding  bowel  wall.  A few  pin  point 
petechiae  were  noted  in  the  seromuscular  wall  of  the 
immediately  adjacent  bowel  to  a distance  of  6 inches 
on  either  side  of  the  perforation.  No  other  abnor- 
mality was  found. 

The  perforation  was  closed  transversely  with  two 
layers  of  interrupted  0000  silk.  The  peritoneal  cavity 
was  irrigated  with  copious  amounts  of  warm  sterile 
saline  and  all  particulate  matter  removed.  The  ab- 
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domen  was  closed  with  interrupted  wire  sutures, 
and  0.5  Gm.  Kanamycin  in  100  cc.  saline  was  intro- 
duced through  a catheter,  when  the  patient  was 
breathing  well  spontaneously. 

After  an  essentially  afebrile  period,  the  patient 
was  discharged  to  convalesce  at  home  on  the  fourth 
postoperative  day. 

Three  months  after  the  accident,  he  was  read- 
mitted with  acute  cramping  abdominal  pain  and 
signs  of  small  bowel  obstruction.  Exploration  re- 
vealed a single  adhesion  from  near  the  base  of  the 
mesentery  of  the  mid  small  bowel  to  the  left  lateral 
gutter.  This  kinked  the  bowel  enough  to  be  partially 
obstructing. 

The  adhesion  was  taken  down.  He  again  had  an 
uneventful  post  operative  course,  and  has  been 
1 clinically  well  since. 


•* 


Arrow  points  to  intestinal  perforation  caused  by  non- 
penetrating trauma.  Note  the  lack  of  shearing  or  tearing 
of  surrounding  bowel  tissue  and  mesentery. 


summary 


discussion 

These  two  cases  with  almost  identical  injury  are 
quite  different  in  appearance  from  those  described 
as  occurring  at  or  near  fixed  points  of  bowel.  The 
latter  are  caused  by  a shearing,  blunt  force  which 
catches  the  bowel  against  the  spine,  pelvis,  or  body 
wall,  and  crushes  or  tears  it.  Considerable  ecchymo- 
sis  of  surrounding  bowel  wall  is  noted,  along  with 
frequent  tearing  and  hemorrhage  in  adjacent  mesen- 
tery. Continuity  of  the  bowel  may  be  disrupted.4 
In  contrast,  these  two  cases  presented  a small,  clean 
perforation  of  the  antimesenteric  border  of  the  pend- 
ant small  intestine,  with  minimal  or  no  gross  damage 
to  adjacent  bowel  wall  or  mesentery.  Obviously 
different  forces  were  at  work. 

A mechanism  of  injury  which  explains  the  pathol- 
ogic findings  in  these  two  cases  was  elucidated  by 
Sauerbruch.0  He  suggested  that  the  application  of 
force  to  bowel  as  a closed  loop,  either  by  catching 
both  ends  of  a loop,  or  by  closing  only  one  end,  the 
other  being  closed  by  a kink  or  spasm,  would  trans- 
mit an  explosive  intraluminal  wave  of  gas  or  liquid. 
Perforation,  occurs  from  within  out,  at  a site  remote 
from  the  actual  application  of  force. 

A nicely  designed  set  of  experiments  performed 
on  dogs  by  Geoghegan  and  Brush,0  based  on  this 
thesis,  produced  injuries  almost  identical  to  the  two 
cases  reported  here.  This  was  done  by  taking  an 
isolated  loop  of  ileum,  with  juxtaposed  ends,  pro- 
tected by  a portion  of  abdominal  wall,  and  applying 
blunt  force  to  the  ends.  A 5 mm.  perforation  occurred 
on  the  side  of  the  bowel  wall  30  cm.  from  the  site 
of  the  blow.  Intraluminal  balloon  pressure  record- 
ings under  such  circumstances  showed  transient  pres- 
sure rises  up  to  900  mm.  Hg.— more  than  adequate 
to  perforate  the  bowel  wall,  if  a closed  loop  is  pres- 
ent so  the  force  can  not  be  dissipated  throughout 
the  GI  tract.7 


Two  cases  of  perforation  of  small  bowel  secondary 
to  non-penetrating  abdominal  trauma  are  reported. 
Both  perforations  occurred  in  completely  mobile 
small  bowel,  remote  from  points  of  fixation;  there 
was  little  or  no  gross  damage  in  both  cases  to  sur- 
rounding bowel  or  mesentery. 

The  mechanism  of  this  injury  is  postulated  to  have 
been  a sudden  transient  compressive  wave  of  intra- 
luminal force  transmitted  by  gas  or  liquid.  This 
force  was  made  effective  by  the  creation  of  a closed 
loop  by  the  sudden  compression  of  both  ends  of  the 
loop  by  the  external  force. 

These  cases  are  reported  because  the  injury  is 
different  than  that  traditionally  popularized,  and 
because  the  perforation  is  small  and  inconspicuous. 
They  illustrate  the  importance  of  the  entity,  and  the 
need  for  thorough  examination  of  the  entire  gastro- 
intestinal tract  in  cases  of  abdominal  trauma  with 
signs  of  an  “acute  abdomen.”  ■ 

1111  W.  Spruce 
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Increasing  Home  Use  of  Epoxy  Resins 

FRANZ  B A R T L,  M.D.  Seattle,  Washington 


Increasing  exposure  to  epoxy  resins  in  homes  and  in  home  workshops  may 
he  expected  because  of  the  great  usefulness  of  these  materials.  They  are 
potentially  severe  skin  irritants  and  sensitizers.  Lesions  attributable  to  their  use 
will  be  seen  more  frequently  in  the  future. 


Use  of  epoxy  resins  in  the  home  is  increasing 
rapidly.  It  is  the  purpose  of  this  communication 
to  draw  attention  to  this  fact  and  to  discuss 
briefly  the  health  hazards  associated  with  expo- 
sure to  these  resins  or  their  components. 

Properties  and  uses 

Excellent  strength,  flexibility,  adhesion,  chemi- 
cal resistance,  and  electrical  properties  of  epoxy 
resins  account  for  their  wide  application  in 
industry'.  They  are  used  extensively  for  protective 
coatings,  structural  reinforced  laminates,  cast- 
ings, toolings,  enclosing  electrical  equipment,  and 
as  high  performance  adhesives. 

During  the  past  few  years  epoxy  resin  adhe- 
sives have  been  used  for  bonding  wood,  metal, 
glass,  rubber,  and  cement;  for  use  as  protective 
coatings  or  patching  material  for  metal  and 
wood;  for  filling  dents  in  fenders  or  repairing 
damaged  boat  hulls,  and  for  other  uses.  They 
have  been  made  increasingly  available  at  hard- 
ware stores,  marine  supply  stores,  and  other 
outlets. 

Chemistry 

Epoxy  resins  are  the  reaction  product  of  epi- 
chlorohvdrin  and  bis-phenol,  or  other  polyhydric 
compounds.  The  chemical  reaction  is  a conden- 
sation process  which  leads  to  cross  linkage  of 
atoms  to  form  long  chains.  Transformation  of 
the  uncured  resin  into  the  hard  cured  resin  is 
accomplished  by  addition  of  a curing  agent  (also 
referred  to  as  hardner,  catalyst,  accelerator,  or 
setting  agent),  usually  an  organic  amine.  Other 
curing  agents  include  organic  acid  anhydrides, 


organic  acids,  organic  peroxides,  polyamides, 
and  phenols. 

Epoxy  resins  may  be  modified  with  fillers, 
plasticizers,  diluents,  and  flexibilizers. 

Toxic  effects 

The  cured  resins  are,  for  all  practical  purposes, 
inert  and  non-toxic.  The  acute  and  chronic,  sys- 
temic toxicity  of  the  uncured  resin  system  is  of 
low  order  and,  considering  the  small  quantities 
used  and  the  short  duration  of  exposure  in  the 
home,  is  negligible.  The  main  health  hazards 
are  primary  skin  irritation  and  sensitization. 
While  the  uncured  resins  ( epichlorohydrin  and 
polyhydric  compounds),  fillers,  plasticizers,  dilu- 
ents, and  flexibilizers  may  be  weak  to  moderate 
skin  irritants  and  sensitizers,  the  main  offenders 
are  the  amine  hardeners.  Being  caustic,  the  amine 
hardeners  act  as  strong  skin  irritants  and  are 
also  highly  potent  skin  sensitizers.  Eye  contact 
with  the  amines  may  result  in  severe  corneal 
damage.  Non-amine  hardeners  are  weak  irritants 
and  some  may  sensitize  the  skin,  but  to  a con- 
siderably lesser  degree  than  the  amines. 

Patch  testing 

Extreme  caution  should  be  taken  in  patch 
testing  with  epoxy  resins  and  compounds  for 
diagnostic  aid  in  differentiating  between  primary 
irritative  and  allergic  dermatitis.  Dilutions  of 
1:100  to  1:1000  of  some  of  the  components  must 
be  applied  in  non-irritating  solvents.  The  Divi- 
sion of  Occupational  Health  of  the  U.  S.  Public 
Health  Service  has  recommended  such  non-irri- 
tating patch  testing  concentrations  and  diluents 
for  components  of  epoxv  resins.  ■ 

P.  O.  Box  3707  (24) 
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Hydroxyzine  in  Control  of  Pruritus  of  Dermatoses 

H.  C.  ROYS,  M.D.  Seattle,  Washington 


Pruritus  is  a distressing  symptom.  When  the 
physician  can  give  symptomatic  relief,  the  pa- 
tient is  often  well  on  the  way  to  recovery.  It  is  not 
uncommon  for  an  emotional  upset  to  trigger  an 
itch-scratch  cycle.  Tranquilizers  have  often 
proven  successful  in  relieving  pruritus. 

A search  of  the  literature  reveals  “striking  re- 
sults” with  hydroxyzine  in  patients  with  chronic 
urticaria.'  Dermographia  has  also  responded  very 
well  to  the  drug.  Inhibition  of  experimental  skin 
wheal  by  some  ataractic  and  antihistamine  drugs 
has  been  reported— “Antiwhealing  activity  is 
most  marked  with  hydroxyzine”  and  “hydroxyzine 
greatly  exceeds  the  phenothiazine— type  atarac- 
tics, and  the  antihistamines,  chlorpheniramine 
maleate,  in  wheal  depressant  potency.”2  It  there- 
fore seems  reasonable  that  hydroxyzine  would 
have  beneficial  effects  in  the  treatment  of 
pruritus. 

It  is  also  reported  that  nummular  eczema  is 
definitely  benefited  by  phrenotropic  drugs  and 
that  “the  preferred  drug  for  treatment  of  patients 
with  this  condition  is  hydroxyzine  hydrochlo- 
ride.”3 

The  value  of  hydroxyzine  in  atopic  dermatitis 
and  urticaria*  has  been  shown,  even  when  it  is 
the  only  medication  prescribed.  Other  studies 
have  revealed  it  to  be  “valuable  complimentary 
therapy  for  conditions  characterized  by  cutane- 
ous eruptions  in  which  emotional  tension  is  a 
factor.”5 

a trial  in  private  practice 

A controlled  clinical  trial  of  hydroxyzine  was 
undertaken  to  determine  the  accuracy  of  these 
observations  and  also  to  determine  whether  this 
medication  is  of  value  in  relieving  pruritus  in 
certain  persistent  dermatoses.  Patients  were 
treated  in  a private  practice  limited  to  diseases 
of  the  skin.  The  study  extended  over  a period  of 
three  and  one-half  years. 

Treated  in  this  program  were  133  patients  of 
both  sexes.  Ages  ranged  from  15  to  95  years. 
Various  skin  diseases  in  which  pruritus  was 
prominent  were  seen.  Included  were  38  cases  of 
nummular  eczema,  33  of  atopic  dermatitis,  and 

Hydroxyzine  used  in  this  study  was  supplied  as  Atarax,  by 
J.  B.  Roerig  and  Co.,  Division  of  Charles  Pfizer  and  Com- 
pany, Inc. 


29  of  neurodermatitis.  Remaining  patients  (33) 
had  seborrheic  or  eczematous  dermatitis,  psori- 
asis, furunculosis,  lichen  planus,  dermographism, 
or  undiagnosed  skin  diseases.  (Tables  1 and  2.) 
Treatment  extended  from  1 week  to  3 months. 

In  that  conventional  conservative  measures— 
soothing  applications,  wet  dressings,  barbiturates, 
and  superficial  x-ray  therapy— had  not  provided 
appreciable  relief  of  itching  and  burning,  these 
were  all  judged  to  be  refractory  cases.  If  patients 
could  gain  relief  from  the  destructive  cycle  of 
itching  and  scratching,  attempts  at  treating  the 
underlying  disease  might  be  successful.  It  was 
therefore  decided  to  attempt  to  control  the  emo- 
tional overlay  with  hydroxyzine. 

two  series 

An  evaluation  without  personal  bias  was  de 
sired.  Accordingly,  two  series  of  patients  were 
established.  Series  I consisted  of  72  patients.  To 
relieve  emotional  tension  and  reduce  pruritus, 
these  persons  were  given,  hydroxyzine,  orally, 
10  or  25  mg.  twice  daily  or  three  times  daily, 
depending  on  severity  of  the  condition.  Series  II 
was  established  as  a control  group.  Either  a 
placebo  or  hydroxyzine  was  given  on  a double 
blind  basis.  Forty-five  patients  were  given  hydro- 
xyzine tablets  as  above;  16  received  a placebo- 
tablet. 

results 

Objective  and  subjective  responses  were  evalu- 
ated. Subjectively,  one  depended  on  the  patient 
to  report  whether  the  intense  itching  was  greatly, 
moderately,  little,  or  not  relieved.  Objectively, 


Effectiveness  of  Hydroxyzine  Shown  According  to 
Pruritic  Dermatoses  in  72  Patients  (Series  I) 

Table  1. 


Diagnosis 

No. 

Patients 

Improved 

Not 

Improved 

neurodermatitis 

23 

21 

2 

nummular  eczema 

15 

10 

5 

atopic  dermatitis 

15 

11 

4 

seborrheic  dermatitis 

5 

3 

2 

lichen  planus 

2 

1 

1 

psoriasis 

5 

2 

3 

neurodermatitis  & ulcer 

2 

2 

0 

other  dermatoses 

5 

4 

1 

Total 

72 

54  (75%) 

18  (25%) 
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Effectiveness  of  Atarax  or  Placebo  given  Double  Blind 
in  61  Patients  with  Pruritic  Dermatoses  (Series  II) 

Table  2. 

Hydroxyzine 

No.  Not 

Diagnosis  Patients  Improved  Improved 

nummular  eczema 

18 

12 

6 

atopic  dermatitis 

11 

6 

5 

neurodermatitis 

4 

4 

psoriasis 

3 

2 

1 

seborrheic  dermatitis 

3 

3 

eczematous  dermatitis 

2 

2 

undiagnosed 

2 

1 

1 

lichen  planus 

1 

1 

dermographism 

1 

1 

Totals 

45 

29  (64%) 

16  (36%) 

Placebo 

atopic  dermatitis 

7 

2 

5 

nummular  eczema 

5 

3 

2 

furunculosis 

1 

1 

seborrheic  dermatitis 

1 

1 

neurodermatitis 

2 

2 

Totals 

16 

7 (44%) 

9 (56%) 

improvement  in  cutaneous  lesions,  diminution  of 
eruptive  signs,  and  increase  in  healing  were 
studied. 

By  combined  objective-subjective  criteria,  41 
of  the  72  patients  (57  per  cent)  in  Series  I were 
greatly  improved  and  13  (18  per  cent)  were 
moderately  improved.  Eighteen  patients  (25  per 
cent)  gained  little  or  no  relief. 

In  Series  II,  seven  (44  per  cent)  of  the  16  pa- 
tients who  received  placebos  reported  moderate 
to  considerable  relief  from  symptoms  of  pruritus; 
the  other  nine  (56  per  cent)  obtained  no  relief. 
Of  the  45  patients  remaining  in  Series  II— those 
who  received  hydroxyzine— 29  (64  per  cent)  ex- 
perienced moderate  to  great  improvement,  and 
16  (36  per  cent)  had  little  or  no  response. 

Negligible  side  effects  were  encountered  in  25 
patients.  The  greatest  complaint  was  of  drowsi- 
ness, sleepiness,  or  listlessness.  Several  persons 
also  said  they  felt  depressed.  One  person  spoke 
of  feeling  “drunk”  and  yet  another  of  feeling 
“nervous.”  Mild  flatulence,  upset  stomach,  and 
headache  were  also  reported.  Adjustment  of 
dosage  tended  to  correct  these  effects  without 
necessitating  cessation  of  treatment. 

comment 

Conventional  therapy  prior  to  administration 
of  hydroxyzine  had  failed  to  produce  remission 
of  cutaneous  lesions  in  persons  included  in  this 
study.  That  54  of  72  such  patients  (75  per  cent) 
in  Series  I experienced  satisfactory  response 
with  the  ataractic  offers  interesting  evidence  of 
the  apparent  relation  between  emotional  and 
dermatologic  disturbances. 


Failure  of  more  than  half  of  the  placebo  pa- 
tients in  Series  II  to  obtain  relief  seems  to  point 
up  the  usefulness  of  hydroxyzine.  Conversely, 
seven  patients  who  did  improve  on  placebo  could 
be  regarded  as  testimony  to  the  unpredictably 
neurotic  character  of  their  skin  diseases.  Even 
suggestion  that  a medication  would  provide 
emotional  calmness  helped  produce  alleviation 
of  pruritus  and  diminution  of  eruptive  signs  in 
these  essentially  neurotic  individuals. 

Favorable  results  in  patients  who  received 
hydroxyzine  rather  than  placebo  in  Series  II, 
as  can  be  seen,  were  generally  comparable  on  a 
percentage  basis  with  those  in  Seres  I.  Like- 
wise, clinical  failures  with  hydroxyzine  in  Series 
II  are  of  the  same  general  magnitude  as  those 
in  Series  I.  These  findings  tend  to  corroborate 
the  ratio  of  success  obtained  with  hydroxyzine 
in  Series  I. 

Chemical  Nomenclature 


generic  names 

trade  names 

hydroxyzine  hydrochloride 

Atarax 

hydroxyzine  pamoate 

Vistaril  Parenteral 
Vistaril 

phenothiazine  derivatives 

Thorazine 

chlorpheniramine  maleate 

Pacatal 

Tentone 

Trilafon 

Mornidine 

Compazine 

Sparine 

Dartal 

Mellaril 

Stelazine 

Vesprin 

Temaril 

Chlor-Trimeton  Maleate 

conclusion 

Teldrin 

An  apparent  relation  exists  between  the  emo- 
tional state  of  some  patients  and  certain  pruritic 
dermatoses.  Where  conventional  dermatologic 
measures  alone  fail  to  produce  clinical  improve- 
ment, medication  with  a tranquilizer  for  the  con- 
trol of  emotional  tension  in  these  patients  is 
justified  for  relief  of  pruritus. 

1.  Sixtv-one  patients  in  Series  II  received 
either  hydroxyzine  or  a placebo  on  a double 
blind  basis.  Of  45  patients  who  received  the 
drug,  29  (64  per  cent)  improved;  seven  (44  per 
cent)  of  16  who  received  the  placebo  also  im- 
proved. 

2.  Fifty-six  per  cent  (9)  of  the  placebo  pa- 
tients experienced  no  relief  of  pruritus,  while 
only  36  per  cent  (16)  of  the  45  hydroxyzine  pa- 
tients failed  to  gain  relief. 
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3.  Mild  side  effects,  which  tended  to  disap- 
pear as  dosage  was  adjusted,  were  reported  in 
19  per  cent  (25)  of  the  133  patients. 

4.  The  efficacy  of  hydroxyzine  hydrochloride 
as  a tranquilizer  reported  by  other  investigators 
in  the  treatment  of  dermatoses  was  confirmed 
in  the  present  partially  double  blind  study. 

5.  Inclusion  of  hydroxyzine  in  the  program 
of  treatment  for  pruritic  dermatoses  is  both  ra- 
tionally merited  and  clinically  valuable.  ■ 

907  Medical-Dental  Bldg.  (1) 
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Statistically  Speaking 

V.  Correlation 

WARREN  K.  GARLINGTON,  Ph.D.  Fort  Steilacoom,  Washington 


In  the  preceding  articles  of  this  series  we  have 
presented  a number  of  statistical  concepts  that 
are  useful  and  convenient  in  describing  distribu- 
tions of  scores  and  in  drawing  conclusions  from 
them.  Measures  of  central  tendency  and  of  vari- 
bility  are  important  tools  when  working  with  any 
single  distribution,  but  on  other  occasions  we 
want  to  measure  or  determine  the  relationship 
between  two  or  more  different  distributions.  The 
statistician  has  developed  a measure  commonly 
used  for  such  comparisons— the  coefficient  of 
correlation. 

When  reading  research  literature  the  practic- 
ing physician  is  apt  to  run  into  correlation  coef- 
ficients rather  frequently.  Even  on  a less  formal 
level  we  have  always  been  interested  in  the  re- 
lationships between  various  characteristics.  Do 
beauty  and  brains  mix  well?  Do  those  with 
strong  minds  have  weak  backs?  Is  fishing  better 
or  worse  on  rainy  days?  In  their  professional 
lives  physicians  constantly  deal  with  variables 
that  seem  to  “go  together.”  Diagnosis  requires 
them  to  have  a knowledge  of  symptom  clusters. 
The  anesthesiologist  must  know  how  both  normal 
and  abnormal  respiratory  functioning  is  affected 
by  different  anesthetics.  The  ultimate  in  this 
‘ togetherness”  is  found  in  recent  medical  reports 
that  describe  automatic  computers  capable  of 
digesting  a list  of  symptoms  and  then  spewing 
out  a diagnosis  or  a prediction  of  other  symptoms. 

Obviously,  then,  an  understanding  of  coeffi- 

Copyright  1962,  Warren  K.  Garlington. 


cients  of  correlation  is  important  for  the  physi- 
cian. Let  us  take  a step-by-step  look  at  them  to 
see  what  they  are  all  about. 

the  scatter  diagram 

When  we  speak  of  correlating  two  measures 
we  generally  mean  that  the  scores  in  the  two 
distributions  are  paired.  Thus,  if  height  and 
weight  are  to  be  correlated,  the  measure  of 
height  for  a given  individual  is  paired  with  the 
measure  of  his  weight.  The  first  step,  then,  is 
to  list  the  pairs  of  scores  for  the  two  measures. 
Our  next  step  in  organizing  the  data  to  be  cor- 
related is  a charting  or  plotting  of  the  relation- 
ship of  the  two  sets  of  scores.  The  chart  or  plot, 
called  a scatter  diagram,  can  be  inspected  visual- 
ly to  get  a rough  idea  of  the  extent  and  direction 
of  the  relationship.  This  technique  is  also  help- 
ful in  demonstrating  the  logic  of  correlations.  To 
illustrate,  let’s  suppose  a public  health  physician 
is  interested  in  blood  pressure  disorders.  It  has 
occurred  to  him  that  there  may  be  a relationship 
between  income  and  blood  pressure.  The  pairs 
of  scores  given  in  Table  1 based  on  fictitious 
data,  represent  the  two  measures  on  a number 
of  subjects.  The  column  labeled  X is  the  yearly 
income  of  a randomly  selected  group  of  men 
between  the  ages  of  40  and  45.  In  the  column 
labeled  Y are  the  diastolic  blood  pressure  read- 
ings for  these  same  individuals.  (For  the  purpose 
of  this  example  only  the  single  blood  pressure 
reading  is  used.)  Figure  1 is  a scatter  diagram 
representing  the  relationship  between  the  two 
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Table  1 — Income  and  Diastolic  Blood  Pressure 
for  24  Male  Subjects  Age  40-45  (Fictitious  Data). 


Subject 

Income 

Diastolic 

Subject 

Income 

Diastolic 

(to  neorest 

pressure 

(to  nearest 

pressure 
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variables,  X and  Y.  The  dot  labeled  Point  A in 
the  diagram  demonstrates  how  the  scores  are 
plotted.  Notice  that  the  first  X score  in  Table  1 
is  $3,800,  and  the  corresponding  Y score  is  60. 
If  we  draw  a vertical  line  from  the  point  on  the 
X (or  income)  axis  corresponding  to  $3,800,  the 
X score  of  Subject  A,  and  if  we  then  draw  a hori- 
zontal line  from  the  point  on  the  Y (or  blood 
pressure)  axis  corresponding  to  his  Y score,  we 
have  represented  A’s  position  on  the  two  mea- 
sures by  the  point  at  which  the  two  lines  inter- 
sect. All  of  the  other  points  in  the  scatter  dia- 
gram were  plotted  in  the  same  way. 

The  dots— each  representing  a pair  of  scores— 
group  themselves  (roughly,  of  course)  in  the 
pattern  of  a straight  line.  Although  there  are 
deviant  scores,  ones  rather  far  out  as  compared 
to  the  group,  the  greater  share  of  them  closely 
correspond  to  the  straight-line  pattern.  The  co- 
efficient of  correlation  measures  the  degree  to 
which  the  pairs  of  scores  correspond  to  or  fall 


along  a straight  line  (sometimes  referred  to  as 
the  regression  line).  Should  all  of  the  plotted 
dots  fall  on  the  straight  line,  that  is,  should 
there  be  no  deviant  pair  of  scores  such  as  L in 
Figure  1,  the  relationship  between  the  two  vari- 
ables is  a perfect  one.  If  a relationship  between 
two  variables  is  perfect,  an  increase  in  one  vari- 
able will  always  be  accompanied  by  an  increase 
(or  decrease)  in  the  other.  The  coefficient  of 
correlation  for  the  data  in  Table  1 is  .949;  ex- 
pressed in  words,  it  says:  in  this  group  of  sub- 
jects, there  is  a strong  relationship  between  in- 
come and  diastolic  blood  pressure— the  higher 
one’s  income,  the  higher  his  diastolic  blood  pres- 
sure, or  conversely,  the  higher  one’s  blood  pres- 
sure, the  higher  his  income. 

If  our  hypothetical  relationship  between  blood 
pressure  and  income  were  a perfect  one,  the 
correlation  coefficient  would  be  1.00.  When 
there  is  no  relationship  between  the  two  vari- 
ables, i.e.,  when  the  X scores  vary  independentlv 
of  the  Y scores,  the  correlation  coefficient  is  .00. 
An  approximation  of  this  is  shown  in  Figure  2. 
Another  possibility  exists— it  may  be  that  as 
one’s  income  increases,  his  blood  pressure  de- 
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Figure  1.  Scatter  diagram  based  on  data  in  Table  1 show- 
ing shape  of  positive  correlation. 
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Figure  2.  Scatter  diagram  showing  shape  of  zero  or  low 
correlation. 

creases.  When  this  sort  of  relationship  exists, 
it  is  represented  by  a negative  correlation  coef- 
ficient; its  corresponding  scatter  diagram  would 
resemble  Figure  3.  Thus,  coefficients  of  corre- 
lation range  from  +100,  a perfect  positive  re- 
lationship, through  .00,  no  relationship,  to  —1.00. 
a perfect  negative  relationship.  Of  course,  there 
are  an  infinite  number  of  possible  correlation 
coefficients  between  two  variables.  Perfect  cor- 
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FIGURE  3 


Figure  3.  Scatter  diagram  showing  shape  of  negative  cor- 
relation. 


relations  are  seldom  found,  if  for  no  other  rea- 
son, because  of  inability  to  measure  accurately 
the  variables. 

If  we  continue  our  consideration  of  statistical 
concepts  as  shorthand  methods  that  describe 
masses  of  data,  we  can  consider  the  coefficient 
of  correlation  as  abbreviated  shorthand.  In  one 
term  are  combined  two  ideas:  a measure  of  the 
strength  of  the  relationship— from  0 to  1,  or  from 
none  to  perfect— as  well  as  the  direction  of  that 
relationship— positive  or  negative. 

measures  of  correlation 

The  two  most  common  correlation  techniques 
are  the  Pearson  product-moment  coefficient  of 
correlation  or  r and  the  Spearman  rank  order 
coefficient  or  rho.  Calculation  of  r involves  the 
actual  scores  or  measures,  while  rho  requires  that 
raw  scores  be  ranked  in  order  of  value  before 
it  is  calculated.  The  Pearson  r is  usually  pre- 
ferred since  it  takes  into  account  the  actuai  raw 
scores  and  the  degree  to  which  they  vary  around 
the  mean  of  the  distribution.  However  on  some 
occasions  rho  is  more  appropriate.® 

On  occasion  the  reader  of  research  reports  will 
meet  with  a number  of  other  correlational  tech- 
niques. Two  have  special  applications  in  clinical 
research.  First  is  the  biserial  correlation,  sym- 
bolized by  TbiS.  It  is  used  when  one  wishes  to 
measure  the  relationship  between  a continuous 
distribution  and  one  that  is  non-continuous,  i.e., 
one  in  which  only  two  scores  are  possible— yes- 

*The  reader  may  refer  to  almost  any  introductory  statis- 
tics book  should  he  desire  a more  precise  consideration 
of  uses,  assumptions  and  conditions  underlying  rho  and  r. 


no,  dead-alive,  etc.  It  would  be  appropriate 
to  use  rbiS  in  studying  the  relationship  between 
smoking  and  lung  cancer.  In  that  case  the  con- 
tinuous variable  is  the  number  of  cigarettes 
smoked  per  day,  and  the  non-continuous  or 
dichotomous  variable  is  the  yes-no  answer  to 
the  question,  “Has  he  contracted  lung  cancer?” 

A somewhat  rarer  technique  known  as  eta  is 
used  when  the  scatter  diagram  shows  that  a re- 
lationship between  two  measures  exists,  but  that 
it  is  not  a linear  one,  i.e.,  it  does  not  follow  a 
straight  line.  Figure  4 pictures  such  a relation- 
ship. This  kind  of  relationship  has  been  found, 
for  example,  between  level  of  anxiety  and  per- 
formance on  complex  tasks.  With  minimum 
anxiety,  performance  is  low;  as  anxiety  increases, 
so  does  performance,  but  only  up  to  a certain 
point.  Beyond  that  point  as  anxiety  increases 
performance  level  begins  to  decrease.  Conven- 
tional techniques  of  correlation  would  indicate 
little,  if  any,  relationship  between  anxiety  and 
performance,  since  both  r and  rho  depend  on  a 
linear  relationship  between  two  variables.  The 
fact  that  this  curvilinear  kind  of  relationship 
does  occur  is  further  reason  for  plotting  the 
scatter  diagram.  If  the  researcher  can  see  how 
his  variables  relate,  he  can  use  the  appropriate 
correlational  technique. 

interpretation  of  the  coefficient  of  correlation 

Since  they  indicate  direction  and  degree  of 
relationship  between  two  variables,  correlations 
can  be  especially  useful  when  we  want  to  pre- 
dict one  variable  from  known  values  of  another 
variable.  The  neurologist  in  conducting  a routine 
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Figure  4.  Scatter  diagram  showing  shape  of  curvilinear 
relationship. 
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neurological  examination  looks  for  certain  “signs” 
of  central  nervous  system  damage.  For  him  these 
signs  are  known  to  be  correlated  with  various 
kinds  of  CNS  damage.  In  summarizing  results 
of  an  examination,  the  neurologist  uses  the 
signs  which  are  known  as  predictors  of  internal 
changes. 

When  is  a coefficient  of  correlation  large 
enough  to  be  useful  for  predictions?  Our  answer: 
“It  depends.”  An  r of  .50  may  be  adequately  high 
if  we  are  making  predictions  for  a group  of  sub- 
jects, but  if  we  were  to  base  our  predictions  for 
individuals  on  an  r of  that  size,  the  going  would 
be  pretty7  rough.  Our  bets  might  be  more  erron- 
eous than  correct. 

The  size  of  the  group  of  subjects  on  which  the 
correlation  was  computed  is  also  important.  An 
r of  .90  based  on  a small  group  of  subjects  makes 
us  suspicious  that  chance  errors  were  involved, 
but  the  same  value  found  in  a large  group  of 
individuals  can  be  treated  with  much  greater 
confidence.  Most  statistics  books  contain  tables 
that  tell  how  high  a correlation  must  be  for 
groups  of  different  sizes  before  w7e  assume  it 
reflects  a true,  i.e.,  non-accidental,  relationship. 

common  misconceptions 

Certain  common  errors  should  make  us  cau- 
tious about  our  interpretation  of  the  coefficient 
of  correlation.  Frequently,  but  erroneously,  the 
correlation  is  considered  as  a percentage  of  the 
perfect  relationship  possible  between  two  vari- 
ables. Unfortunately  it  cannot  be  interpreted  in 
this  w7ay.  A more  serious  error  is  made  when 
one  interprets  a correlation  coefficient  as  a 
measure  of  a cause  and  effect  relationship.  Con- 
sider die  example  used  earlier.  Assume  that  in- 


come and  health  are  significantly  related.  Tht 
relationship  may  be  due  to  a number  of  things 
Perhaps  wealthy  people  are  willing  to  spenc 
extra  money  to  preserve  their  health,  or  possibh 
healthy  people  are  able  to  earn  more  money 
The  relationship  may  be  due  to  still  a third 
factor,  perhaps  an  overall  superiority7  that  leads 
to  both  higher  income  and  better  health.  A 
fourth  possibility  is  interaction  of  the  tw7o  char- 
acteristics, each  influencing  the  other  to  some 
extent. 

If  one  keeps  in  mind  a rather  obvious  example, 
he  will  not  err  in  interpreting  r as  a measure  of 
cause  and  effect.  One  such  is  a significantly  high 
positive  r between  the  number  of  churches  and  . 
taverns  in  cities  and  towns  around  the  country. 
Do  taverns  cause  churches,  or  churches,  taverns? 
Neither,  but  both  are  related  to  a third  factor- 
community  size.  A community’s  number  of 
churches  is  related  to  or  associated  with  its  num- 
ber of  taverns;  however,  the  r that  measures 
this  relationship  can  not  possibly  determine  the 
cause-effect  relationship. 

summary 

Relationship  between  tw7o  or  more  different 
distributions  is  measured  by  the  coefficient  of 
correlation.  Scatter  diagrams  visualize  these  re- 
lationships and  aid  in  selection  of  one  of  several 
methods  of  calculating  the  coefficient.  Corre- 
lation figures  must  not  be  assumed  to  be  an  ex- 
pression of  percentage  of  perfect  relationship 
and,  more  importantly,  must  not  be  taken  as 
proof  of  cause  and  effect.  Other  factors  may 
be  at  w7ork.  ■ 

Psychology  Department  ■ 
Mental  Health  Research  Institute 


POLITICIAN  AT  THE  BEDSIDE 

We  trust  the  Congress  has  gumption  enough  not  to  approve  some  of  the  ideas  of  the 
coonskin  crowned  Senator  about  drug  patents.  To  do  so  would  only  sound  the  deatli 
knell  of  pharmaceutical  research.  The  Senator’s  ideas  about  lack  of  competition  are 
not  factual;  he  simply  doesn’t  know  what  he  is  talking  about  . . . His  plan  to  make 
a Federal  bureau  the  judge  of  efficacy  is  nonsensical.  The  clinician  at  the  bedside  is 
the  one  to  determine  efficacy.  The  politically  climbing  Senator  would  lodge  too  much 
autocratic  power  in  a Washington  bureau  which  might  become  dictatorial. 


Editorial.  The  West  Virginia  Medical  Journal, 

Oct.  1961. 
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When  do  you  eat  soup,  Doctor? 
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fhen  you  come  home  tired  and  want  something  to  help 
ou  get  your  energy  back  fast?  When  you  need  a quick 
ite  between  calls,  hospital,  and  office?  When  you  want 
)mething  hot  to  hit  the  spot  on  a cold,  rainy  day? 

Your  patients  eat  soup  on  some  of  the  same  occasions 
nd  for  many  of  the  same  reasons  you  do.  But  you  can 
^commend  soup  to  them  also  for  other  reasons.  When 
tie  of  your  geriatric  patients  needs  a nourishing  and  in- 
tensive food,  one  easily  prepared,  a soup  like  Campbell’s 
cotch  Broth,  Beef,  or  Vegetable  Beef  is  an  obvious 
tiswer.  Or,  when  a mother  consults  you  about  a child 
ho’s  a problem  eater,  you  can  again  suggest  soup  . . . and 
oth  mother  and  child  will  be  delighted. 

All  of  Campbell’s  many  different  soups  are  carefully 
lended  ...  all  are  naturally  good.  They  contain  a wide 


variety  of  essential  nutrients.  Protein  values  in  the  meat 
soups  range  from  approximately  9.1  gm.  in  a 7 oz.  serving 
of  Beef  Soup  to  about  4.6  gm.  in  a serving  of  Scotch 
Broth.  Beef  Broth  and  Consomme  will  interest  patients  on 
low-fat  diets  because  they’re  both  fat  free. 

Into  Campbell’s  meat  soups  go  fine,  lean  meats  and 
ripe,  flavorful  vegetables.  Careful  processing  helps  keep 
the  maximum  of  fresh  flavors  and  nutritive  values. 

Write  us  today  for  your  copy  of  the 
new  series  of  nutritional  analyses  of  all  our 
soups.  Recommend  Campbell’s  Soups  to 
your  patients  . . . enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company, Dept  . 57, Camden, N.J. 
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OSMS  approves  Senior  Citizens  Program 


When  Daniel  K.  Billmeyer,  speaker  of  the  House 
of  Delegates,  rapped  the  gavel  closing  the  1962  Mid- 
year Meeting  of  the  House  of  Delegates  of  the  Ore- 
gon State  Medical  Society,  the  House  had  acted 
upon  the  reports  of  the  eleven  committees  and  four 
resolutions  and  had  elected  a nominating  committee 
to  recommend  officers  for  election  at  the  1962  An- 
nual Meeting.  Perhaps,  the  most  significant  action 
of  the  House,  and  one  which  produced  lively  discus- 
sion in  reference  committee,  was  the  approval  of  the 
Blue  Shield  National  Senior  Citizens  program  spon- 
sored hy  the  National  Association  of  Blue  Shield 
Plans  and  endorsed  by  the  AMA  Board  of  Trustees. 

Second  in  importance  was  the  consideration  given 
to  proposed  revisions  of  the  State  Board  of  Health 
in  their  Rules  and  Regulations  for  the  Operation  of 
Hospitals  and  Related  Institutions  and  Nursing 
Homes.  These  proposed  changes  were  presented  to 
the  House  of  Delegates  by  the  Society’s  Committee 
on  Hospitals  and  Related  Institutions  which  recom- 
mended that  the  proposed  changes  in  the  Medical 
Service  Section  of  the  Hospital  Rules  and  Regula- 
tions not  be  approved  by  the  Society.  The  Commit- 
tee did  recommend,  however,  activities  and  pro- 
grams which  it  considered  would  accomplish  the  ob- 
jectives sought  by  the  Board  of  Health’s  proposed 
revisions.  The  House  of  Delegates  adopted  the  rec- 
ommendations of  the  Committee. 

The  Committee  on  Hospitals  and  Related  Insti- 
tutions, also,  submitted  recommendations  for  changes 
in  the  proposed  revisions  of  the  Rules  and  Regula- 
tions Relating  to  Medical  Supervision  and  Service 


in  Nursing  Homes.  Here,  again,  the  House  accepted 
the  Committee’s  recommendations. 

In  other  actions,  the  House  approved  the  recom- 
mendations of  the  Committee  on  Charitable  Medical 
Care  regarding  the  administration  of  the  Medical 
Assistance  for  the  Aged  program  in  Oregon,  ap- 
proved a recommendation  of  the  Committee  on 
Public  Health  that  the  Society  approve  and  endorse 
the  use  of  the  oral  poliomyelitis  vaccine,  accepted, 
on  the  recommendation  of  the  Committee  on  Profes- 
sional Consultation,  a broadened  professional  liabil- 
ity insurance  program  and  approved  a recommen- 
dation of  the  Executive  Committee  of  the  Board 
of  Trustees  that  a special  assessment  upon  tin 
membership  be  made  in  1962  and  a dues  increase 
become  effective  in  1963. 

The  House  of  Delegates  also  adopted  three  reso- 
lutions of  importance.  One  directed  the  preparation 
of  a pamphlet  giving  information  regarding  the  vol- 
untary health  insurance  plans  which  are  available 
to  Oregon  citizens  over  65.  A second  introduced 
by  the  Committee  on  Diabetes  requested  approval 
of  the  establishment  of  an  Oregon  affiliate  of  the 
American  Diabetes  Association.  The  third  resolu- 
tion directed  the  Committee  on  Public  Policy  to 
consider  the  sponsorship  of  a legislative  proposal  at 
the  1963  Legislature  which  would  make  the  pro- 
ceedings of  commitment  hearings  in  mental  cases 
confidential. 

A complete  summary  of  the  proceedings  of  the 
House  of  Delegates  at  its  1962  Midyear  Meeting 
held  in  Portland  April  6-7  follows  on  page  423. 
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Medical  Research  Foundation  of  Oregon 

Expenditures  totaling  $2,361,825  were  made  dur- 
I ing  the  past  calendar  year  by  the  Medical  Research 
Foundation  of  Oregon  for  scientific,  educational  and 
research  purposes  in  Oregon. 

According  to  information  contained  in  the  1961 
annual  report  of  the  Foundation,  $290,095  repre- 
j sented  expenditure  of  funds  from  private  gifts, 
grants  and  other  income.  The  balance,  amounting  to 
| $2,071,730,  represented  funds  made  available  from 
Federal  grants— principally  from  the  National  Insti- 
tutes of  Health  and  the  National  Science  Founda- 
tion. 

Of  the  total,  $1,452,544  was  used  for  acquisition 
of  land  and  construction  of  facilities  at  the  Founda- 
! tion’s  two  recently  initiated  activities  in  Washington 
I County— the  Oregon  Regional  Primate  Research 
, Center  and  the  180-acre  animal  farm  which  will 
house  and  breed  animals  for  the  University  of  Ore- 
gon Medical  School’s  teaching  and  investigative 
i programs. 

Operating  expenditures  for  the  Primate  Center 
program  amounted  to  $505,940,  including  partial 
equipping  of  buildings,  acquisition  and  care  of  ani- 
mals as  well  as  research  activities.  Research  and 
educational  activities  at  the  Medical  School  were 
supported  in  the  amount  of  $365,535  and  other 
educational  and  research  institutions,  hospitals  and 
clinics  in  Oregon  received  $13,605. 

In  addition  to  gifts,  bequests  and  allocations  from 
individuals,  business,  industry,  foundations  and 
United  Funds,  the  Medical  Research  Foundation  of 
Oregon  administered  grants  from  the  American 
Cancer  Society;  the  American  Heart  Association; 
the  Oregon  Heart  Association;  the  Sister  Elizabeth 
Kenny  Foundation;  the  Life  Insurance  Medical 
Research  Fund;  the  Multiple  Sclerosis  Society  of 
Portland,  Oregon,  Inc.;  the  Muscular  Dystrophy 
Association  of  America,  Inc.;  and  the  National 
Foundation,  Multnomah  County  Chapter. 

Founded  in  1942,  the  Medical  Research  Founda- 
tion of  Oregon  is  a nonprofit  corporation  estab- 
lished to  meet  the  needs  and  develop  opportunities 
for  improving  health  and  medical  care  through 
research  and  education. 

Siegel  Reports  on  Oxygen  Studies 

Speaking  recently  in  Atlantic  City  before  the 
Federation  of  American  Societies  for  Experimental 
Biology,  Benjamin  V.  Siegel,  professor  of  pathology 
at  University  of  Oregon  Medical  School,  reported 
on  his  studies  using  oxygen  therapy  in  the  treatment 
of  leukemia  in  laboratory  animals. 

Mice  were  inoculated  with  a leukemia  virus  and 
then  divided  into  four  groups.  One  group  received 
no  treatment.  Oxygen  therapy  was  started  on  the 
second  group  the  day  after  leukemia  virus  entered 


the  blood  stream  of  each  animal.  This  was  done 
by  putting  the  animals  into  a metal  chamber  and 
filling  it  with  pure  oxygen  at  a pressure  of  about 
38  pounds  per  square  inch.  The  treatment,  which 
lasted  approximately  one  hour,  was  repeated  twice 
a day,  five  days  a week  for  three  weeks. 

The  third  group  of  laboratory  animals  received 
the  same  type  of  treatment  for  a period  of  six  weeks 
rather  than  three.  The  fourth  group  of  mice  re- 
ceived treatment  starting  three  weeks  after  they 
had  been  inoculated,  when  the  disease  was  already 
well  developed. 

After  six  weeks  of  treatment  the  disease  was 
considerably  less  advanced  in  mice  which  had  been 
treated  with  oxygen  than  in  the  animals  which  re- 
ceived no  treatment.  Results  indicated  such  treat- 
ment can  be  effective  even  after  the  disease  is  well 
developed  in  the  animals.  Mice  which  were  not 
started  on  the  therapy  until  after  three  weeks  had 
passed  were  in  about  the  same  state  of  health  at 
the  end  of  six  weeks  as  those  which  had  received 
treatment  for  the  entire  six  week  period. 

Results  of  the  study  appear  to  demonstrate  that 
treatment  with  pure  oxygen  under  pressure  can 
suppress  the  development  of  leukemic  symptoms  or 
can  cause  them  to  regress  after  they  have  developed, 
although  these  effects  were  not  permanent  after  the 
treatments  were  stopped. 

Oxygen  had  been  used  in  the  past  to  increase 
sensitivity  of  cancers  to  treatment  by  radiation. 
Dr.  Siegel’s  experiments  suggest  that  while  oxygen 
may  appear  to  be  facilitating  the  positive  effects  of 
radiation,  it  may  be  producing  the  desired  effects 
by  its  own  activity  within  the  cancer. 

These  experiments  also  indicate  the  possibility  of 
a combined  oxygen  therapy  with  present  cancer 
treatments  using  chemicals  and  radiation  and,  at 
the  same  time,  permitting  the  use  of  lower  dosages 
of  these  agents. 

Dr.  Siegel  and  his  associates  plan  additional  re- 
search using  a larger  number  of  laboratory  animals 
and  continuing  treatment  for  a longer  period  of 
time.  The  information  gained  will  materially  aid 
in  a better  understanding  of  the  disease,  and  could 
lead  to  exploring  the  possibility  of  using  such  treat- 
ment for  patients  suffering  from  certain  types  of 
leukemia. 

Camera  Device  may  be  Useful  in  Spaceflight  Program 

Research  by  University  of  Oregon  Medical  School 
ophthalmologists  has  led  to  the  development  of  a tool 
to  anticipate  possible  ill  effects  of  spaceflight  on 
circulation  of  the  brain  by  recording  changes  in  the 
blood  vessels  in  the  astronauts’  eyes.  These  blood 
vessels  mirror  changes  induced  in  the  vessels  of  the 
central  nervous  system. 

Prototype  of  the  tool,  an  ophthalmoscope-camera 
(Continued  on  page  418) 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 


Prescribe  antivert,  the  leading  anti-vertigo  product, t for  prompt  relief  of  vertigo,  Meniere’s 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 


Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid.50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 
tBased  on  1960  data  from  independent  physicians’  market  survey  organization. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


And  for  your  aging  patients  — 
NE0B0N®  Capsules 
five-factor  geriatric  supplement 
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Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown’ 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release  capsules 
as  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J . 


Clinically  proven 
in  over  750 
published  studies 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


2 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


<3 


Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Continued  from  page  415 

which  takes  moving  pictures  of  the  back  of  the  eye 
to  record  functional  changes  of  blood  vessels,  was 
designed  by  Paul  Bailey,  clinical  instructor  in  oph- 
thalmology at  the  Medical  School,  and  Kenneth 
Swan,  professor  and  chairman  of  the  department. 

Changes  in  the  structure  of  arteries  and  vessels 
in  the  back  of  the  eye  have  been  recorded  and 
studied  with  still  photographs  for  20  years  or  more. 
However,  functional  changes  such  as  the  character 
and  extent  of  pulsation  of  the  retina  vessels  or  the 
movement  of  blood  through  them  have  received 
relatively  little  attention. 

In  recent  years  these  functional  changes  have 
become  increasingly  important  to  practicing  and 
research  physicians  in  several  fields  of  medicine,  but 
there  was  no  satisfactory  way  to  record  these  changes 
in  the  vessels.  The  importance  of  a device  to  show 
the  vessels  of  the  eye  in  action  is  evident  when  it 
is  noted  that  only  in  the  eye  can  functioning  blood 
vessels  be  directly  observed  in  the  human  body. 

In  1955  when  Drs.  Swan  and  Bailey  began  to 
build  a camera  device  that  would  take  moving  pic- 
tures of  the  inner  eye,  one  of  the  difficulties  they 
faced  was  the  lighting.  The  human  eye  can  tolerate 
only  a limited  amount  of  light,  and  a high  concen- 
tration of  visible  light  can  cause  permanent  damage 
to  the  eye.  To  overcome  this  problem  the  doctors 
designed  a special  optical  system  using  only  a mod- 
erate increase  in  input  lighting  but  allowing  the 
utilization  of  all  of  the  returning  light  reflected  from 
the  retina. 

In  addition  to  the  light  source  the  camera  con- 
tains two  other  basic  units,  one  consisting  of  a con- 
densing lens  and  the  other  a 16mm  Arriflex  camera 
equipped  with  a continuous  focusing  mechanism. 

Two  years  after  the  project  began  the  camera  was 
completed  and  put  into  service  in  the  ophthalmology 
department  at  the  University  of  Oregon  Medical 
School.  It  has  proved  to  be  an  excellent  aid  in  the 
teaching  of  ophthalmology  and  in  making  progress 
studies  on  individual  patients  in  several  fields  of 
medicine.  After  the  camera  was  put  into  use,  dia- 
grams of  its  construction  were  sent  to  the  National 
Institutes  of  Health  where  a copy  of  the  original 
camera  is  being  made. 

Initial  research  on  the  camera  developed  at  the 
Medical  School  was  financed  through  grants  from 
the  Oregon  Heart  Association  and  the  Oregon  State 
Elks  Association.  The  research  was  prompted  by 
studies  of  altered  circulation  in  the  eyes  of  prema- 
turely-born children  who  developed  retrolental  fibro- 
plasia after  receiving  oxygen. 

When  the  National  Aeronautics  and  Space  Ad- 
ministration (NASA)  learned  of  the  Medical  School 


ophthalmologists’  work  they  requested  that  Dr.  Bai- 
ley bring  the  camera  to  its  Ames  Laboratory  at  i 
Moffet  Field,  California  and  serve  as  consultant  on 
developing  a more  detailed  similar  device  for  use 
in  the  space  program.  If  the  device  performs  well 
in  a centrifuge  cabin  as  is  anticipated,  it  may  be 
incorporated  into  the  Mercury  space  program. 

Portland  to  be  Site  of  Cancer  Conference 

The  fourth  annual  Oregon  Cancer  Conference  has 
been  scheduled  for  Thursday  and  Friday,  July  12-13, 
at  the  Sheraton-Portland  Hotel  in  Portland,  accord- 
ing to  A.  C.  Hutchinson,  chairman. 

The  Conference  is  under  the  joint  sponsorship  of 
the  American  Cancer  Society’,  Inc.,  Oregon  Division; 
Oregon  State  Medical  Society  and  the  University 
of  Oregon  Medical  School. 

The  complete  program  and  guest  lecturers  will 
be  announced  at  a later  date.  Dr.  Hutchinson  re- 
ported. 

International  Society  Chooses  Portland 

Portland,  Oregon  has  been  chosen  as  the  site 
of  the  third  International  Congress  of  the  Interna- 
tional Society  of  Clinical  and  Experimental  Hypnosis 
(ISCEH)  by  majority  vote  of  its  Executive  Com- 
mittee. The  dates  of  August  6-10,  1962,  were  chosen 
to  coincide  with  the  plans  already  made  by  Societ\ 
for  Clinical  and  Experimental  Hypnosis  (SCEH  1 for 
its  14th  Annual  Convention.  John  Watkins,  secretary. 
ISCEH,  states  that  factors  favoring  the  choice  of 
Portland  were  (a)  extensive  plans  already  under 
way  in  Portland  and  (b)  close  liaison  between  the 
two  societies  would  be  possible  because  the  secre- 
taries of  each  society  are  located  in  Portland. 

Markle  Foundation  Honors  Fletcher 

William  S.  Fletcher  of  the  University  of  Oregon 
Medical  School  has  been  chosen  as  a Markle  Scholar 
for  1962  by  the  John  and  Mary'  Markle  Foundation 
of  New  York. 

Dr.  Fletcher,  graduated  in  1955  from  Harvard 
Medical  School,  is  one  of  25  young  medical  scientists 
throughout  the  United  States  and  Canada  to  receive 
the  honor. 

Each  appointment  provides  a S30,000  grant  to  the 
medical  school,  where  the  scholar  will  teach  and  do 
research,  paid  at  the  rate  of  S6,000  a year  to  supple- 
ment his  salary  and  aid  his  research. 

The  Foundation  was  established  in  1927  by  the 
late  John  Markle,  Pennsylvania  coal  operator,  "to 
promote  the  advancement  and  diffusion  of  know- 
ledge . . . and  general  good  of  mankind.” 
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Oregon's  Code  of  Cooperation 

The  following  Code  of  Cooperation  between  Physicians,  Hospitals,  Press, 
Radio  and  Television  was  prepared  in  cooperation  with  the  Oregon  State 
Medical  Society,  Oregon  Newspaper  Publishers  Association,  Oregon  State 
Broadcasters  Association  and  the  Oregon  Association  of  Hospitals. 


A Statement  of  Principle 

The  Code  of  Cooperation  has  one  guiding  pur- 
pose: To  furnish  medical  news  to  the  public  which 
is  accurate  and  authentic. 

It  is  not  a code  of  censorship. 

It  is  not  a code  of  suppression  nor  individual 
whim. 

It  imposes  specific  duties  and  responsibilities  upon 
the  news  media,  the  medical  profession  and  the 
hospitals. 

In  order  for  the  Code  to  function,  those  responsi- 
bilities must  be  met  fully  and  willingly. 

By  participation  in  the  Code,  the  news  media 
agree: 

1.  To  consult  qualified  sources  for  medical  sto- 
ries, living  up  to  the  spirit  and  letter  of  the  Code 
of  Cooperation  in  seeking  such  sources  and  stories. 

2.  To  present  fairly  and  accurately  news  thus 
gathered,  so  that  public  confidence  can  be  unequiv- 
ocal in  medical  reporting. 

The  doctors  and  the  hospitals  agree: 

1.  To  be  available  to  news  media,  within  the 
spirit  and  letter  of  the  Code,  and  insofar  as  possible, 
within  the  time  requirements  of  the  media. 

2.  To  cooperate  without  mental  reservation  or 
personal  exception  with  the  Code  and  with  the  news 
media. 

If,  on  either  side,  the  Code  is  corrupted  to  provide 
personal  glorification— and  only  that— for  a doctor, 
an  institution,  a writer  or  a news  medium,  it  cannot 
function. 

If  it  becomes  a weapon  of  reprisal,  prejudice,  or 
personal  annoyance,  it  is  useless. 

Only  by  full,  genuine  and  wholehearted  partici- 
pation by  the  news  media,  the  medical  profession 
and  the  hospitals  can  the  Code  of  Cooperation  at- 
tain its  eminent  and  desirable  purposes. 

To  the  goal  of  accurate,  objective  reporting  of 
all  medical  matters  and  to  free  access  of  necessary 
information  for  such  reporting  is  this  Code  of  Coop- 
eration dedicated. 

Code  Provisions 

1.  The  executive  offices  of  the  Oregon  State 
Medical  Society  shall  be  available  at  all  times  to 
representatives  of  the  press,  radio  and  television  to 
obtain  authentic  information  as  promptly  as  possible 
on  health  and  medical  subjects.  If  the  information 
desired  is  not  immediately  available,  it  shall  be  the 
duty  of  the  executive  offices  either  to  obtain  the 


information  or  to  locate  a competent  authority  from 
which  the  news  media  can  obtain  it  directly. 

2.  Officers,  committee  chairmen  or  designated 
spokesmen  of  the  Oregon  State  Medical  Society 
may  be  quoted  by  name  in  matters  of  public  interest 
for  purposes  of  authenticating  information  given.  A 
list  of  the  current  spokesmen  of  the  State  Medical 
Society  shall  be  supplied  to  the  representatives  of 
the  news  media  and  shall  be  kept  up  to  date.  This 
shall  not  be  considered  by  their  colleagues  as  a 
breach  of  the  time-honored  practice  of  physicians 
to  avoid  personal  publicity  since  it  is  done  in  the 
best  interests  of  the  public  and  the  profession. 

3.  County  and  regional  medical  societies  in 
Oregon  are  urged  to  adopt  a similar  policy  in  regard 
to  their'  officers,  committee  chairmen  and  other 
designated  spokesmen.  It  is  recommended  that 
county  and  regional  medical  societies  prepare  and 
keep  up  to  date  lists  of  current  spokesmen  com- 
parable to  those  contemplated  in  Paragraph  2 above, 
and  supply  them  to  their  local  news  media. 

4.  In  matters  of  private  practice  the  wishes  of 
the  attending  physician  or  surgeon  shall  be  respected 
as  to  the  use  of  his  name  or  direct  quotation,  but 
he  shall  give  information  to  the  press,  radio  and 
television  where  it  does  not  jeopardize  the  doctor- 
patient  relationship  or  violate  the  confidence,  pri- 
vacy or  legal  rights  of  either  the  public  or  private 
patient  as  follows: 

a.  In  cases  of  accident  or  other  emergency; 
the  nature  of  injuries  when  ascertained,  the 
degree  of  seriousness,  probable  prognosis. 

b.  In  cases  of  illness  of  a personality  in 
whom  the  public  has  a rightful  interest;  the 
nature  of  the  illness,  its  gravity  and  the  current 
condition. 

c.  In  cases  of  unusual  injury,  illness  or 
treatment,  the  above  information  and  any 
scientific  information  which  will  lead  to  a better 
public  understanding  of  the  progress  of  medical 
science.  Any  physician  becoming  aware  of  such 
a case  is  urged  to  notify  the  designated  spokes- 
man of  his  local  medical  society  at  once  for 
immediate  communication  of  appropriate  infor- 
mation to  the  news  media. 

5.  Each  hospital  shall  designate  spokesmen  who 
shall  be  competent,  in  the  absence  or  non-availability 
of  the  attending  physician,  to  give  authentic  infor- 
mation to  the  news  media  in  emergency  cases  at 
any  time  of  day  or  night  without  the  necessity  of 
approval  by  a higher  authority.  These  spokesmen 
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shall  be  made  known  to  the  proper  officials  at  all 
newspapers  and  broadcasting  stations  in  the  com- 
munity served  by  the  hospital.  Information  shall  be 
provided  as  rapidly  as  it  can  be  obtained  without 
interfering  with  the  health  of  the  patient.  Nothing 
in  this  paragraph,  however,  contemplates  the  pro- 
viding of  any  information  which  shall  jeopardize 
the  hospital-patient  relationship,  or  which  violates 
the  confidence,  privacy  or  legal  rights  of  the  patient. 

6.  In  non-emergency  cases,  in  the  absence  of  or 
on  the  authorization  of  the  attending  physician, 
hospitals  shall  provide  information  to  the  news 
media  on  the  same  basis  as  provided  in  Paragraph  4, 
above. 

7.  Where  information  is  given  on  hospital  pro- 
cedure, equipment,  facilities  for  treatment,  or  other 
features  of  hospital  service,  hospital  authorities  shall 
be  careful  to  refrain  from  giving  the  impression  that 
such  facilities  exist  only  in  the  hospital  named  unless 
that  is  the  ascertained  fact. 

8.  Representatives  of  all  news  media,  recogniz- 
ing that  the  first  obligation  of  the  physician  and 
hospital  is  to  safeguard  the  life  and  health  of  the 
patient,  shall  cooperate  by  refraining  from  any  action 
or  demands  that  might  jeopardize  the  patient’s  life 
or  health. 

9.  When  a physician  or  hospital  authority  is 
quoted  directly  and  by  name,  representatives  of  the 
news  media  shall  make  certain  to  the  best  of  their 
ability  that  the  quotation  is  accurate  both  in  content 
and  in  context. 

10.  On  all  matters  of  health  or  medical  news, 
representatives  of  the  news  media  shall  make  all 
reasonable  effort  to  obtain  authentic  information 
from  qualified  sources  indicated  above  before  pro- 
ceeding to  publication  or  broadcast. 

11.  It  shall  be  understood  that  speakers  at  medi- 
cal meetings  and  local  physicians  connected  with 
such  meetings,  whether  sponsored  by  the  State 
Medical  Society  or  by  other  medical  organizations, 
shall  be  accessible  to  the  news  media  without  prior 
approval  by  the  Society.  However,  the  responsibility 
for  arranging  for  news  media  participation  of  physi- 
cians involved  in  meetings  not  conducted  by  the 
Society  shall  rest  with  the  sponsoring  group  and 
not  with  the  Society. 

12.  As  a general  policy,  the  State  Medical  Soci- 
ety will  not  express  approval  of  the  participation  of 
physicians  in  public  controversies  or  political  dis- 
cussions or  debates  unless  specifically  approved  in 
advance.  Physicians  shall  not  participate  in  public 
controversial  discussions  as  spokesmen  for  the  State 
Society  without  prior  approval  by  the  State  Society. 
Nothing  within  this  paragraph,  however,  shall  be 
construed  to  prevent  a physician  from  speaking  as 
an  individual  without  such  approval. 

13.  Radio  and  television  broadcasters  shall  re- 
frain from  involving  physicians  in  programs  whose 
sponsors  may  be  unacceptable  to  the  medical  pro- 


fession, such  as  patent  medicine  manufacturers. 

14.  Radio  and  television  broadcasters  shall  limit 
introductions  of  physicians  to  one  essential  identifi- 
cation insofar  as  possible,  such  as  “President  of  the 
Oregon  State  Medical  Society”  or  “Chairman  of  the 
Committee  on  Rural  Health”  or  “President  of  the 
Oregon  Heart  Association,”  and  in  such  introduc- 
tions shall  avoid  unnecessary  “build-up”  of  the 
doctor  or  doctors  involved. 

15.  Nothing  in  this  Code  shall  be  considered  to 
amend  in  any  way  the  principles  of  Medical  Ethics 
of  the  Oregon  State  Medical  Society. 

Oregon  Association  of  Hospitals 

Recommended  guide  for  hospitals  in 
giving  information  to  the  news  media 

1.  FOR  POLICE  AND  ACCIDENT  CASES:  The  follow- 

ing items  of  public  information  may  be  given  with- 
out the  patient’s  consent: 

Name,  (A)  Married  or  single,  (B)  Sex,  (C)  Age. 
(D)  Occupation,  (E)  Address. 

2.  nature  of  the  accident:  (A)  Injured  by 

automobile,  explosion,  shooting;  (B)  do  not  discuss 
the  circumstances  of  the  accident  or  who  caused 
the  accident. 

3.  condition  of  patient:  Report  only  as  “not 
serious,”  “serious,”  or  “critical.”  Avoid  dramatic 
descriptions.  No  specific  diagnosis  or  prognosis  to 
be  made. 

4.  fractures  (except  head  injuries):  Indicate 
the  member  of  the  body  involved  and  whether  a 
simple  or  compound  fracture.  The  words  “possible’ 
or  “probable”  should  be  used  where  x-ray  diagnosis 
is  not  available. 

5.  injuries  to  the  head:  (A)  Simply  a state- 

ment that  the  injuries  are  of  the  head  may  be  made; 

(B)  it  may  not  be  stated  that  the  skull  is  fractured; 

(C)  no  opinion  as  to  the  severity  of  the  injury  may 
be  given  until  the  condition  is  definitely  determined, 
and  (D)  prognosis  is  not  to  be  made. 

6.  internal  injuries:  (A)  It  may  be  stated 

that  there  are  internal  injuries  but  nothing  more 
specific  as  to  the  location  of  the  injuries,  and  (B)  a 
statement  that  the  condition  is  very  serious  may  be 
made. 

7.  unconsciousness:  (A)  If  the  patient  is  un- 

conscious when  he  is  brought  to  the  hospital,  a 
statement  of  this  fact  may  be  made;  (B)  the  cause 
of  unconsciousness,  however,  may  not  be  given. 

8.  cases  of  poisoning:  (A)  No  statement  is  to 

be  made  that  a patient  is  poisoned;  (B)  the  inquirer 
should  be  referred  to  the  attending  physician  for 
all  information. 

9.  shooting  or  stabbing:  (A)  A statement  may 

be  made  that  there  is  a penetrating  wound  and  indi- 
cate its  position;  (B)  no  statement  may  be  made  as 
to  how  the  accident  occurred,  i.e.,  accidental,  sui- 
cidal, homicidal,  or  in  a brawl,  nor  may  the  environ- 
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ment  under  which  the  accident  occurred  be  given. 

10.  intoxication:  No  statement  may  be  made 
as  to  whether  the  patient  is  intoxicated. 

11.  burns:  (A)  A statement  may  be  made  that 

the  patient  is  burned,  also  the  member  of  the  body 
involved;  (2)  a statement  of  degree  may  be  made 
only  if  indicated  by  physician  on  chart;  (C)  a state- 
ment as  to  how  the  accident  occurred  may  be  made 
only  when  the  absolute  facts  are  known  and  (D) 
no  prognosis  may  be  given. 

12.  attending  physician:  Hospitals  may  state 

to  the  representatives  of  newspapers  the  name  of 
the  attending  physician  of  private  patients  and  refer 
such  representatives  to  the  physician  for  information 
about  the  case,  but  the  newspapers  shall  not  use  the 
name  of  the  physician  without  his  consent. 

13.  pictures:  When  the  newspapers  or  others 
request  the  privilege  of  photographing  a patient  in 
the  hospital,  such  permission  will  only  be  given 
(A)  if  the  patient’s  permission  is  first  given  in  writ- 
ing before  a witness  (parent  or  guardian  if  a minor), 
and  (B)  if  in  the  opinion  of  the  doctor  in  charge  of 


the  case,  the  patient’s  condition  will  not  be  jeopar- 
dized.® 

14.  admissions:  (Except  for  Police  and  Accident 
Cases)  Admission  of  a patient  may  be  acknowledged 
and  general  condition  (but  not  diagnosis)  stated. 
However,  patient  has  right  to  specifically  request 
that  name  be  not  given  to  papers.  In  cases  of  ad- 
mission of  unwed  mothers  or  Baby  X— do  not  give 
admission  information. 

15.  births:  Hospitals  can  give  information  con- 
cerning births  in  accordance  with  local  practice. 
Baby  X information  should  be  withheld. 

16.  deaths:  Death  of  a patient  is  presumed  to  be 
a matter  of  public  record  and  may  be  released  by 
the  hospital. 

17.  general  condition  of  patients:  Requests 
for  this  information  from  members  of  the  family  or 
press  should  be  answered  in  practical  terminology 
which  best  describes  the  condition,  i.e.,  good,  fair, 
poor,  critical.  Requests  for  this  information  from 
curiosity-seekers  should  be  referred  to  members  of 
family  or  the  patient’s  physician. 


The  preceding  Code  is  not  a binding  “contract.”  It  is  founded  upon  mutual 
trust  and  a sincere  desire  to  serve  the  public  interest  in  dissemination  of 
factual  and  authentic  medical  and  health  information.  The  Code  places  direct 
but  voluntary  responsibilities  upon  all  parties  concerned.  It  must  function  in 
an  atmosphere  of  good  faith  founded  upon  the  principle  of  cooperation  and 
not  upon  restrictive  laws  for  enforcement. 


OBITUARIES 

dr.  james  wendel  rosenfeld,  Portland  pediatrician, 
died  as  the  result  of  a brain  tumor  on  December  21 
at  the  age  of  77.  A native  of  Portland,  Dr.  Rosenfeld 
graduated  in  1910  from  Johns  Hopkins  University 
School  of  Medicine.  He  studied  at  the  University  of 
Breslau  in  Germany  and  the  University  of  Vienna 
in  Austria  from  1910  to  1912.  From  1912  until  1957, 
he  served  as  an  instructor  at  the  University  of  Ore- 
gon Medical  School  and  was  Professor  Emeritus  of 
Clinical  Pediatrics  at  the  time  of  his  death. 

dr.  lester  r.  chauncey,  associate  clinical  profes- 
sor  of  surgery  at  the  University  of  Oregon  Medical 
School,  died  February  26  of  prostatic  carcinoma.  He 
was  51.  Born  in  Hamilton,  Ontario,  Dr.  Chauncey 
received  his  degree  in  medicine  from  the  University 
of  Toronto  Faculty  of  Medicine  in  1934.  From  1935 
to  1938,  he  served  as  a fellow  in  surgery  at  the 
Mayo  clinic.  He  received  a master  of  science  degree 
in  surgery  in  1939  from  the  University  of  Minne- 
sota. Dr.  Chauncey  entered  private  practice  in  Port- 
land in  April,  1940  where  he  remained  except  for 
service  during  World  War  II  with  the  46th  General 
Hospital. 


dr.  Leonard  m.  kahl,  39,  Clatsop  County  health 
off icer  since  1947,  died  on  January  20  from  an  aortic 
rupture.  Born  in  Freeport,  Illinois,  Dr.  Kahl  at- 
tended the  University  of  Illinois  College  of  Medicine, 
graduating  in  1946.  He  completed  his  internship  at 
the  U.S.  Marine  Hospital  in  Chicago  before  moving 
to  Astoria. 

dr.  lorenzo  d.  inskeep  of  Medford  died  on  Janu- 
ary 13  of  coronary  thrombosis  at  the  age  of  63.  A 
1925  graduate  of  the  University  of  Oregon  Medical 
School,  Dr.  Inskeep  went  to  Medford  in  1926  as 
the  Jackson  County  health  officer.  Three  years  later, 
he  went  into  private  practice.  For  sixteen  years,  he 
was  a member  of  the  Oregon  State  Board  of  Health. 
At  the  1959  annual  meeting  of  the  Oregon  State 
Medical  Society,  Dr.  Inskeep  was  presented  a plaque 
for  outstanding  service  to  the  people  of  Oregon  as 
an  officer  and  member  of  the  state  board  of  health. 


*The  Oregon  Newspaper  Publishers  Association  recom- 
mends that  this  article  be  amended  to  include  provision  for 
obtaining  written  permission  of  the  guardian  or  person 
standing  in  position  of  locos  parentis  if  the  patient  is  in- 
competent, unconscious  or  a minor. 
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BLAIR  J.  HENNINGSGAARD,  M.D. 


I had  thought  I might  expound  a theory  of  gov- 
ernmental approach  to  our  segment  of  free  enter- 
prise, the  practice  of  medicine.  I was  going  to  sug- 
gest that  a logical  approach  to  the  problem  of  as- 
suming control  and  responsibility  for  providing  medi- 
cal care  might  come  in  the  field  of  pricing. 

To  begin  the  maneuver,  the  government  would 
order  stopped,  under  the  guise  of  restraint  of  trade, 
all  agreements  relative  to  fees  as  examples  of  col- 
lusion and  price  fixing.  The  next  step  would  be  pub- 
lication of  a “guide”  to  fair  fees  by  the  government. 
These  fees  would,  naturally,  be  scrupulously  equit- 
able; even,  in  certain  cases,  be  excessive.  Suddenly, 
we  would  find  a national  fee  schedule  accepted  by 
physicians,  insurance  and  public,  a necessary  pre- 
lude to  overall  control.  During  the  ensuing  months 
of  peace  and  tranquility,  while  all  is  sweetness  and 
light,  (the  government  wouldn’t  consider  a national 
take-over,  no  one  would  want  socialized  medicine, 
and  many  other  platitudes)  inflation  would  continue 
apace.  Now  comes  the  great  federal  coup.  When 
some  physicians  begin  to  feel  the  pinch  of  inflation 
and  use  the  only  recourse  they  have  available, 
namely,  to  raise  fees  to  meet  costs,  the  truly  mag- 
nificent function  of  government  becomes  evident. 

We  must  assume  that  the  president,  or  some  com- 
parable high  government  spokesman,  would  hold  a 
press  conference  to  denounce  greedy  and  heartless 
physicians  who  would  jeopardize  the  national  econ- 
omy by  “breaking  the  agreement”  so  generously 
provided  by  the  government.  If  this  did  not  produce 
immediate  and  abject  apology  and  retraction  from 
the  dissident  physicians,  we  can  imagine  a whole 
series  of  governmental  maneuvers.  First  would  come 
the  Secretary  of  Health,  Education  and  Welfare  to 
announce  withholding  of  all  federal  funds  for  Kerr- 
Mills  and  other  subsidized  programs  in  areas  where 
“fee  gougers”  were  operating.  Next  would  come  the 
Attorney  General  to  revive  the  previous  charges  of 
collusion  and  price  fixing.  If  necessary,  specific  in- 
dividuals could  be  named  as  ringleaders  of  the  con- 
spiracy. There  is  little  doubt  that  if  some  of  the  in- 
dividuals should  happen  to  be  officers  of  local  or 
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national  medical  societies  the  publicity  could  be 
much  more  far  reaching  in  effect  and  the  societies 
could  easily  be  castigated  as  participants. 

If  total  capitulation  to  central,  i.e.  Federal  Gov- 
ernment, direction  has  not  been  obtained  at  this 
juncture,  we  can  imagine  more  subtle  directives  be- 
ing issued.  The  Secretary  of  Defense  could  call  all 
physicians  who  have  continued  their  reserve  officer 
category  back  to  active  duty.  The  draft  status  of 
others  could  be  quickly  investigated.  If  there  are 
still  some  hold-outs,  the  Secretary  of  the  Treasury 
would  be  directed  to  have  the  Bureau  of  Internal 
Revenue  very  carefully  review  the  income  tax  re- 
turns of  the  “offenders”  for  the  past  several  years. 

I have  listed  only  a few  of  the  Secretaries  and  a 
few  of  the  methods  of  “persuasion”  available  to  a 
determined  government.  I had  planned  to  go  on  in 
greater  detail  outlining  imaginary  mechanism  which 
might  be  utilized  to  force  the  complete  subjugation 
of  organized  medicine.  I had  thought  when  I started 
this  communication  that  there  was  even  a small  ele- 
ment of  humor  to  be  developed.  That  was  what  1 
had  thought— and  then  came  the  humiliation  and 
capitulation  of  the  steel  industry.  When  I heard 
them  renounce  their  right  to  establish  prices,  after 
previously  having  the  federal  government  dictate 
wages,  this  whole  essay  became  ironically  bitter. 

The  situation  really  is  not,  as  yet,  this  bad.  Still 
remaining  in  this  country  are  our  free  elections.  Still 
there  is  time  for  those  who  oppose  ever-increasing 
centralization  to  unite  in  opposition.  Still  we  have 
a chance  to  convince  the  captured  minorities  to 
remember  our  American  heritage.  Still  we  can  vote 
for  freedom.  From  now  until  Armageddon  each 
election  is  of  ever  increasing  importance.  The  rest 
is  up  to  us! 
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OFFICIAL 


PUBLICATION: 


Oregon  State  Medical  Society 


House  of  Delegates  Acts  on  Major  Issues 
at  1962  Midyear  Meeting 


Nominating  Committee 

In  accordance  with  the  Society’s  Bylaws,  a 
Nominating  Committee  to  submit  recommenda- 
tions for  the  officers  of  the  Society  to  be  elected 
at  the  next  Annual  Meeting  is  to  be  elected  at  the 
Midyear  Meeting  of  the  House  of  Delegates,  if  such 
meeting  is  held  or,  if  such  meeting  is  not  held  by 
the  Board  of  Trustees  at  its  regular  meeting  in  the 
month  of  May.  This  dual  provision  for  the  election 
of  a Nominating  Committee  is  provided  because 
the  Midyear  Meeting  of  the  House  of  Delegates 
is  classified  in  the  Bylaws  as  a “special”  meeting 
and  therefore  may  not  be  held  every  year. 

Those  elected  as  members  of  the  Nominating 
Committee  for  1962  were  Richard  H.  Upjohn, 
Salem,  chairman;  Donald  M.  Brinton,  Eugene; 
Allyn  M.  Price,  Oregon  City;  and  Ernest  T.  Liv- 
ingstone and  Zanly  C.  Edelson,  Portland.  The  By- 
laws provide  that  the  Committee  must  announce 
its  recommendations  to  the  members  of  the  House 
of  Delegates  and  the  president  or  secretary  of 
component  societies  at  least  sixty  days  prior  to 
the  Annual  Meeting  at  which  they  are  to  be  elect- 
ed. Dr.  Upjohn  announced  to  the  House  of  Dele- 
gates that  the  Committee  would  seek  recommenda- 
tions from  the  officers  of  component  societies 
and  the  members  of  the  Board  of  Trustees  of  the 
Society  which  would  be  considered  at  its  meeting 
on  Saturday,  June  2nd,  at  5:00  P.M.  in  the  Society 
headquarters  office. 

Report  of  Reference  Committee  on  Reports  of  Officers  and 
Committees 

The  Reference  Committee  on  Reports  of  Offi- 
cers and  Committees,  composed  of  John  M.  Camp- 
bell, the  Dalles,  chairman;  Glenn  M.  Gordon, 
Eugene;  Mark  S.  Kochevar,  Klamath  Falls;  Ray- 
mond A.  Schneider,  Salem;  and  Winfred  H.  Clarke, 
Portland;  reviewed  nine  reports  submitted  to  the 
House  of  Delegates  and  presented  the  following 
recommendations: 

I.  That  the  Reports  of  the  Committee  on  Pro- 
fessional Consultation,  the  Committee  on 
Public  Health,  the  Special  Committee  on 
Relations  with  the  Oregon  Education  Asso- 
ciation, and  the  Report  of  the  Representa- 
tive on  the  Council  on  Legislative  Activities 
of  the  AMA  and  the  Recommendations  con- 
tained therein  be  approved. 

a.  The  Report  of  the  Committee  on  Pro- 
fessional Consultation  contained  a re- 
commendation that  the  Society  accept 
the  broadened  and  extended  protection 
offered  by  the  Oregon  Automobile  In- 
surance Company,  the  insurer  of  the 
Society’s  professional  liability  insurance 
program. 

b.  The  Report  of  the  Committee  on  Pub- 
lic Health  contained  a recommendation 
that,  since  the  United  States  Public 
Health  Service  has  licensed  Type  III 
of  the  oral  poliomyelitis  vaccine,  the 
Society  recognize  that  the  vaccine  now 
provides  protection  against  all  three 
strains  of  poliovirus  and  endorses  and 
approves  its  administration. 


c.  The  Special  Committee  on  Relations 
with  the  Oregon  Education  Association 
recommended  that  the  Society  approve 
the  establishment  of  a Joint  Committee 
of  the  Oregon  Education  Association 
and  the  Society  to  consider  any  and  all 
problems  of  mutual  interest  with  special 
emphasis  on  health  problems  in  educa- 
tion. 

d.  The  Report  on  the  Activities  of  the 
Council  on  Legislative  Activities  of  the 
AMA  was  presented  by  Max  H.  Parrott, 
a newly  appointed  member  of  the  Coun- 
cil. In  the  report,  Dr.  Parrott  discussed 
the  Council’s  deliberations  on  a numb- 
er of  important  bills  relating  to  medi- 
cine and  health  now  pending  in  the 
Congress  with  special  emphasis  on  the 
King-Anderson  Bill  (H.R.  4222).  With 
respect  to  the  King-Anderson  Bill,  Dr. 
Parrott  stressed  the  urgency  of  con- 
tinuing and  expanding  activities  in  op- 
position to  its  enactment. 

II.  The  Report  of  the  Committee  on  Charitable 
Medical  Care  submitted  the  following  recom- 
mendations regarding  the  administration  of 
the  Medical  Assistance  for  the  Aged  (MAA) 
program  in  Oregon: 

1.  That  in  the  payment  for  physicians’ 
services  rendered  under  the  Medical  As- 
sistance for  the  Aged  program  in  Ore- 
gon the  relative  value  study  of  the 
Multnomah  Foundation  for  Medical 
Care  be  utilized  with  the  following  con- 


version factors: 

a.  For  surgery $3.50 

b.  For  medicine,  radiology  and 

pathology 4.00 


2.  That  the  MAA  recipient  be  considered 
eligible  for  benefits  when  he  has  re- 
ceived service  in  an  amount  of  $50  de- 
termined in  accordance  with  the  physi- 
cian’s usual  and  customary  fees  provid- 
ing such  fees  do  not  exceed  an  amount 
equal  to  a “ceiling”  conversion  factor 
applied  to  the  relative  value  study  of 
the  Multnomah  Foundation  for  Medical 
Care. 

3.  That  where  an  MAA  recipient  is  also 
covered  by  a voluntary  health  insurance 
policy,  the  benefits  of  such  policy  shall 
be  utilized  completely  before  applica- 
tion is  made  for  benefits  under  the 
MAA  program. 

The  Reference  Committee  recommended  that 
the  Report  and  Recommendations  of  the 
Committee  on  Charitable  Medical  Care  be 
amended  by  adding  the  following  recom- 
mendation and  then  adopted: 

4.  That  a copy  of  the  Multnomah  County 
Foundation  for  Medical  Care  Relative 
Value  Study  be  supplied  to  the  secre- 
tary of  each  component  society. 

The  House  of  Delegates  then  voted  to  adopt 
the  Report  of  the  Committee  on  Charitable 

Continued  on  page  426 
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continues  to  be  a favored  prescription 

to  manage  anxiety  and  tension 


THOROUGHLY  DOCUMENTED  SPECIFIC  HIGH  INDEX  OF  SAFETY 


Equanil  is  specific  for  the  relaxation  of  mental  and 
muscular  tensions.  With  Equanil  your  anxious,  tense 
patients  are  better  able  to  cope  with  situations  of  stress, 
and  are  more  amenable  to  psychotherapeutic  treatment. 

predictable  action 

Equanil  acts  almost  exclusively  on  the  central  nervous 
system;  no  disturbing  autonomic  effects.  Does  not 
increase  appetite;  does  not  cause  ataxia,  extrapyramidal 
symptoms,  or  other  bizarre  neurological  reactions. 

Wyeth  Laboratories  Philadelphia  1,  Pa. 


the  advantages  of  EQUANIL  are  also  available  in  a 
convenient  continuous-release  capsule  form— 
EQUANIL  L-A  Capsules. 


*Meprobamate,  Wyeth.  Side  effects,  which  occur  infrequently 
are  manifested  as  transient  drowsiness  and  a rare  allergic  reaction, 
usually  dermatologic  (purpura).  For  further  information  on  limita- 
tions,administration,  and  prescribing  of  Equanil  and  Equanil  L- A 
Capsules,  see  descriptive  literature  or  current  Direction  Circular 


plus  good  diet  andjfyorderly  bowel  habits 


— Caroid  and  Bile  Salts  Tablets — particularly  for  those  who 
must  break  the  harsh  laxative  habit. 

The  effective,  mild  action  of  Caroid  and  Bile  Salts  weans  patients  from  this  habit;  helps 
break  up  the  vicious  circle  of  constipation  — harsh  laxative  use  — increased  constipation; 
helps  you  return  your  patients  to  physiologic  laxation.  Caroid  improves  normal  digestion 
of  proteins.  Bile  Salts  increase  flow  of  natural  bile  from  the  liver.  Minimal  amounts  of 
phenolphthalein  and  cascara  sagrada  gently  stimulate  peristalsis  and  encourage  a regular 
and  normal  elimination  pattern. 

With  your  guidance,  and  as  therapy  with  Caroid  and  Bile  Salts  progresses,  most  patients 
will  discover  that  there  is  no  need  for  harsh  laxatives.  Many  will  be  able  to  discontinue 
laxatives  entirely. 

to  return  your  patients 
to  physiologic  laxation 


BREON  LABORATORIES  INC. 
American  Ferment  Div. 
New  York  18,  N.  Y. 
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Medical  Care  as  amended  by  the  Reference 
Committee. 

III.  The  Report  of  the  Committee  on  Prepaid 
Medicine  contained  the  following  recom- 
mendations regarding  the  “Blue  Shield  Na- 
tional Senior  Citizens  Program”  proposed 
by  the  National  Association  of  Blue  Shield 
Plans  and  endorsed  by  the  Board  of  Trustees 
of  the  American  Medical  Association: 

1.  That  the  Society  approve  and  endorse 
the  provisions  of  the  National  Blue 
Shield  Senior  Citizen  Health  Insurance 
Plan  with  the  following  qualifications: 

а.  Provided  the  interpretations  of  the 
contract  benefits  as  proposed  by 
Oregon  Physicians’  Service  to  bring 
them  into  conformity  with  the  poli- 
cies and  practices  of  Oregon  Phy- 
sician’s Service  are  accepted  by  Na- 
tional Blue  Shield. 

2.  That  the  Society  approve  the  admini- 
stration of  this  program  on  a nationwide 
“pool”  basis. 

3.  That  the  Society  advise  National  Blue 
Shield  that  in  the  payment  for  physi- 
cians’ services  rendered  under  the  plan, 
a $3.00  conversion  factor  for  both  the 
medical  and  surgical  sections  of  the 
“Professional  Services  Index”  of  the 
National  Blue  Shield  should  be  applied 
in  Oregon. 

The  Reference  Committee  recommended  that 
the  recommendations  of  the  Committeee  on 
Prepaid  Medicine  relative  to  the  Blue  Shield 
National  Senior  Citizens  Program  be  amend- 
ed as  follows  and  adopted: 

1.  That  recommendation  No.  3 be  amend- 
ed by  substituting  the  words,  “a  $4.00 
conversion  factor”  for  the  words  “a 
$3.00  conversion  factor.” 

2.  By  adding  the  following  additional  re- 
commendations : 

4.  That  until  such  time  as  the  finan- 
cial picture  becomes  clear,  member 
physicians  be  paid  on  a $3.00  con- 
version factor  to  provide  a reserve. 

5.  That  every  member  of  the  Oregon 
State  Medical  Society  become  a 
participating  member  of  the  pro- 
gram. 

б.  That  these  recommendations  be  re- 
viewed at  the  end  of  one  year  by 
the  Committee  on  Prepaid  Medi- 
cine. 

The  House  of  Delegates  voted  to  adopt  the 
recommendations  of  the  Committee  on  Pre- 
paid Medicine  as  amended  by  the  Reference 
Committee  on  Reports  of  Officers  and  Com- 
mittees. 

IV.  The  Report  of  the  Committee  on  Revision 
of  Bylaws  submitted  two  recommendations 
for  revisions  in  the  Society’s  bylaws  to  pro- 
vide: 

1.  That  a scientific  section  of  the  Oregon 
State  Medical  Society  established  in  ac- 
cordance with  Chapter  XIII  of  the  By- 
laws shall  have  one  delegate  in  the 
Society’s  House  of  Delegates. 

2.  That  the  President-Elect  shall  succeed 
to  the  Presidency  of  the  Society  in  the 
event  of  the  resignation,  death,  disquali- 
fication or  removal  of  the  President. 

Relative  to  the  Report  of  the  Committee  on 
Revision  of  Bylaws,  the  Reference  Commit- 
tee recommended: 

1.  That  recommendation  No.  1 of  the  Com- 
mittee on  Revision  of  Bylaws  be  amend- 
ed to  provide  only  that  a duly  estab- 
lished scientific  section  of  the  Society 


shall  have  a “non-voting  representative 
to  the  House  of  Delegates.” 

2.  That  the  recommendation  providing 
that  the  President-Elect  shall  succeed 
to  the  Presidency  in  the  event  the  Presi- 
dent is  unable  to  continue  to  serve  be 
adopted. 

The  House  of  Delegates  voted  to  adopt  the 
Report  of  the  Committee  on  Revision  of  By- 
laws as  amended  by  the  Reference  Commit- 
tee. 

V.  The  Report  of  the  Executive  Committee  of 
the  Board  of  Trustees  contained  the  follow- 
ing recommendations: 

1.  That  an  assessment  of  $10.00  per  mem- 
ber be  levied  in  1962  to  provide  ade- 
quate funds  for  the  Society’s  responsi- 
bilities in  connection  with  the  1963 
Clinical  Meeting  of  the  American  Medi- 
cal Association,  to  adequately  finance 
this  Society’s  general  activities  and  to 
more  adequately  compensate  its  execu- 
tive staff. 

2.  That  the  Society’s  Bylaws  be  amended 
to  provide  for  an  increase  in  annual 
dues  of  $10.00  per  member  beginning 
in  1963. 

The  Reference  Committee  believed  that  the 
special  assessment  and  the  increase  in  So- 
ciety dues  should  be  applied  only  to  “active” 
members  of  the  Society  and  therefore  sub- 
mitted the  following  amendments: 

1.  That  the  word  “active”  be  inserted  be- 
fore the  word  “member”  in  the  first 
line  of  recommendation  No.  1. 

2.  That  the  word  “active”  be  inserted  be- 
fore the  word  “member”  in  the  second 
sentence  of  the  second  recommendation. 

The  House  of  Delegates  then  voted  to  adopt 
the  recommendation  of  the  Committee  on 
Revisions  of  Bylaws  as  amended  by  the 
Reference  Committee. 

VI.  With  respect  to  the  report  of  the  Committee 
on  Public  Policy,  the  Reference  Committee 
submitted  the  following  recommendation: 

“That  the  Report  of  the  Committee  on 
Public  Policy  be  adopted  and  that  a copy 
of  the  Report  be  mailed  to  every  member 
of  the  Society.” 

The  House  of  Delegates  unanimously  adopt- 
ed the  recommendation  of  the  Reference 
Committee  regarding  the  Report  of  the 
Committee  on  Public  Policy. 

Report  of  the  Committee  on  New  Business 

The  Committee  on  New  Business  had  assigned 
to  it  the  four  resolutions  introduced  by  the 
component  societies  and  individual  members  of 
the  Society  and  the  reports  of  the  Committee  on 
Hospitals  and  Related  Institutions  and  the  Report 
of  the  Special  Committee  on  the  Establishment 
of  an  Oregon  Physicians  Art  Association. 

The  Committee  on  New  Business  was  composed 
of  William  C.  Scott,  Portland,  chairman;  Julius  H 
Hessel,  Eugene;  Henry  D.  Barker,  Newport;  A. 
M.  Tanaka,  Ontario;  and  E.  R.  Starr,  Ranier.  The 
recommendations  of  the  Committee  and  the  action 
of  the  House  of  Delegates  are  as  follows: 

I.  Resolution  No.  1,  which  was  introduced  by 
the  Multnomah  County  Medical  Society 
recommended  that  information  be  developed 
regarding  the  voluntary  health  insurance 
plans  available  to  Oregon  residents  over  65 
years  of  age,  reads  as  follows: 

WHEREAS,  the  Oregon  State  Medical  So- 
ciety strongly  endorses  the 
principal  of  voluntary  prepaid 
health  insurance  on  a private 
basis  and  is  particularly  inter- 
ested in  the  rapid  development 
of  special  voluntary  health  in- 
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surance  plans  for  persons  over 
age  65;  and, 

WHEREAS,  numerous  new  insurance  plans 
of  this  nature  have  been  intro- 
duced in  recent  months  and  are 
currently  available  to  those 
persons  over  age  65;  and, 

WHEREAS,  these  senior  citizens  could  ben- 
efit from  the  publication  of  a 
compact  index  of  insurance 
programs  in  Oregon  available 
to  them  so  that  they  might 
choose  the  plan  best  suited  to 
their  needs;  and, 

WHEREAS,  no  such  compilation  designed 
exclusively  for  Oregon  now 
exists;  now, 

THERFORE  BE  IT  RESOLVED,  That  the 
Oregon  State  Medical  Society 
does  hereby  instruct  the  appro- 
priate body  within  the  Society 
to  prepare  and  distribute  such 
a brochure  to  all  member  phy- 
sicians and  to  the  general  pub- 
lic as  soon  as  practicable. 

Upon  the  recommendation  of  the  Reference 
Committee  on  New  Business,  the  House  of 
Delegates  voted  to  adopt  this  resolution. 

II.  Resolution  No.  2,  introduced  by  the  Commit- 
tee on  Diabetes  which  recommended  that  the 
establishment  of  an  Oregon  affiliate  of  the 
American  Diabetes  Association,  reads  as  fol- 
lows: 

WHEREAS,  members  of  the  Oregon  State 
Medical  Society  have  been 
leaders  in  the  field  of  diabetes 
mellitus;  and, 

WHEREAS,  in  many  states  affiliates  of  the 
American  Diabetes  Association 
have  been  organized;  and, 

WHEREAS,  such  state  affiliates  have  been 
exceptionally  effective  in  pro- 
moting physician  and  lay  edu- 
cation relating  to  this  disorder 
and  have  sponsored  successful 
programs  for  its  detection;  and, 

WHEREAS,  the  work  of  disseminating  in- 
formation regarding  diabetes 
mellitus  among  the  profession 
and  the  general  public  has  been 
assumed  almost  exclusively  by 
the  Committee  on  Diabetes  of 
this  Society;  now, 

THEREFORE  BE  IT  RESOLVED,  that  on 
the  recommendation  of  the 
Committee  on  Diabetes,  the 
Oregon  State  Medical  Society 
does  hereby  approve  and  en- 
dorse the  establishment  of  an 
Oregon  affiliate  of  the  Ameri- 
can Diabetes  Association. 

Upon  the  recommendation  of  the  Committee 
on  New  Business,  the  House  of  Delegates 
voted  to  adopt  this  resolution. 

III.  Resolution  No.  3,  introduced  by  Noel  B. 
Rawls,  Astoria,  which  recommended  that 
legislation  be  enacted  to  provide  that  com- 
mitment proceedings  of  mental  patients  be 
considered  confidential,  reads  as  follows: 

WHEREAS,  physicians  attempt  at  all  times 

to  keep  confidential  medical 
records  and  other  aspects  of  a 
person’s  private  life;  and, 

WHEREAS,  by  law  the  results  of  mental 
hearings  are  placed  on  record 
in  the  County  Clerk’s  office  of 
each  county,  as  part  of  the 
public  record  for  all  to  peruse 
whether  they  have  a legal  right 
to  this  information  or  merely 


for  curiosity;  now, 

THEREFORE  LET  IT  BE  RESOLVED,  that 
the  Oregon  State  Medical  Soci- 
ety through  its  Public  Policy 
Committee  take  necessary  ac- 
tion to  see  that  the  next  legis- 
lature amends  the  law  of  the 
State  of  Oregon  in  such  a way 
that  the  results  of  mental  hear- 
ings are  kept  confidential  and 
that  the  recommendations  of 
who  should  have  access  to 
these  records  be  determined 
and  recommended  to  the  legis- 
lature to  be  written  into  the 
amendments  on  public  records. 
Upon  the  recommendation  of  the  Committee 
on  New  Business,  the  House  of  Delegates 
voted  to  adopt  this  resolution. 

IV.  Resolution  No.  4,  introduced  by  Merle  Pen- 
nington, Sherwood,  proposing  that  the  So- 
ciety’s Committee  on  Medical  Education  be 
authorized  to  confer  with  the  State  Board 
of  Higher  Education  regarding  a certain 
activity  of  the  President  of  the  University  of 
Oregon,  read  as  follows: 

WHEREAS,  in  a recent  magazine  article  the 
President  of  the  University  of 
Oregon  used  intemperate  and 
uncomplimentary  language  in 
reference  to  the  American 
Medical  Association  and  its 
member  physicians;  and, 
WHEREAS,  this  article  and  the  language 
therein  complicates  and  makes 
extremely  difficult  our  contin- 
ued and  friendly  relationship 
with  the  University  of  Oregon; 
now, 

THEREFORE  BE  IT  RESOLVED,  that  our 
Committee  on  Medical  Educa- 
tion has  the  permision  of  this 
House  of  Delegates  to  request 
a meeting  with  the  Oregon 
State  Board  of  Higher  Educa- 
tion to  discuss  the  problem 
posed  by  this  situation. 

The  Reference  Committee  on  New  Business 
recommended  the  adoption  of  the  following 
substitute  resolution: 

“WHEREAS,  this  Society  believes  that  any 
person  has  a right  to  make 
known  his  opinion  on  any  sub- 
ject; but, 

WHEREAS,  in  a recent  magazine  article 
the  President  of  the  University 
of  Oregon  used  intemperate 
and  uncomplimentary  language 
in  reference  to  the  American 
Medical  Association  and  its 
member  physicians;  and, 
WHEREAS,  this  Society  is  an  integral  part 
of  the  American  Medical  Asso- 
ciation, 

THEREFORE  BE  IT  RESOLVED,  that  the 
Board  of  Trustees  be  directed 
to  take  appropriate  action  to 
reply  to  the  charges  and  call 
attention  of  the  harmful  effects 
to  appropriate  bodies.” 

After  an  extended  period  of  discussion,  the 
House  of  Delegates  voted  that  the  resolution 
be  “laid  on  the  table.” 

V.  This  part  of  the  Reference  Committee  re- 
port relates  to  the  section  of  the  report  of 
the  Committee  on  Hospitals  and  Related 
Institutions  in  which  the  following  recom- 
mendations were  made  relative  to  the  “Pro- 
posed Revisions  of  the  Rules,  Regulations 
and  Standards  for  Hospitals  and  Related 
Institutions  in  Oregon”  proposed  by  a Spe- 
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cial  Committee  of  the  Oregon  State  Board 
of  Health: 

1.  That  the  Joint  Committee  on  Im- 
provement of  Patient  Care  be  reacti- 
vated and  that  all  hospital  medical 
staff  officers,  administrators  and  the 
officers  of  component  medical  socie- 
ties be  advised  again  that  its  services 
are  available  to  assist  in  developing 
proper  hospital  standards  of  medical 
service  and  medical  staff  organiza- 
tion. 

2.  That  the  present  Rules,  Regulations, 
and  Standards  of  the  State  Board  of 
Health  relating  to  hospitals  and  re- 
lated institutions  be  retained  and  that 
the  Joint  Committee  on  Improvement 
of  Patient  Care  be  requested  to  make 
appropriate  recommendations  regard- 
ing future  revisions  which  from  their 
experience  seem  appropriate  and  es- 
sential. 

3.  That  a communication  be  sent  to  all 
hospitals  of  the  State  recommending: 

a.  That  each  hospital  work  toward 
meeting  and  maintaining  the 
standards  of  medical  service  rec- 
ommended by  the  Joint  Commis- 
sion on  Accreditation  of  Hospi- 
tals; and, 

b.  That  all  eligible  hospitals  apply 
for  certification  by  the  Joint 
Commission  on  Accreditation  of 
Hospitals;  and, 

c.  That  when  a hospital  receives  cer- 
tification by  the  Joint  Commis- 
sion, appropriate  publicity  be 
given  to  the  achievement. 

Relative  to  the  above  recommendations  of 
the  Committee  on  Hospitals  and  Related 
Institutions,  the  Committee  on  New  Business 
recommended  that  Recommendation  No.  2 
be  amended  so  as  to  read  as  follows: 

2.  That  the  present  Rules,  Regulations, 
and  Standards  of  the  State  Board  of 
Health  relating  to  hospitals  and  re- 
lated institutions  be  retained  and  that 
the  Joint  Committee  on  Improvement 
of  Patient  Care  be  requested  to  make 
appropriate  recommendations  regard- 
ing future  revisions  which  from  their 
experience  seem  appropriate  and  es- 
sential, and  that  they  give  considera- 
tion to  formation  of  a standing  com- 
mittee on  Accreditation  of  Hospitals 
not  covered  by  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

And  that  the  recommendations  of  the  Com- 
mittee on  Hospitals  and  Related  Institutions 
as  amended  be  adopted. 

The  House  of  Delegates  then  voted  to  adopt 
the  recommendations  of  the  Committee  on 
Hospitals  and  related  Institutions  as  amend- 
ed by  the  Committee  on  New  Business. 

The  Committee  on  New  Business  recom- 
mended the  adoption  of  the  following  “Pro- 
posed Revisions  of  Rules,  Regulations  and 
Standards  for  Nursing  Homes  in  Oregon” 
as  recommended  by  the  Committee  on  Hos- 
pitals and  Related  Institutions  (the  under- 
lined portions  represent  changes  in  language 
proposed  by  the  Committee  on  Hospitals  and 
Related  Institutions): 

Relating  to  Article  III,  “MEDICAL  SUPER- 
VISION AND  SERVICE”: 

1.  Each  home  shall  have  an  advisory 
physician  (or  medical  advisory  com- 
mittee composed  of  licensed  physi- 
cians) licensed  by  the  Oregon  State 
Board  of  Medical  Examiners.  The 
advisory  physician  as  such  should  not 
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be  responsible  for  the  care  of  indi- 
vidual patients  but  should  be  respon- 
sible for  advising  the  administration 
concerning  the  overall  medical  man- 
agement of  patients  in  the  home.  The 
advisory  physician  may  also  be  avail- 
able for  emergency  calls  when  the 
patient’s  attending  physician  is  un- 
available. 

2.  Each  patient  admitted  to  a nursing 
home  shall  be  under  the  care  of  a 
physician  licensed  by  the  Oregon 
State  Board  of  Medical  Examiners. 

The  nursing  home  shall  obtain  from 
the  attending  physician  such  informa- 
tion regarding  the  patient’s  condition 
and  the  care  and  treatment  to  be 
given  as  is  essential  for  the  proper 
and  adequate  care  of  the  patient  and 
this  information  shall  be  recorded  on 
the  patient’s  chart  by  nursing  home 
personnel. 

3.  The  nurse,  or  other  authorized  nurs- 
ing home  personnel,  shall  notify  the 
attending  physician  of  any  emergency 
or  significant  change  in  the  patient’s 
condition. 

4.  The  nursing  home  may  accept  orders 
from  the  attending  physician  by  tele- 
phone, including  orders  for  rehabili- 
tation, and  such  orders  shall  be  re- 
corded on  the  patient’s  chart. 

5.  The  patient  shall  not  be  discharged 
without  order  from  the  attending 
physician  and,  if  this  is  verbal,  the 
order  shall  be  recorded  on  the  pa- 
tient’s chart  by  nursing  home  person- 
nel. 

6.  The  attending  physician  shall  be  no- 
tified immediately  of  the  death  of  a 
patient. 

Three  hours  after  the  death  of  a pa- 
tient, the  County  Coroner  or  Medical 
Investigator  shall  be  notified  of  the 
death  in  accordance  with  ORS  146.115 
or  ORS  146.440. 

7.  Medications  shall  be  automatically 
discontinued  after  a period  of  72 
hours  unless  otherwise  specified  by 
the  attending  physician  or  as  other- 
wise specified  by  law.  No  prescription 
shall  be  refilled  without  the  specific 
authorization  of  the  attending  physi- 
cian. 

8.  Blood  transfusions  may  be  adminis- 
tered only  under  the  personal  super- 
vision of  the  attending  physician. 

9.  Oxygen  therapy  may  be  administered 
only  upon  the  specific  authorization 
of  the  attending  physician. 

Relating  to  Article  VII,  “OTHER  SERV 
ICES” 

E.  Reports  and  Records 

2.  Accurate  and  complete  treatment  rec- 
ords shall  be  kept  for  all  patients: 
these  shall  be  filed  in  a readily  ac- 
cessible manner,  and  they  shall  be 
available  for  inspection  by  a duly 
authorized  representative  of  the  State 
Board  of  Health  at  all  reasonable 
times.  All  information  regarding  the 
patient’s  condition  upon  admission, 
orders  by  the  attending  physician  for 
treatment,  other  services,  and  order 
for  discharge  shall  be  recorded  in  ink 
on  the  patient’s  chart  by  the  nurse 
or  other  authorized  nursing  home  per- 
sonnel. 

The  Committee  on  New  Business  recom- 
mended that  Sub-section  6 of  Article  III. 
“MEDICAL  SUPERVISION  AND  SERV- 
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peptic  ulcer  management 
without  acid  rebound 


o 

oo 


tablet  or  liquid 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  ‘ 
hours.  Tablets  to  be  chewed  anc 
swallowed  with  minimum  amoun 
of  fluids.  1 tablespoonful  of  liquic 
neosorb  equivalent  to  2 neosort 
tablets.  Supplied  in  sizes  100,  50( 
and  1,000  tablets.  Liquid  in  quart: 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


II 


'rescribe  BELAP  with  confidence 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


BELAP  No.  0 Formula 


Belladonna  Extract % gr.* 

Phenobarbital A gr. 


%gr.* 
A gr. 


BELAP  No.  2 (Scored)  Forn  a 


Belladonna  Extract 9r 

Phenobarbital 9r 


( economical  to  use) 


BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


* Equivalent  5 minims  Tincl.  Belladonna;  USP 


ICE”  be  amended  so  as  to  read  as  follows: 
”6.  The  attending  physician  shall  be  no- 
tified immediately  upon  the  death  of 
a patient. 

In  the  event  it  is  impossible  to  con- 
tact the  attending  physician  within 
three  hours  after  the  death  of  a pa- 
tient, the  County  Coroner  or  Medical 
Investigator  shall  be  notified  of  the 
death  in  accordance  with  ORS  146.115 
or  ORS  146.440.” 

And  that  the  recommendations  of  the  Com- 
mittee on  Hospitals  and  Related  Institutions 
as  amended  be  adopted. 

The  House  of  Delegates  then  voted  to  adopt 
the  recommendation  of  the  Committee  on 
New  Business. 

VII.  The  report  of  the  Special  Committee  on  the 
Establishment  of  an  Oregon  Physicians  Art 
Association  contained  the  following  recom- 
mendations: 

1.  That  a Physicians  Art  Association  of 
OSMS  be  established. 

2.  That  a charter  Board  of  Directors  be 
appointed  as  follows: 

Charles  Dotter,  Portland — for  a term 
of  two  years 

Mrs.  Richard  Bernard,  Portland — two 
years 

Otto  F.  Kraushaar,  Salem — one  year 
Mrs.  A.  T.  King,  Salem — one  year 
A Lane  County  physician  — three 
years 

3.  That  the  attached  constitution  of  the 
Association  and  the  proposed  budget 
for  1962  be  approved. 

The  Reference  Committee  on  New  Business 
recommended  that  the  recommendations  of 
the  Special  Committee  on  the  Establishment 
of  an  Oregon  Physicians  Art  Association  be 
adopted  with  the  exception  that  the  pro- 
posed budget  for  the  Association  be  referred 
to  the  Executive  Committee  of  the  Society’s 
Board  of  Trustees. 

The  recommendations  of  the  Committee  on 


New  Business  regarding  this  report  were 
adopted. 

Report  of  the  Committee  on  Resolutions 

George  A.  Nash,  chairman  of  the  Committee  on 
Resolutions,  submitted  commendatory  resolutions 
regarding  the  following: 

1.  A resolution  honoring  the  Woman’s 
Auxiliary  on  its  35th  Anniversary, 
paying  tribute  to  the  Auxiliary  for 
its  work  in  advancing  the  principles 
and  ideals  of  American  Medicine  and 
commending  its  retiring  President, 
Mrs.  G.  Prentiss  Lee. 

2.  A resolution  honoring  and  commend- 
ing Edwin  R.  Durno,  congressman 
from  the  Fourth  Congressional  Dis- 
trict, and  a candidate  for  nomination 
for  the  United  States  Senate. 

3.  A resolution  of  appreciation  and  en- 
couragement for  Mrs.  E.  G.  Chuinard 
for  her  service  as  a representative  in 
the  Oregon  State  Legislature  during 
the  1961  Session  and  her  candidacy 
for  re-election. 

4.  A resolution  congratulating  Morris  K. 
Crothers  of  Salem  for  his  willingness 
to  become  a candidate  for  State  Rep- 
resentative from  Marion  County. 

5.  A resolution  expressing  appreciation 
to  Edward  E.  Rosenbaum  and  F. 
Keith  Markee,  Portland,  for  their 
service  as  members  of  the  National 
Speakers  Bureau  of  the  American 
Medical  Association. 

The  House  of  Delegates  voted  to  amend  the 
report  of  the  Committee  on  Resolutions  by  direct- 
ing that  an  appropriate  resolution  be  written 
expressing  appreciation  to  Milton  Davis,  Dallas, 
Texas  for  his  vigorous  and  stimulating  address 
delivered  at  the  luncheon  meeting  prior  to  the 
closing  session  of  the  House  of  Delegates. 

The  House  of  Delegates  then  voted  to  adopt  the 
report  of  the  Committee  on  Resolutions  as 
amended. 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

IARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM , Inc. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Rew,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


Health  Mobilization  Courses  Attended  by  370 

A state  level  health  mobilization  program  was 
presented  March  22-24  at  the  University  of  Wash- 
ington School  of  Medicine  under  the  sponsorship 
of  the  WSMA  in  cooperation  with  the  University 
of  Washington  School  of  Medicine,  State  Depart- 
ments of  Health  and  Civil  Defense  and  the  U.S. 
Department  of  Health,  Education  and  Welfare. 

Attendance  was  exceptionally  high,  including  370 
physicians,  registered  nurses,  licensed  practical 
nurses,  dentists,  hospital  administrators,  veterinari- 
ans, auxiliary  members  and  other  allied  health  and 
medical  service  representatives. 


Assistant  Director  Mr.  Frank  Colo  of  the  King  County 
Civil  Defense  office  takes  a closer  look  at  the  moulage 
arm  "wound”  displayed  by  Col.  George  Foster,  also  assist- 
ant director.  King  County’s  Director  of  Civil  Defense,  Col. 
Roscoe  Burr,  watches  as  1st  Lt.  Barbara  Fellman,  register- 
ed nurse  on  duty  with  the  50th  General  Hospital,  pre- 
pares to  dress  the  wound.  Col.  Foster  was  a simulated 
casualty  during  the  operational  exercise  carried  out  by  the 
50th  General  Hospital,  an  Army  Reserve  Unit,  during  the 
Health  Mobilization  Training  Course  at  the  University  of 
Washington  March  22  through  24. 

Photo  by  Pat  McGee 


Among  the  82  physicians  participating  in  the 
courses  were  many  leaders  in  specific  fields  speak- 
ing on  various  subjects  including  Psychological  Ex- 
pectations in  Disaster,  Nuclear  Weapons  Trauma. 
Health  Aspects  of  Nuclear  Radiation,  Defense 
Against  Chemical  and  Biological  Warfare,  and  Medi- 
cal Self-Help. 

A situational  problem  entitled  “Your  Town  in  a 
Disaster”  was  presented.  Those  attending  were  di- 
vided into  groups,  with  representatives  from  each 
of  the  medical  and  health  service  organizations 
placed  in  each  group.  The  problem  was  then  pre- 


Left  to  right:  Mr.  Tom  Drummey,  state  coordinator  for 
the  public  health  disaster  service  of  the  Washington  State 
Department  of  Health;  Mr.  Robert  A.  Brook,  regional  pro- 
gram representative  for  health  mobilization  services  for 
Region  IX  of  the  Public  Health  Service  (DHEW),  San 
Francisco;  Mr.  Robert  Beaumier,  chief  of  the  division  of 
staff  services,  Washington  State  Department  of  Health 
Seated  are  Miss  Norma  Lyslo,  State  Health  Department 
staff  nurse  in  the  nursing  homes  section,  who  represented 
a civilian  casualty,  and  Medical  Lab  Specialist  4th  Class 
Lewis  H.  Kirkwood  of  the  50th  General  Hospital,  with 
simulated  burns  of  the  face  and  neck. 

Photo  by  Pat  McGee 
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jsented  and  it  was  up  to  each  group,  using  their 
personal  knowledge  and  skills,  to  solve  it. 

A tour  of  a 200  bed  field  hospital,  complete  with 
x-ray  and  surgical  facilities,  laboratory,  pharmacy 
land  dental  department,  concluded  the  agenda  of 
the  course.  This  hospital  has  a staff  of  20  physicians, 
j 20  dentists,  24  nurses,  psychologists,  occupational 
therapists  and  aid  men. 

Funds  Given  to  Medical  Schools 

The  American  Medical  Association  Education  Re- 
search Foundation  (AMA-ERF)  has  given  the  Uni- 
iversity  of  Washington  School  of  Medicine  a check 
I for  $8,998.47  as  part  of  its  program  of  financial  sup- 
port to  medical  schools  throughout  the  United 
States. 

The  money  is  part  of  $1,303,161.10  contributed 
by  the  nation’s  physicians  during  1961  to  the  coun- 
try’s medical  schools  through  the  Foundation.  Of  the 
total  amount,  $202,219.27  was  raised  through  the 
efforts  of  the  Woman’s  Auxiliary  to  AM  A.  The  total 
is  also  the  largest  amount  contributed  to  the  Foun- 
dation in  a single  year. 

Deans  of  individual  medical  schools  may  use  the 
money  at  their  discretion  for  special  projects  or  ex- 
penses outside  their  budgets. 

The  AM  A established  the  program  in  1951  so  phy- 
sicians could  play  a greater  part  in  financial  sup- 
port of  medical  schools.  Money  contributed  to  AMA- 
ERF  may  be  designated  for  a specific  medical 
school.  All  money  not  designated  is  divided  equally 
among  the  86  schools. 

Physicians  have  given  more  than  eleven  and  one 


American  Medical  Association  Education  Research  Foun- 
dation check  was  presented  to  the  University  of  Wash- 
ington School  of  Medicine,  March  24,  by  Willard  B.  Rew, 
president  of  Washington  State  Medical  Association.  The 
check,  for  $8,998.47,  was  accepted  by  George  N.  Aagaard, 
dean  of  the  school,  left  above,  as  Robert  A.  Aldrich  looked 
on.  Dr.  Aldrich  is  chairman  of  the  WSMA  campaign  fund 
committee.  Members  of  AMA  contributed  $1,303,161.10, 
during  1961,  for  distribution  to  the  nation's  medical  schools. 
Utilization  of  the  money  contributed  is  controlled  by  the 
dean  of  each  school. 


half  million  dollars  to  medical  schools  through  the 
Foundation  since  it  was  created. 

In  addition  to  seeking  funds  for  medical  schools, 
AMA-ERF  encourages  financial  support  from  physi- 
cians, constituent  and  component  medical  societies, 
the  Woman’s  Auxiliary,  philanthropic  organizations, 
business  entities,  and  the  general  public  for  a variety 
of  programs  including: 

—Medical  journalism  fellowship  project. 

—Research  grants  program  for  medical  research 
workers. 

—Perinatal  mortality  and  morbidity  study. 

—Study  of  continuing  medical  education. 

During  1962,  the  Foundation  will  undertake  to 
raise  funds  to  assist  in  the  financing  of  medical 
scholarships  and  for  loans  for  medical  students,  as 
well  as  to  physicians  in  internships  and  residencies. 

Psychiatric  Forum  to  be  in  Seattle 

George  L.  Engel  has  been  selected  as  speaker  for 
the  first  Seattle  Psychiatric  Forum.  He  will  present 
two  lectures  in  the  Health  Sciences  Auditorium  of 
the  University  of  Washington. 

I.  Thursday,  June  28,  1962,  8:00  p.m.  “Monica— 
The  Consequences  of  a Depression  of  Infancy— A 
Ten  Year  Study.”  (Excellent  motion  picture  data 
supplement  the  lecture.) 

II.  Friday,  June  29,  1962,  8:00  p.m.  “The  Phy- 
logenesis and  the  Ontogenesis  of  Depression.”  (Mo- 
tion pictures  demonstrating  infant  behavioral  pat- 
terns in  humans  and  monkeys  are  presented  to  il- 
lustrate the  thesis.) 

Dr.  Engel,  professor.  Department  of  Psychiatry, 
and  associate  professor,  Department  of  Medicine, 
Rochester  University,  is  widely  recognized  for  his 
teaching  and  research  in  psychiatry  and  psychoso- 
matic medicine. 

The  Seattle  Psychiatric  Forum  is  sponsored  by  the 
Committee  of  Psychiatrists  for  Community  Action, 
an  organization  in  Seattle  concerned  with  local  and 
state-wide  activities  related  to  mental  health.  Mem- 
bers of  the  medical  profession  and  allied  sciences  are 
invited  to  attend. 

Williams  selected  as  Mayo  Clinic  lecturer 

Robert  H.  Williams,  executive  officer  of  the  De- 
partment of  Medicine  at  the  University  of  Washing- 
ton School  of  Medicine,  was  chosen  as  the  first 
Donald  C.  Balfour  Visiting  Professor  of  Medicine  at 
the  Mayo  Clinic,  Rochester,  Minnesota.  This  is  a 
new  program,  instituted  by  the  Clinic  to  bring  out- 
standing teachers  to  Rochester.  Owen  Wangensteen 
was  the  first  Visiting  Professor  of  Surgery.  As  a visit- 
ing professor  Dr.  Williams  participated  in  a series 
of  discussions  and  conferences  at  the  Clinic  during 
the  week  of  March  11-16  and  gave  two  formal  lec- 
tures, “Recent  Advances  Relative  to  Diabetes  and 
Lipid  Metabolism”  and  “Patterns  of  Medical  Edu- 
cation and  Practice  in  1970.” 
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Regional  Primate  Research  Center 
at  the  University  of  Washington 

New  construction  scheduled  for  the  Health  Sci- 
ences Building  at  the  University  of  Washington 
includes  special  facilities  for  primate  research.  The 
new  addition  will  supplement  existing  facilities  so 
that  investigators  currently  unable  to  undertake  pri- 
mate research  owing  to  its  unique  demands  will 
have  the  use  of  proper  laboratories  staffed  by  per- 
sons familiar  with  these  special  needs,  and  so  that 
investigators  already  studying  monkeys  will  have 
available  the  special  services  and  facilities  needed 
to  expand  this  research.  Although  it  is  anticipated 
that  the  Research  Center  will  be  used  primarily  by 
scientists  affiliated  with  northwestern  institutions, 
visiting  scientists  from  other  parts  of  the  country 
and  abroad  will  be  welcomed. 

A resident  professional  and  service  staff  will  be 
established.  In  addition  to  assisting  nonresident  sci- 
entists, this  staff  will  have  the  specific  mission  of 
studying  problems  of  utilizing  primates  as  research 
animals,  including  the  development  of  new  tech- 
niques, the  adaptation  of  techniques  now  used  with 
other  animals,  and  determination  of  species  differ- 
ences as  they  may  affect  the  suitability  of  various 
kinds  of  monkeys  to  specific  areas  of  research.  The 
Research  Center  will  also  house  the  Primate  Infor- 
mation Center,  which  is  engaged  in  collecting  and 
classifying  the  world  literature  on  primates  as  lab- 
oratory animals. 

Although  availability  of  the  building  is  many 
months  away,  activities  of  the  Center  have  already 
begun.  A small  breeding  colony  of  pig-tailed  ma- 
caques has  been  established.  These  animals  are 
currently  furnishing  the  subjects  for  a study  of 
mother-infant  relationships.  Completed  studies  indi- 
cate that  the  temperament  of  this  species  makes  it 
more  satisfactory  for  laboratory  use  than  the  familiar 
rhesus  monkey.  Several  investigations  are  under  way 
on  the  means  of  assaying  physiologic  responses  to 
specific  variables  in  conscious  monkeys.  These  stud- 
ies involve  a type  of  interdisciplinary  attack  on 
research  problems  that  should  be  encouraged  by  the 
existence  of  a central  research  facility  available  to 
primatologists  with  different  areas  of  interest.  The 
Primate  Information  Center  has  begun  its  twin  tasks, 
and  annotated  bibliographies  on  special  subjects  have 
already  been  provided  to  scientists  in  various  parts 
of  the  country. 

One  of  three  such  institutes  in  the  nation,  the 
primate  research  center  will  serve  as  a specialized 
facility  for  University  faculty  members  using  pri- 
mates in  medical,  biological  and  psychological  re- 
search. It  will  also  stress  the  training  of  visiting 
scientists  in  primate  research  techniques  and  care, 
and  serve  as  a center  for  development  and  dissemina- 
tion of  new  information  about  primate  research. 


T.  C.  Ruch,  Ph.D.,  executive  officer  of  the  De- 
partment of  Physiology  and  Biophysics,  will  be  di- 
rector of  the  Center.  He  is  a nationally-known  au- 
thority on  laboratory  use  of  primates  and  the  author 
of  a three-volume  text  on  primate  use  and  care. 

The  National  Heart  Institute  has  begun  a program 
to  stimulate  wider  use  of  primates  for  experimental 
study.  A year  ago  the  first  such  center  was  author- 
ized at  the  University  of  Oregon  School  of  Medicine. 
In  March  two  additional  centers  were  authorized, 
one  at  Washington  and  the  other  at  the  University 
of  Wisconsin. 

Pierce  County  Officers  Assume  Duties 

Marshall  Whitacre,  Tacoma,  has  been  installed  as 
president  of  the  Pierce  County  Medical  Society . 
Others  chosen  include  Stanley  Tuell,  president-elect; 
Fred  Schwind,  vice  president;  and  Arnold  Herrmann, 
secretary-treasurer.  The  board  of  directors  are  Dale 
D.  Doherty,  Robert  M.  Ferguson,  George  S.  Kitt- 
redge,  John  Shaw,  Warren  F.  Smith,  John  Comfort, 
A.  George  Tanbara  and  Chris  C.  Reynolds. 

Washington  State  Nurses  Give  Special  Awards 

Two  outstanding  leaders  in  the  fields  of  medicine 
and  nursing  were  honored  by  special  awards  at  the 
annual  banquet  of  the  Washington  State  Nurses 
Association  at  the  Olympic  Hotel,  Seattle,  on  March 
29. 

Dean  Crystal,  president-elect  of  the  Washing- 
ton State  Medical  Association,  was  honored  for  the 
contribution  and  assistance  he  gave  to  the  cause  of 
research  in  nursing  by  heading  up  the  statewide 
drive  for  the  American  Nurses’  Foundation  in  1961. 

Harriet  H.  Smith,  M.N.,  associate  professor.  School 
of  Nursing,  University  of  Washington,  was  presented 
with  an  honorary  gold  and  pearl  pin  from  the  Ameri- 


can Nurses  Association,  one  of  two  so  far  presented 
in  this  state.  In  her  42  years  in  the  nursing  profes- 
sion, Miss  Smith  made  valuable  contributions  in  the 
field  of  nursing  administration  and  education.  She  is 
the  daughter  of  the  late  Clarence  A.  Smith,  founder 
and  long-time  editor  of  northwest  medicine. 
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County 

Medical  Society 
and 

Hospital 

Disaster  Exercise 


The  Benton-Franklin  Counties  Medical  Society 
has  recently  planned  and  executed  a series  of  hos- 
pital disaster  exercises  involving  the  use  of  live  sim- 
ulated casualties. 

These  exercises  served  to  promote  the  formation 
of  a county  medical  society  disaster  plan  as  well  as 
point  up  the  urgent  need  for  disaster  training  at  the 
hospital  level. 

Like  that  of  most  county  societies,  the  Benton- 
Franklin  Counties  Medical  Disaster  Committee  had 
been  in  existence  many  years  without  achieving  any 
real  progress  either  in  developing  a county  wide 
plan  or  in  stimulating  the  formation  and  active  use  of 
local  hospital  plans.  Attempts  to  force  hospitals  or 
local  municipalities  to  develop  and  use  their  own 
plans  met  with  considerable  apathy.  Analysis  of  the 
problem  suggested  much  of  the  difficulty  lay  in  the 
fact  that  the  county  society  disaster  committee  had 
no  authority  or  little  influence  at  a local  level. 

Accordingly,  a new  county  committee  was  formed. 
The  chairman  was  appointed  by  the  president  of  the 
county  medical  society.  Each  hospital  staff  was  ask- 
ed to  appoint  a coordinator  for  its  own  disaster  func- 
tions; this  same  physician  also  would  serve  on  the 
county  committee.  In  addition,  the  county  public 


health  officer  and  the  manager  of  the  industrial 
medical  operation  of  the  Hanford  atomic  products 
operation  were  asked  to  serve  on  the  committee.  This 
then  comprised  the  county  medical  society  disaster 
committee.  For  civil  defense  purposes  each  of  these 
individuals  was  appointed  officially  to  similar  posi- 
tions in  the  county  and  city  civil  defense  organiza- 
tions. Since  the  committee  now  had  authority  at  both 
county  and  city  levels,  it  became  a relatively  simple 
matter  to  develop  and  carry  out  plans  that  would 
work  in  any  of  the  hospitals  singly,  or  collectively 
in  the  event  of  a major  disaster. 

In  order  to  stimulate  quick  and  concerted  action 
it  was  decided  to  hold  a simulated  disaster  exercise 
involving  live  casualties  at  each  of  the  hospitals  in 
the  two  counties.  All  hospital  administrators  and 
chiefs  of  staff  were  sent  a copy  of  the  disaster  prob- 
lem and  asked  to  train  their  professional  and  lay 
staffs  in  its  solution  during  the  following  month.  They 
were  also  advised  that  the  actual  exercise  would  take 
place  during  the  second  month.  At  the  same  time 
this  information  was  released  to  the  newspapers. 

The  problem  was  as  follows: 

An  explosion  has  occurred  in  the  boiler  room  of 
the  local  high  school.  There  are  approximately  fifty 
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casualties,  with  burns,  wounds,  and  fractures.  The 
county  committee  then  drafted  a plan  of  action  for 
the  exercise  so  that  there  would  be  some  uniformity 
not  only  in  the  handling  of  the  casualties,  but  also  in 
the  evaluation  of  the  results  of  the  exercise. 

Plan 

The  county  committee  prepared  tags  bearing  the 
diagnosis  and  arranged  with  local  scouting  officials 
to  have  fifty  teen-age  explorer  scouts  available  to  act 
as  casualties.  These  boys  were  assembled  at  local 
high  schools  in  each  city  on  designated  dates.  All 


other  arrangements  were  made  by  the  hospital  staffs. 
In  one  city  the  junior  chamber  of  commerce  arranged 
for  a fleet  of  station  wagons  to  act  as  ambulances. 
In  another,  morticians  supplied  the  ambulances. 
Police  and  fire  departments  as  well  as  county  and 
city  civil  defense  officials  were  notified. 

The  actual  exercise  took  place  on  succeeding 
Saturday  afternoons.  The  county  coordinator  initi- 
ated the  test  alert  by  calling  the  local  police  depart- 
ment. The  police  then  notified  the  local  hospital, 
fire  department,  and  county  and  city  civil  defense 
directors. 

Each  hospital  had  simple  chain  type  call-in  sched- 
ules, whereby  key  people  (both  professional  and 
lay)  were  called  and  they  in  turn  called  two  or 
three  others.  Within  twenty  minutes,  and  frequently 
much  less,  physicians,  nurses,  aides,  orderlies,  and 
litter  bearers  were  on  hand  to  help  admit  the  arriv- 
ing casualties. 

A physician  was  dispatched  to  the  scene  of  the 
disaster.  He  directed  first  aid  efforts,  and  helped 
screen  the  more  severely  injured  so  that  these  were 
transported  first.  In  the  ambulance  unloading  area  at 
the  hospital,  another  physician  screened  litter  eases 
from  ambulatory  ones.  These  were  dispatched  to  the 
ambulatory  casualty  post  which  was  prepared  to 
treat  those  not  requiring  hospitalization.  In  the  ad- 
mitting area,  a third  physician  gave  immediate  aid 
to  patients  with  respiratory  embarrassment,  and  to 
those  bleeding  severely.  His  prime  concern,  however, 
was  superficial  screening  into  immediate  surgical, 
shock,  and  ward  categories. 

“Immediate  surgicals”  were  sent  to  a ward  set 
up  for  resuscitative,  and  pre-operative  treatment. 
Shock  patients  were  sent  to  a room  staffed  and 
equipped  for  that  purpose,  regardless  of  the  cause. 
Ward  patients  included  fractures,  burns,  and  other 
wounds.  Meanwhile  another  physician  had  evacuated 
the  hospital  of  patients  he  deemed  well  enough  for 
transfer  to  home  or  nursing  home.  It  was  planned 
that  these  patients  would  be  transported  by  commer- 
cial bus  rather  than  have  their  families  come  for 
them. 

The  medical  records  librarian  dispatched  clerks 
to  the  admitting  area,  to  initiate  records  bearing  only 
name,  address  and  next  of  kin,  on  a standard  admit- 
ting form  in  quadruplicate.  One  of  these  remained 
with  the  patient,  one  copy  went  to  the  admitting 
office,  another  to  the  record  librarian,  and  the  fourth 
to  the  public  information  office.  This  latter  office 
was  staffed  by  well  qualified  women  of  the  hospital 
auxiliary.  They  had  separate  telephone  communica- 
tion and  all  incoming  calls  referable  to  the  casualties 
were  referred  to  that  office.  This  prevented  tying  up 
hospital  phones.  Entrances  to  the  hospital  were 
guarded  by  policemen;  anxious  relatives,  friends,  etc., 
were  referred  to  a separate  section  where  personnel 
from  the  hospital  auxiliary  kept  them  informed  as  to 
the  condition  of  casualties. 
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Meanwhile,  the  laboratory  estimated  the  amount 
of  blood  required  and  either  requested  it  from  other 
banks,  or  called  in  walking  donors.  The  pharmacy 
and  medical  supply  departments  dispatched  extra 
narcotics,  plasma,  intravenous  solutions,  dressings, 
antibiotics,  etc.,  to  various  stations  according  to  pre- 
established  need. 

The  dead  were  separated  on  admission  and  trans- 
ferred to  a temporary  morgue.  At  the  beginning  of 
the  exercise,  the  hospital  medical  disaster  coordi- 
nator notified  the  county  medical  disaster  coordinator 
who  called  other  hospitals  in  the  area,  receiving  an 
estimate  of  immediately  available  beds,  and  he  alert- 
ed them  to  tlie  possibility  of  providing  beds  if  the 
load  became  too  heavy.  For  this  test  exercise,  the 
county  coordinator  and  observation  personnel  went 
to  the  various  departments  in  the  hospital  under- 
going the  alert.  In  actual  practice  the  county  coordi- 
nator would  remain  at  his  phone  in  the  event  the 
disaster  became  large  enough  to  require  county  wide 
integration. 

Critiques  were  held  immediately  after  each  exer- 
cise. In  general,  it  was  felt  the  mission  had  been 
accomplished.  Each  hospital  now  had  a workable 
disaster  plan  and  had  used  it.  The  county  medical 
society  through  its  medical  disaster  organization 
chart  would  act  as  an  integrating  unit  in  the  event 
of  major  disaster.  Both  professional  and  lay  person- 
nel had  been  instructed  in  mass  casualty  care. 

Several  deficiencies  were  noted  and  plans  made 


to  correct  them.  One  of  the  first  defects  to  show  up 
was  the  necessity  for  transferring  patients  from  am- 
bulance cot  to  hospital  litter.  This  was  solved  by 
sending  a number  of  canvas  litters  back  with  the 
first  ambulances.  The  patients  were  loaded  on  the 
canvas  litters  at  the  disaster  site;  and  from  then  on 
transfer  to  ambulance  cot  and  to  hospital  litter  was 
accomplished  by  merely  picking  up  the  loaded  can- 
vas litter. 

Another  disturbing  deficiency,  but  more  difficult 
to  solve,  was  confusion  and  congestion  at  the  hos- 
pital sorting  area.  During  the  test  exercise  this  was 
a favorite  spot  for  photographers,  civil  defense  ob- 
servers, city  officials,  and,  of  course,  county  medical 
society  observers.  In  an  actual  disaster,  this  area 
should  be  strictly  limited  to  personnel  necessary  to 
this  particular  phase.  Also,  there  should  be  sufficient 
flexibility  in  the  hospital  disaster  plan,  so  that  if 
great  numbers  of  casualties  are  coming  in,  additional 
screening  physicians  can  be  assigned  to  that  area 
temporarily.  Overloading  of  facilities  here  may  also 
require  assignment  of  more  record  clerks. 

Another  common  failure  was  the  tendency  for 
physicians  to  order  too  much  blood,  too  much  lab 
work,  and  definitive  surgical  procedures  that  could 
be  postponed  for  hours  or  even  days.  Also,  it  was 
felt  to  be  absolutely  necessary  that  professional  per- 
sonnel be  clearly  identifiable  by  arm  bands  or  col- 
ored ribbons.  Lapel  tags  were  used  in  the  first  ex- 
ercise and  these  were  not  always  clearly  visible. 


Alexander  Chosen  as  Markle  Scholar 

E.  Russell  Alexander  of  the  University  of  Wash-, 
ington  School  of  Medicine  has  been  selected  by  the 
John  and  Mary  Markle  Foundation  of  New  York 
as  a Markle  Scholar  for  1962. 

He  will  receive  $30,000  over  a period  of  five 
years  to  assist  in  his  teaching  and  research  activities 
in  the  Department  of  Preventive  Medicine  and  Pe- 
diatrics. 

An  assistant  professor  in  both  departments,  Dr. 
Alexander  is  one  of  25  outstanding  young  physicians 
in  the  nation  to  receive  this  award.  He  plans  to  use 
the  money  to  continue  his  work  with  vaccines  and 
viral  diseases.  He  now  heads  a team  effort  in  Se- 
attle to  evaluate  a new  measles  vaccine  and  in  addi- 
tion is  helping  J.  Thomas  Grayston,  chairman  of  pre- 
ventive medicine,  in  a quest  for  a vaccine  to  prevent 
trachoma. 

About  two  dozen  of  the  fellowships  are  granted 
each  year.  This  is  the  tenth  time  since  1950  that  a 
School  of  Medicine  faculty  member  has  received 
the  award.  Other  Markle  Scholars  have  included: 
Arno  Motulsky,  Wade  Volwiler,  Eldon  Foltz,  Neal 
B.  Groman  Ph.D.,  Belding  Scribner,  Melvin  Figley, 


V.  E.  Amassian,  August  Swanson,  and  the  late  James 
Case. 

Purpose  of  the  scholarships  is  to  encourage  tal- 
ented young  medical  faculty  members  to  remain  in 
teaching  positions  by  encouraging  them  with  special 
opportunities  at  an  early  stage  in  their  careers. 

Dr.  Alexander,  33,  was  born  in  Chicago  and  is  a 
graduate  of  the  University  of  Chicago  School  of 
Medicine.  He  served  with  the  Public  Health  Service 
communicable-disease  center  from  1955  to  1960, 
after  which  he  came  to  the  University  of  Washing- 
ton. 

Pathologists  Install  Bonifaci  as  President 

Robert  Bonifaci  of  Wenatchee  assumed  the  duties 
of  president  of  the  Washington  State  Society  of 
Pathologists  at  its  annual  meeting  on  January  20. 
Robert  P.  Gibb,  Bellingham,  was  named  president- 
elect. Others  elected  included  Gordon  LaZerte,  Seat- 
tle, secretary-treasurer;  Clermont  S.  Powell,  Seattle, 
secretary-treasurer-elect. 

Sidney  C.  Madden,  professor  and  chairman  of  the 
department  of  pathology  at  UCLA,  discussed  the 
later  effects  of  atomic  explosions. 
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Finch  chosen  for  Minot  Lecture 

Clement  Finch,  Seattle,  has  been  selected  to  give 
the  George  Richards  Minot  Lecture  at  the  AMA 
meeting  in  Chicago  on  June  25-29.  Finch  is  presi- 
dent of  the  American  Society  for  Clinical  Investiga- 
tion and  is  also  a consultant  to  the  World  Health 
Organization  in  the  study  of  anemia. 

Kitsap  County  President  Takes  Office 

Frank  C.  Taylor  has  succeeded  Jack  Turpin  as 
president  of  Kitsap  County  Medical  Society.  Named 
to  the  position  of  president-elect  for  1963  was  Rob- 
ert P.  Schutt.  Also  elected  were  C.  W.  Riedel,  vice 
president;  Benjamin  T.  Strehlow,  secretary-treasurer 
and  C.  D.  Muller  and  R.  B.  Bright,  delegates  to  the 
WSMA. 


An  unrestricted  $5,000  grant  for  medical  research  is  pre- 
sented to  John  J.  Bonica  (right),  executive  officer,  De- 
partment of  Anesthesiology,  University  of  Washington 
School  of  Medicine,  by  Mr.  Thomas  M.  Curtis  (center), 
clinical  associate  of  Wyeth  Laboratories.  Looking  on  is 
George  N.  Aagaard,  dean  of  the  School  of  Medicine.  The 
Wyeth  award  is  one  of  twenty  made  annually  by  the 
Philadelphia  pharmaceutical  manufacturer  to  further 
medical  research  by  medical  schools  and  hospitals. 

Psychiatry  Course  to  be  Offered  in  July 

A course  in  practical  psychiatry  will  be  held  at 
the  University  of  Washington  School  of  Medicine, 
July  23-27.  The  purpose  of  the  sessions  will  be  to 
present  practical  aspects  of  current  concepts  in 
psychiatry.  Following  one-hour  lectures  each  morn- 
ing and  afternoon,  patients  will  be  observed.  They 
will  be  chosen  to  illustrate  psychoneurotic,  psycho- 
somatic and  psychotic  problems  commonly  seen  in 
office  practice. 

The  course  is  open  to  graduates  of  medical  schools 
approved  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association  or 
to  those  licensed  to  practice  medicine  and  surgery 
in  the  state  of  Washington.  Tuition  fee  is  $75,  and 
thirty  hours  credit  will  be  given  to  members  of 
the  AAGP.  < 


Southwest  Washington  G.P.s  Hold  Meeting 

The  Southwest  Washington  Academy  of  General 
Practice  held  their  annual  meeting  and  election  of  of- 
ficers at  the  Quay  Restaurant  in  Vancouver  on  Tues- 
day evening,  March  27th. 

Following  dinner  and  social  hour,  those  present 
heard  Charles  Bradley  of  Portland  discuss.  “The 
Management  of  Brain  Injured  Children.” 

During  the  business  meeting  which  followed,  the 
following  were  elected  to  office:  Charles  Strong. 
Vancouver,  president;  Herbert  Minthorn,  Longview, 
v ice-president;  Paul  Turner,  Vancouver,  secretary  - 
treasurer;  I.  C.  Munger,  Jr.,  Vancouver,  director; 
Stanley  Norquist,  Longview,  director  (2  year  term); 
H.  L.  Eldridge,  Washougal,  delegate  (2  year  term); 
Donald  Fuesler,  Longview,  delegate;  L.  A.  Hamil- 
ton, Longview,  alternate  delegate;  Frank  Butler 
Vancouver,  alternate  delegate. 

Medical  Service  Plan  Becomes  Blue  Shield  Member 

The  Walla  Walla  Valley  Medical  Service  Cor- 
poration has  been  accepted  as  an  active  member  of 
the  National  Association  of  Blue  Shield  Plans.  The 
Walla  Walla  Plan  has  been  in  existence  since  1934 
and  has  an  enrollment  of  4500  members.  John  E. 
Davis  is  manager  of  the  Plan  which  serves  Walla 
Walla  and  Columbia  Counties.  Acceptance  is  based 
on  the  ability  of  the  plan  to  conform  to  certain 
standards  of  organization  and  operation  established 
by  the  national  association. 


Stanley  E.  Harris  (right),  a senior  at  the  University  of 
Washington  School  of  Medicine,  has  been  awarded  a Com- 
munity Service  Citation  by  the  Seattle-King  County  Safety 
Council  for  his  two-year  study  and  thesis:  “The  Psychology 
of  Drivers  in  Traffic  Accidents.”  Shown  with  Harris  are 
Bernice  C.  Sachs  and  Franklin  R.  Smith.  Drs.  Sachs  and 
Smith  are  members  of  the  Safety  Council  Board  of  Trus- 
tees. 
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Radiologists  Elect 

The  Washington  State  Radiological  Society,  meet- 
ing at  the  Edmund  Meany  Hotel,  Seattle,  April  23, 
elected  the  following  officers  for  the  coming  year: 
President,  Wayne  A.  Chesledon,  Seattle;  Vice-Presi- 
dent, Anthony  R.  Galgano,  Port  Angeles;  and  Secre- 
tary-Treasurer, Robert  H.  Rosenberg,  Seattle. 

OBITUARIES 

dr.  roger  G.  knipe,  Snohomish  Health  District 
medical  officer,  died  following  open  heart  surgery  on 
January  20,  at  the  age  of  46.  Born  in  Winnipeg,  On- 
tario, Dr.  Knipe  graduated  from  the  University  of 
Manitoba  Faculty  of  Medicine  in  1942.  He  com- 
pleted his  internship  in  British  Columbia,  at  Van- 
couver General  Hospital,  and  did  graduate  work  in 
public  health  at  the  University  of  Toronto.  Before 
coming  to  Everett  in  1957,  Dr.  Knipe  was  deputy 
commissioner  for  the  Erie  County  Health  Depart- 
ment at  Buffalo,  New  York. 

dr.  warren  danford,  36,  resident  in  anesthesiol- 
ogy at  Tacoma  General  Hospital,  was  killed  January 
30  in  an  automobile  accident  on  the  Tacoma  Narrows 
bridge.  A native  of  Aledo,  Illinois,  Dr.  Danford  had 
moved  to  Gig  Harbor  18  months  ago  following  dis- 
charge from  the  army.  He  graduated  in  1956  from 
George  Washington  University  School  of  Medicine 
in  Washington,  D.C.  and  completed  his  internship 
at  Madigan  General  Hospital  at  Fort  Lewis. 

dr.  Bartholomew  e.  hoye  of  Auburn  died  Feb- 
ruary 3 at  the  age  of  100  from  a pulmonary  embolus. 
Born  in  Hamden,  New  York,  Dr.  Hoye  graduated 
from  New  York  University  College  of  Medicine  in 
1888  and  moved  in  the  same  year  to  Auburn  where 
he  practiced  until  his  retirement  in  1935. 

dr.  victor  e.  johnson,  Yakima,  died  of  a coronary 
occlusion  on  December  19  at  the  age  of  58.  Born 
in  Stillwater,  Minnesota,  Dr.  Johnson  was  a 1931 
graduate  of  the  University  of  Minnesota.  He  served 
as  a captain  in  the  Army  Medical  Corps  from  1933 
to  1935  and  again  for  several  months  in  1941. 

dr.  paul  r.  newkirk,  S edro  Woolley,  died  January 
12  at  the  age  of  76  from  a cerebral  infarction.  Born 
in  Frankfurt,  Germany,  he  received  his  degree  in 
medicine  from  the  University  of  Heidelberg  in  1909. 
During  World  War  I,  Dr.  Newkirk  joined  the  Ger- 
man Red  Cross  and  was  sent  to  Turkey  where  he 
worked  extensively  with  early  typhus  vaccines. 

In  1923,  he  joined  Dusseldorf  Academy  of  Medi- 
cine as  a professor  of  internal  medicine  where  he 
remained  until  1933  when  he  moved  to  the  United 
States.  He  joined  the  staff  of  Northern  State  Hospi- 
tal in  1940,  remaining  there  until  his  retirement 
last  September. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D, 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


dr.  earl  m.  bevis  of  Wenatchee  died  February  8 
of  coronary  thrombosis  at  the  age  of  77.  A native 
of  Iowa,  Dr.  Bevis  received  his  degree  in  medicine 
from  Jefferson  Medical  College  of  Philadelphia  in 
1910.  He  served  in  the  Army  Medical  Corps  during 
World  War  I and  later  practiced  medicine  in  The 
Dalles,  Oregon  and  Juneau,  Alaska  before  coming 
to  Wenatchee  in  1936. 

DR.  WILLIAM  H.  BRENNEN  died  OS  the  result  of 
heart  failure  on  December  19  in  Sunnyside  where 
he  had  practiced  since  1945.  He  was  seventy-five. 
A native  of  Mount  Vernon,  Indiana,  Dr.  Brennen 
graduated  in  1914  from  Temple  University  School 
of  Medicine  in  Philadelphia.  Prior  to  1945,  he  had 
practiced  in  mining  towns  of  western  Pennsylvania 
and  Nevada. 

dr.  edgar  n.  layton,  Seattle  physician  since  1937, 
died  February  18,  as  the  result  of  metastatic  carci- 
noma, at  the  age  of  83.  Born  in  Jamesport,  Missouri, 
he  attended  Northwestern  University  Medical 
School,  graduating  in  1903.  Dr.  Layton  served  in 
the  Army  during  the  first  World  War. 

dr.  orin  p.  thorson,  67,  formerly  president  of  the 
Kitsap  County  Medical  Society , died  February  12, 
presumably  of  a cerebrovascular  accident.  He  had 
settled  in  Bremerton  in  1940  after  leaving  Northfield, 
Minnesota  where  he  had  practiced  for  12  years.  He 
graduated  from  the  University  of  Minnesota  Medi- 
cal School  in  1928. 

dr.  elmer  c.  gross.  Port  Orchard,  died  February 
19,  from  myocardial  infarction,  at  the  age  of  81. 
Born  in  Walla  Walla  County,  Dr.  Gross  attended 
Whitman  College  before  entering  Johns  Hopkins 
University  School  of  Medicine.  Following  gradua- 
tion in  1911,  he  completed  his  internship  at  Seattle 
General  Hospital. 


* 
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PRESIDENTS  page 

It  has  become  very  important  to  express,  as  physicians,  our  increasing  concern 
and  rising  anger  over  the  power  politics  which  are  being  used  to  shackle  all  of  us  with 
the  bonds  of  bureaucratic  control.  Today  I sent  a telegram  to  the  President  of  the 
United  States.  Here  it  is: 

PRESIDENT  JOHN  F.  KENNEDY 
WHITE  HOUSE, 

WASHINGTON,  D.  C. 

DEAR  SIR: 

PHYSICIANS  OF  THE  NORTHWEST  ARE  DEEPLY  CONCERNED 
OVER  MEDICAL  CARE  FOR  AGED.  CARE  OF  THE  ILL  IS  OUR  FIELD  OF 
COMPETENCE  AND  DEDICATION.  WE  BELIEVE  HIGH  QUALITY  HEALTH 
CARE  MUST  BE  AVAILABLE  TO  ALL  AT  A PRICE  WITHIN  ABILITY  TO 
PAY. 

MR.  PRESIDENT,  IF  YOU  BELIEVE  IN  THIS,  WE  CALL 
UPON  YOU  NOT  TO  PLAY  POWER  POLITICS  WITH  THE  MISFORTUNES 
OF  THE  AGED.  WE  ASK  THAT  THE  MEDICAL  CARE  OF  THE  AGED  BE 
NOT  PUSHED  INTO  A BUREAUCRATIC  WELFARE  STATE  TYPE  OF 
COMPULSORY  PLAN. 

WE  BELIEVE  THE  PROVISIONS  OF  THE  KING-ANDERSON  BILL 
ARE  FAR  LESS  ADEQUATE  TO  MEET  THE  ACTUAL  NEED  THAN  THE  COM- 
BINATION OF  THE  PRIVATE  INSURANCE  PLANS  AND  THE  KERR-MILLS 
LAW  NOW  IN  FORCE.  WE  ARE  CONVINCED  THAT  THE  PRESSURES  AND 
DRIVE  FOR  SOCIAL  SECURITY  FINANCING  OF  MEDICAL  CARE  ARISE 
NOT  OUT  OF  A CONCERN  FOR  THE  AGED,  BUT  OUT  OF  THE  AMBITIONS 
OF  YOUR  ADVISORS  TO  FORCE  MEDICAL  CARE  INTO  THE  FRAMEWORK 
OF  GOVERNMENT  CONTROL. 

MR.  PRESIDENT,  IN  THE  UNITED  STATES,  IN  THE  AMERI- 
CAN TRADITION  OF  FREEDOM  AND  FREE  ENTERPRISE,  HAS  GROWN  THE 
FINEST  MEDICAL  CARE  SITUATION  IN  EXISTENCE  TODAY.  WE  IM- 
PLORE YOU  TO  CONTINUE  TO  PERMIT  THIS  DEVELOPMENT  OF  QUALITY 
MEDICINE  TO  ENABLE  THE  AGED  TO  GET  THE  VERY  BEST  CARE 
POSSIBLE.  THIS  WE  ASK  IN  THE  FIRM  CONVICTION  THAT  THE  PATH 
OF  BUREAUCRATIC  COMPULSION  LEADS  DIRECTLY  TO  MEDIOCRITY, 
DISILLUSIONMENT,  AND  DEPENDENCY. 

Signed , 

WILLARD  B.  REW,  M.  D. , PRESIDENT 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 
YAKIMA,  WASHINGTON 


Copies  to: 

Senator  Warren  Magnuson 
Senator  Henry  M.  Jackson 
Congressman  Wilbur  Mills 
Congresswoman  Catherine  May 
Congressman  Walter  Horan 
Congressman  Don  Magnuson 
Congressman  Jack  Westland 
Congressman  Thor  Tollefson 
Congresswoman  Julia  B.  Hansen 


When  this  reaches  you  the  climax  of  our  fight  against 
government  medicine  will  be  upon  us.  Gentlemen,  I ask 
everyone  of  you  to  send  a telegram  to  your  representative 
in  Washington,  D.C.,  and  also,  if  you  will,  to  the  president. 
Let’s  make  our  voices  heard— now.  Today! 
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seventieth 

annual  session  sun  valley  june  27-30  1962 

QUESTION: 

Add  Sun  Valley,  Idaho  State  Medical  Association,  and  prac- 
tical pointers  on  daily  problems.  What  happens? 

ANSWER: 

The  most  pleasant  of  all  meetings. 

QUESTION: 

What  is  latest  and  best  on  duodenal  ulcer,  acne,  iron  storage, 
dizziness,  transfusions,  breast  cancer,  drug  eruptions,  brain 
tumors,  abdominal  trauma,  hair  loss  in  women,  blackout  epi- 
sodes, pancreatitis? 

ANSWER: 

To  be  found  at  Sun  Valley 

QUESTION: 

What  is  the  Idaho  Formula? 

ANSWER: 

Fifty  per  cent  work,  fifty  per  cent  play,  one  hundred  per  cent 
pleasure. 

see 

you  at  sun  valley 
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To  all  physicians  in  the  Northwest: 


As  President  of  the  Idaho  State  Medical  Association  it  is  my 
privilege  to  extend  to  you  and  to  your  wives,  a most  cordial  invita- 
tion to  attend  our  70th  annual  meeting  at  Sun  Valley,  June  27-30, 
1962. 

Sun  Valley  has  a well  deserved  reputation  of  being  one  of  the 
outstanding  vacation  and  resort  areas  in  western  United  States. 
In  June  the  climate  at  Sun  Valley  is  particularly  delightful,  the  days 
warm  and  the  evenings  refreshingly  cool.  Add  to  this  the  excellent 
facilities,  gourmet  food  and  the  broad  choice  of  recreational  activi- 
ties—golf,  tennis,  fishing,  trap  shooting,  swimming,  ice  skating,  and 
just  plain  loafing— and  you  can  easily  understand  why  we  hold  our 
annual  meetings  there. 

An  excellent  scientific  session  has  been  planned  by  James  R. 
Kircher,  Burley,  chairman  of  the  1962  Program  Committee.  Four 
nationally  prominent  instructors  have  accepted  invitations  to  pre- 
sent lectures  and  essays  of  interest  to  the  specialist  and  general 
practitioner.  Each  subject  was  selected  with  the  utmost  care. 

The  sartorial  order  calls  for  the  most  comfortable  clothes  you 
own,  with  one  exception,  the  annual  President's  Banquet  on  Sat- 
urday evening  June  30.  For  this  you  will  want  your  dinner  jacket 
or  dark  suit,  and  your  wife  will  need  a summer  formal  dress.  The 
scene  of  this  affair  is  the  Lodge  Dining  Room.  The  Idaho  Meeting 
does  not  have  speeches,  banquet  talks  were  banned  years  ago, 
fellowship  and  good  food  reign  supreme. 

The  featured  speaker  this  year  is  Austin  E.  Smith,  Washing- 
ton, D.C.,  president  of  the  American  Pharmaceutical  Manufacturers 
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Association.  Dr.  Smith  will  speak  on  "The  New  Disease  Known  as 
Washingtonitis,"  which  promises  to  be  a timely  and  exciting  discus- 
sion of  a topic  that  interests  all  of  us. 

The  Idaho  session  is  divided  into  two  parts— scientific  and 
recreational.  Scientific  sessions  begin  at  8:45  a.m.  and  are  con- 
cluded by  1 p.m.  Afternoons  are  deliberately  left  free  for  you  to 
enjoy  any  of  the  pleasant  recreational  facilities  that  are  available 
at  Sun  Valley.  The  Annual  Golf  Tournament  and  the  Annual  Trap 
Shoot  are  again  scheduled  this  year;  you  are  of  course  invited 
to  participate. 

Program  Chairman  James  R.  Kircher  and  his  committee  have 
given  a considerable  amount  of  time  arranging  a program  to  your 
personal  liking  no  matter  what  field  of  medicine  you  pursue.  We're 
certain  you  will  find  the  Idaho  Meeting  helpful  and  a stimulus. 

I look  forward  to  seeing  you  at  Sun  Valley  in  June. 

Robert  E.  Staley,  M.D. 
President 


JAMES  R.  KIRCHER,  M.D.,  program  chairman 


Featured  Speaker 


AUSTIN  E.  SMITH,  M.D.,  Washington,  D.C., 

President,  Pharmaceutical  Manufacturers  Association, 
long  associated  with  American  Medical  Association, 
first  as  Secretary  of  the  Council  on  Pharmacy  and 
Chemistry,  then  Editor  of  the  Journal  of  the  Ameri- 
can Medical  Association  from  1949  to  1958. 
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Guest  Speakers 


THOMAS  S.  NELSEN,  M.D.,  PALO  ALTO,  CALIFORNIA 
assistant  professor  of  surgery,  Stanford  University  School 
of  Medicine. 


Modern  treatment  of  breast  cancer. 

Vagotomy  and  pylorplasty  in  treatment  of  duodenal 
ulcer. 

Diagnosis  and  treatment  of  abdominal  trauma. 
Chronic  pancreatitis. 


PHILLIP  STURGEON,  M.D.,  LOS  ANGELES,  CALIFORNIA 
national  associate  research  director  of  Red  Cross  Blood  Pro- 
gram and  clinical  professor  of  pediatrics.  University  of 
Southern  California  School  of  Medicine. 


Use  of  corticosteroids  in  childhood  diseases. 
Studies  of  iron  requirements  in  infants  and  children. 
Iron  storage.  Influence  of  type  of  compound  and 

rate  of  administration. 
Use  and  abuse  of  transfusions. 


JOHN  M.  SHAW,  M.D.,  TACOMA,  WASHINGTON 
clinical  associate,  division  of  dermatology.  University  of  Wash- 
ington and  clinical  instructor  in  dermatology  at  the  University 
of  Oregon  Medical  School. 


Review  of  general  concepts  of  dermatologic  therapy. 
New  drug  reactions  and  eruptions. 

The  acne  problem. 

Hair  loss  in  women  and  cosmetic  dermatitis. 


DWIGHT  M.  PALMER,  M.D.,  COLUMBUS,  OHIO 
professor  of  neurology  and  psychiatry,  Ohio  State  University 

College  of  Medicine. 

Office  neurological  examination,  practical  points. 
Vertigo  and  dizziness,  diagnosis  and  treatment. 

Early  diagnosis  of  brain  tumors. 

Blackout  spells. 
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...  has  the  exciting  flavor  and  charm  of  a continental  resort  with  all  the 
fun  factors  it  takes  to  make  a vacation  (or  honeymoon)  the  one  you'll 
remember  and  cherish  the  rest  of  your  life.  Here,  in  the  shadow  of 
Idaho's  majestic  Sawtooth  mountains,  you’ll  enjoy  golf  on  a challenging 
new  18  hole  course,  swimming,  fishing,  riding,  ice  skating,  evening 
dancing  and  entertainment. 

P.S.  for  parents  . . . there  is  a supervised  playground. 

FOR  RESERVATIONS:  (or  a colorful  folder) 
write  Mr.  Winston  McCrea,  Manager,  Sun  Valley,  Idaho 
(phone  3311)  or  Union  Pacific  Railroad,  Omaha  2,  Nebraska, 
or  see  your  travel  agent. 


Owned  and  operated  by 
Union  Pacific  Railroad 


Polio  Vaccines  Discussed 

Two  extremely  important  sessions,  affecting  all 
physicians  in  the  state,  were  held  in  Boise,  March 
30-31.  The  first  on  March  30,  was  called  by  Terrell 
O.  Carver,  administrator  of  health,  who  invited  the 
presidents  of  the  eleven  component  societies,  the 
Association  officers  and  councilors  and  officials  of 
the  Health  Department  to  meet  to  consider  methods 
of  utilization  of  Salk  and  Sabin  polio  vaccines.  Dr. 
Carver  arranged  to  pay  travel  expenses  of  the  so- 
ciety presidents.  All  but  one  society— the  Upper 
Snake  River  Medical  Society— were  represented. 

On  Saturday,  March  31,  the  Association  officers 
and  councilors  held  a meeting  for  the  purposes  of 
making  a decision  regarding  the  two  vaccines  and 
other  important  matters.  President  Robert  E.  Staley 
had  invited  the  presidents  of  the  component  societies 
to  attend  and  assist  in  making  the  necessary  deci- 
sion. Unfortunately,  four  component  societies— Bon- 
ner-Boundarv,  North  Idaho  District,  Southwestern 
Idaho  District,  and  Upper  Snake  River— were  not 
represented  at  this  meeting. 

Following  thorough  discussion,  representatives 
at  the  special  conference  agreed  on  the  following 
recommendations : 

( 1 ) An  effective  agent  in  protecting  individuals 
against  this  disease  and  its  continued  use  is  to  be 
encouraged. 

(2)  The  Sabin  vaccine  is  also  a safe  and  potent 
vaccine  which  has  the  additional  advantage  of  con- 
ferring a substantial  degree  of  resistance  in  the  in- 
testinal tract  to  reinfection  with  wild  polio  virus 
at  a future  time.  The  Salk  vaccine  immunized  per- 
son, on  the  other  hand,  can  become  an  intestinal 
carrier  of  the  wild-virus  and  so  spread  poliomyelitis 
in  a community. 

(3)  Both  vaccines  have  advantages  and  disad- 
vantages inherent  in  their  administration. 

(4)  Effective  immediately,  emphasis  should  be 
placed  on  vaccination  of  the  unimmunized  and  in- 
adequately protected  individuals  with  one  or  the 
other  of  these  effective  vaccines. 

(5)  Until  such  time  as  an  adequate  supply  of 
Sabin  vaccine  can  be  assured,  the  continued  use  of 
Salk  vaccine  should  be  encouraged,  especially  in 
the  infant,  pre-school  and  young  adult  age  groups. 
A program  of  routine  immunization  of  infants  should 
be  continued  in  all  areas  of  the  state  indefinitely 
and  without  regard  to  season. 

(6)  The  component  medical  societies  and  the 
local  health  agencies  are  urged  to  work  cooperatively 
in  the  planning  and  development  of  organized  pro- 
grams to  raise  the  level  of  immunity  against  diph- 
theria, whooping  cough,  tetanus  and  smallpox  as 
well  as  poliomyelitis  in  the  community. 

Any  such  programs  must  be  assured  of  adequate 
supplies  of  vaccine  before  they  are  started.  It  is 
further  recommended  that  the  Idaho  State  Medical 
Association  and  the  Idaho  Department  of  Health  be 


promptly  informed  of  any  plans  made  at  the  local 
level  for  immunization  surveys  or  clinics. 

(7)  Whenever  epidemic  poliomyelitis  threatens 
an  area,  immediate  mass  use  of  type  specific  mono- 
valent oral  polio  vaccine  should  be  initiated.  In  such 
a situation,  the  state  health  department  stands  reads 
to  respond  appropriately  to  requests  for  assistance 
from  county  health  officials  and  local  medical  so- 
cieties. 

Dr.  Staley  and  Dr.  Carver  explained  the  last  re- 
commendation by  pointing  out  that  the  Sabin  oral 
vaccine  is  given  in  three  separate  doses— one  for  each 
of  the  three  types  of  poliomyelitis,  and  that  in  am 
epidemic,  the  type  would  be  identified  and  vaccine 
which  protects  against  that  specific  type  would  be 
administered  on  a local  basis. 

Actions  Approved 

Other  actions  by  the  officers  and  councilors  in 
eluded  approval  of  President  Staley’s  appointment 
of  the  following  as  members  of  the  Association's 
Medical  Aspects  of  Sports  Committee:  John  F. 
Stecher,  Caldwell,  chairman;  Doyle  M.  Loehr,  Mos- 
cow; Richard  G.  Gardner,  Boise;  Clark  T.  Parker, 
Pocatello,  and  Murland  F.  Rigby,  Rexburg. 

Also  approved  was  the  designation  of  Asael  Tall. 
Rigby,  as  chairman  of  the  Association’s  Rural  Health 
Committee  and  appointment  of  the  following  physi- 
cians as  board  of  directors  for  Idahoans  for  Good 
Government  and  the  American  Medical  Political 
Action  Committee: 

“Max  D.  Gudmundsen,  Boise,  chairman;  “John 
F.  Stecher,  Caldwell;  “George  E.  Weick,  Boise: 
“Gus  E.  Rosenheim,  Boise;  James  H.  Bauman,  Lew- 
iston; Harry  F.  Brumbach,  Twin  Falls;  Jay  P. 
Merkley,  Pocatello,  and  Murland  F.  Rigby,  Rexburg. 

The  officers  and  councilors  also  acted  to  approve 
a progress  report  on  the  preparation  of  new  By- 
Laws  for  the  Association  to  be  presented  to  the 
House  of  Delegates  in  June  and  named  Wallace  H 
Pierce,  Lewiston,  to  serve  as  interim  chairman  of 
the  Association’s  Constitution  and  By-Laws  Com- 
mittee. 

State  Board  of  Medicine 

The  following  three  physicians  received  temporary 
licenses  in  March: 

Rae  J.  Johnston,  Sun  Valley,  University  of  Michi- 
gan Medical  School,  June  11,  1955.  Internship— St. 
Luke’s  Hospital,  Spokane,  1955-56.  General. 

Franklin  T.  Younker,  Blackfoot;  Northwestern 
University  Medical  School,  June  16,  1930.  Intern- 
ship—Garfield  Park  Community  Hospital,  Chicago 
1930-31.  General-Psychiatry. 

James  N.  Byrd,  Jr.,  Idaho  Falls;  Creighton  Uni- 
versity School  of  Medicine,  June  7,  1945.  Intern- 
ship—St.  Anthony  Hospital,  Oklahoma  City,  1945-46. 
Anesthesiology. 

•Indicates  members  of  the  Executive  Committee 
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OBITUARIES 

dr.  otto  maxwell  husted,  65,  of  Coeur  d’Alene, 
died  January  17  of  a myocardial  infarction.  Born  in 
Codell,  Kansas,  Dr.  Hasted  received  his  first  two 
years  of  medical  training  at  the  University  of  South- 
ern California  Medical  School  and  graduated  from 
the  University  of  Nebraska  College  of  Medicine  in 
1922.  He  interned  at  the  University  Hospitals  in 
‘Omaha  and  at  the  Seattle  General  Hospital.  Dr. 
Husted  had  practiced  in  Elk  River  and  Coeur 
Id’Alene  since  1926. 




dr.  francis  r.  Richards,  85,  died  in  Roseburg, 
Oregon  on  January  12  of  congestive  heart  failure. 
Born  in  Newark,  N.  J .,  Dr.  Richards  received  his 
medical  degree  from  the  Medico-Chirurgical  College 
of  Philadelphia  in  1902.  Dr.  Richards  established  his 
practice  at  Sunbeam  in  1909  and  later  opened  the 
first  hospital  in  Custer  County  at  Mackay.  He  served 
in  France  during  World  War  1 and  was  medical  offi- 
cer at  the  Hunt  Japanese  Relocation  Center  near 
Jerome  during  World  War  11.  After  the  war,  Dr 
Richards  was  adjudication  officer  for  the  Veterans 
Administration  in  Boise  until  his  retirement  in  1953. 


baby  the 
infant's  skin 
with 

PANTHODERM®  cream 

relieves  itch  and  pain  • promotes  healing  • 
guards  against  irritation  and  chafing 


in  2 oz,  and  1 lb.  jar 
1 oz.  tubes. 


IN 

DIAPER  RASH 
EXCORIATED  BUTTOCKS 
CHAFING,  HEAT  RASH 
INTERTRIGO 
ITCHING 


Remarkably  effective  . . . 
often  when  other  therapy  fails  . . . 
Panthoderm  Cream  treats  the  infant’s 
skin  with  “tender,  loving  care. ” 
nically  it  has  shown  evidence  of 
lizing  stimulation  ...  an 
antipruritic  effect ...  an  antibacterial 
effect  ...  in  a variety  of  dermatoses" 
such  as  external  ulcers,  burns, 
wounds,  pruritus  vulvae,  a variety  of 
dermatoses.  Minimum  risk  of 
sensitization. 

Dainty  as  a fine  cosmetic,  Panthoderm 
Cream  is  clean,  snow-white, 
non-staining,  water-miscible. 


u.s.  vitamin  corporation  • pharmaceuticals 

Arlington-Funk  Laboratories,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


447 

Northwest  Medicine,  May  1962 


SPECIAL  A R TICLE 


The  British  National  Health  Service 

Winds  of  Change 

JOHN  R.  SEALE,  M.D.  Richmond,  Surrey,  England 


My  purpose  in  visiting  with  you  is  to  clarify  the 
current  debate  on  the  part  government  should  play 
in  the  control  and  finance  of  medical  care  in  a 
democracy.  This  is  merely  an  extension  of  what  I am 
trying  to  do  in  my  own  country.  There  is  no  place 
for  an  Englishman  to  tell  American  citizens  what 
they  should  or  should  not  do— not  since  the  Boston 
Tea  Party— but  I may  be  able  to  illuminate  some  of 
the  issues  involved.  This  is  my  third  visit  to  the 
United  States,  and  as  I lived  near  Boston  for  a whole 
year  while  at  Harvard  in  1958,  I have  long  taken  a 
particular  interest  in  events  in  your  country. 

A book  on  the  British  National  Health  Service 
(NHS)  is  to  be  published  in  London  at  the  end  of 
April  by  one  of  our  conservative  members  of  Parlia- 
ment who  is  also  a physician.  He  states,  in  passing, 
that  the  medical  system  in  the  United  States  is  by  no 
means  perfect— in  no  country  is  it  perfect— but  he 
goes  on,  “If  my  history'  of  the  British  NHS  can  help 
the  Americans  to  avoid  some  of  the  pitfalls  into 
which  we  in  Britain  have  so  clearly  fallen,  then  my 
efforts  in  the  writing  of  this  book  will  have  been 
worthwhile.”  If  my  talk  to  you  has  the  same  effect 
then  it  also  will  have  been  worthwhile. 

The  organization  sponsoring  my  visit  to  your 
country  is  the  American 
Medical  Association.  I 
am  myself  a member 
(though  of  course  not 
a representative)  of  the 
British  Medical  Asso- 
ciation, and  as  I am 
a physician  it  is  appro- 
priate that  my  talk 
should  be  sponsored  by 
an  association  of  physi- 
cians. I have  no  partic- 
ular interest  in,  or  know- 
ledge of,  the  details  of 
the  present  proposals  for 


financing  medical  care  for  the  aged  in  the  United 
States.  It  represents  a domestic  political  issue  which 
since  I am  an  Englishman,  is  no  concern  of  mine. 
On  more  general  issues,  however,  I believe  my  views 
coincide  with  those  of  most  of  the  American  medi- 
cal profession,  and  also  with  those  of  physicians  in 
other  nations  of  the  western  world. 

progressive  destruction  of  excellence 

1 have  been  witnessing  for  several  years  what  I 
believe  to  be  the  progressive  destruction  of  the  ex- 
cellence of  the  medical  profession  in  Britain  as  a 
result  of  excessive  control  by  the  State,  and  it  would 
appear  that  the  British  experience  is  relevant  to 
other  countries.  I have  no  doubt  that,  in  the  long 
run,  not  only  does  the  medical  profession  suffer 
from  total  nationalization  of  medical  care,  but  the 
people  themselves  suffer  also. 

The  AMA  has  often  used  events  in  the  British 
Health  Service  as  propaganda  against  government 
intervention  in  medical  care.  In  doing  so  it  has 
nearly  always  painted  a uniformly  black  picture 
which  being  both  inaccurate  and  lacking  in  analy- 
tical profundity'  has,  in  my  opinion,  weakened  its 
case  in  the  United  States  and  has  caused  much  of- 
fense in  Britain.  I hope  I shall  be  able  to  show  from 
a review  of  trends  in  Britain  that,  although  the 
State  has  a part  to  play  in  medical  care,  the  ex- 
tent of  its  intervention  should  be  strictly  limited. 

fundamental  difference 

Before  turning  to  the  British  National  Health 
Service  I wish  to  draw  your  attention  to  the  funda- 
mental difference  between  the  NHS,  and  the  medi 
cal  care  provided  by  it.  Failure  to  draw  this  distinc- 
tion has  caused  endless  confusion  in  discussion  on 

An  address  presented  before  the  Portland  Chamber  of 
Commerce  Forum  Luncheon  on  April  16.  1962  and  to  the 
Downtown  Kiwanis  Club  of  Seattle  on  April  17,  1962. 
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both  sides  of  the  Atlantic.  The  NHS  is  an  organi- 
zation for  financing,  administering,  and  distributing 
medical  care.  It  is  not  the  medical  care  itself. 

Let  me  illustrate.  When  I was  a senior  resident  in 
I internal  medicine  at  St.  Mary’s  Hospital  in  London, 
I an  American  was  admitted  to  the  ward  suffering 
from  coronary  thrombosis.  He  was  particularly  im- 
pressed with  the  excellence  of  the  nursing  care  he 
received,  which  is  considerably  better  than  that  us- 
ually available  in  American  hospitals.  He  assumed, 
incorrectly,  that  this  was  evidence  of  the  excellence 
of  the  NHS.  He  did  not  know  the  high  quality  of 
the  British  nursing  profession  had  been  built  up 
from  almost  nothing  in  the  one  hundred  years  that 
followed  the  pioneering  efforts  of  Florence  Night- 
ingale. He  did  not  realize  that  the  NHS  took  over 
this  profession  with  its  high  standards  and  ideals— 
it  did  not  create  it.  The  NHS  is  not  the  nursing  pro- 
fession, it  is  not  the  physicians,  it  is  not  even  the 
hospitals,  nearly  all  of  which  were  built  long  before 
it  was  conceived.  It  is  only  a financial  and  admini- 
strative organization,  although  the  structure  of  the 
organization  does,  in  the  long  run,  affect  the  quality 
of  medical  care  provided  by  it. 

I am  highly  critical  of  the  NHS  because,  in  my 
view,  it  is  damaging  the  health  professions  and  the 
quality  of  medical  care  available  to  the  people  of 
Britain.  Doubtless  many  of  you  have  heard,  quite 
correctly,  of  the  excellent  care  received  by  many 
people  under  the  NHS;  but  before  you  assume  my 
analysis  is  inaccurate,  let  me  remind  you  once  again 
that  this  excellence  which  does  exist  may  do  so  in 
spite  of,  and  not  because  of,  the  NHS. 

Medical  care  of  all  forms  is  provided  in  Britain 
through  the  Health  Service  operated  by  the  State. 
It  was  created  in  1948  by  the  Labour  government 
then  in  power.  The  State  provides  medical  care  free 
of  direct  charge  to  the  entire  population  irrespective 
of  income,  thus  relieving  the  individual  of  much 
of  the  financial  hardship  associated  with  illness.  All 
aspects  of  hospital  and  specialist  care  are  free  in- 
cluding the  services  of  general  practitioners.  There 
are  only  nominal  charges  of  30  cents  for  prescribed 
drugs,  and  small  charges  for  dental  treatment.  The 
Act  of  Parliament  laid  upon  the  central  government 
the  responsibility  of  providing  these  services,  and 
to  enable  it  to  do  so  the  private  and  city  hospitals 
were  nationalized.  The  State  pays  specialists  a salary 
and  general  medical  practitioners  a modified  form 
of  salary.  Although  the  Health  Service  is  partly 
financed  by  compulsory  insurance  payments,  nearly 
80  per  cent  of  the  cost  has  been  covered  by  general 
taxation. 

Utopian  concept 

To  make  available  to  everybody  all  the  medical 
care  they  require,  free  of  charge,  is  a very  attractive 
proposition  to  the  people,  although  a Utopian  in- 
tention, because  what  is  required  is  largely  a sub- 


jective concept.  Certainly  there  was  immense  sup- 
port from  the  general  public  and  from  the  national 
press  for  a health  service  of  this  type  at  the  time; 
and  in  many  ways,  it  has  remained  popular  over 
the  years.  The  climate  of  the  times  in  Great  Britain 
in  1946  when  the  NHS  Bill  was  passed  by  Parlia- 
ment was  favorable  to  extension  of  the  activities 
of  the  State.  Emerging  from  a World  War  which 
had  lasted  six  years  we  had  come  to  accept  a de- 
gree of  control  of  the  individual  by  the  State  from 
which  we  have  since  moved  away  in  almost  all 
fields,  except  for  health.  In  recent  months,  however, 
several  of  our  economists  have  been  questioning  the 
basic  arguments  of  nationalizing  medicine,  but  even 
more  important,  signs  of  strain  in  the  state  service 
are  now  developing  which  suggest  it  contains  funda- 
mental defects.  Awareness  is  growing  that  the  whole- 
sale nationalization  of  medical  care  fourteen  years 
ago  was  a mistake— and  the  damage  done  may  take 
a long  time  to  repair. 

Provision  of  free  medical  care  to  all  does  of  course 
reduce  the  risk  of  financial  ruin  for  the  individual 
through  illness,  a highly  desirable  objective.  But  a 
system  which  provides  it  brings  new  problems.  Al- 
though the  patient  does  not  pay  directly  for  medi- 
cal care  at  the  time  he  consumes  it,  nurses,  doctors, 
dentists  and  other  health  workers  still  have  to  re- 
ceive an  income  in  return  for  the  services  they  pro- 
vide. These  incomes  are  no  longer  derived  from  the 
people  as  patients  paying  fees  or  voluntary  insur- 
ance premiums— they  come  from  the  people  as  tax- 
payers. The  problem  of  paying  directly  for  medical 
care  as  a patient  is  merely  shifted  to  the  problem 
of  paying  taxes— and  taxes  are  no  more  popular  than 
direct  payments  for  medical  care.  Furthermore,  if 
taxes  are  entirely  raised  by  the  central  government, 
then  it,  through  the  Department  of  the  Treasury, 
tends  to  exercise  direct  control  over  the  hospitals 
and  the  health  professions. 

Although  cost  of  the  Service  to  the  taxpayer  has 
worried  both  the  public  and  the  government  ever 
since  it  started,  a new,  more  complex,  and  more  im- 
portant problem  is  developing— the  quality  of  medi- 
cal care  available  in  the  Service.  So  much  attention 
has  been  devoted  to  keeping  down  costs  that  effects 
on  quality— indeed,  importance  of  quality— have 
been  inadequately  perceived.  But  the  quality  of 
medical  care  received  is  vital,  for  if  it  is  not  high 
the  patient  may  lose  his  health,  happiness  and  some- 
times his  life.  If  a child  dies  during  an  appendec- 
tomy because  the  surgeon  is  inadequately  trained, 
or  the  anaesthetist  is  inexperienced,  or  the  intra- 
venous pentothal  is  defective,  the  fact  that  the 
operation  is  performed  free  of  charge  is  little  con- 
solation to  the  bereaved  parents.  Direct  payment  for 
medical  care  does  not  by  itself  guarantee  high 
quality,  but  neither  does  provision  by  the  State. 

continuous  dilemma 

Since  the  State  Service  started,  successive  gov- 
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ernments  have  thus  been  faced  with  a dilemma  and 
I fully  appreciate  the  difficult  position  they  are  in. 
On  the  one  hand,  government  has  attempted  to  pro- 
vide medical  care  of  the  quality  and  quantity  accept- 
able to  the  electorate— on  the  other,  they  have  tried 
to  limit  expenditure  of  tax  funds  as  much  as  possible. 
Although  the  two  objectives  tend  to  be  mutually 
exclusive,  the  issues  are  not  of  minor  importance 
to  the  government.  The  whole  nation  is  intensely 
interested  in  the  level  of  taxation,  and  in  the  ef- 
fectiveness of  its  state-operated  Health  Sendee,  al- 
most the  only  channel  through  which  it  now  obtains 
medical  care.  Money  and  life  interest  us  all  a great 
deal.  If  the  cost  is  too  high  or  if  the  quality  of  medi- 
cal care  available  is  too  low,  a government  could 
fall  from  power.  Troubles  in  the  Health  Service 
strike  at  the  very  heart  of  political  activity. 

So  far,  because  the  most  articulate  public  critics 
of  nationalized  medicine  have  leveled  their  attacks  at 
high  cost  rather  than  low  quality,  the  politicians 
and  the  health  departments  have  naturally  done 
likewise.  We  must  not  forget  that  the  government 
tends  to  do  what  the  people  want  in  a democracy, 
even  though  the  wishes  of  the  people  may  be  harm- 
ful to  themselves  in  the  long  run,  if  their  opinions 
have  been  based  on  inadequate  information.  De- 
mocracy can  be  no  more  than  a facade  if  the  people 
are  not  well  informed.  To  lower  public  expenditure 
the  government  can  either  increase  the  share  of  cost 
bom  by  the  patient  and  private  insurance,  or  cut 
down  expenditure  on  the  Service  itself.  It  has  been 
considered  politically  inexpedient  so  far  to  raise 
substantially  the  cost  to  the  patient,  and  little  serious 
thought  has  been  given  to  encouraging  the  expan- 
sion of  private  health  insurance.  Great  efforts  how- 
ever have  been  directed  to  curtailing  total  expendi- 
ture on  the  Service  itself  with  a success  which  is 
not  generally  realized. 

impaired  efficiency 

How  has  cost  been  kept  down  over  the  last  ten 
years  or  so?  By  efficiency  in  the  use  of  material  and 
human  resources?  Economy  and  efficiency  have 
been  the  aims  of  the  state  authorities  for  ten  years 
and  in  principle  they  are  highly  desirable  objectives. 
However,  economy  in  practice  often  means  cheap- 
ness and  this  carried  too  far  tends  to  impair  effici- 
ency. 

The  easiest  way  to  economize  is  to  cut  capital  ex- 
penditure. Capital  was  the  first  casualty  in  the  econ- 
omy campaign  in  the  hospitals.  It  should  be  re- 
called that  one  of  the  primary  arguments  in  favour 
of  nationalizing  the  hospitals  in  1946  had  been  the 
view  that  capital  expenditure  on  them  under  the 
old  system  before  the  war  had  been  inadequate,  and 
that  after  the  damage  and  neglect  of  the  war  years 
only  the  state  could  afford  the  huge  investment  re- 
quired to  modernize  them.  Nevertheless,  according 
to  a government  sponsored  report  on  the  cost  of  the 


Health  Service,  annual  capital  expenditure  on  hos- 
pitals in  the  first  six  years  after  nationalization,  at 
constant  prices,  was  only  one-third  of  that  spent  in 
the  1930’s. 

The  proportion  of  the  total  capital  investment 
of  the  nation  devoted  to  hospitals,  already  so  low  in 
1949,  fell  substantially  for  eight  years  and  has  only 
been  rising  since  1957.  It  was  not  until  1962,  four- 
teen years  after  the  state  monopoly  was  created, 
that  detailed  plans  for  a major  rebuilding  of  the  hos-  j 
pitals  have  been  put  forward.  Because  most  of  the 
capital  which  has  been  spent  has  gone  toward  patch- 
ing and  mending  old  buildings,  few  entirely  new 
hospitals  have  been  completed  since  the  end  of  the 
war,  although  another  20  or  so  are  now  under  con- 
struction. To  economize  on  capital  in  the  hospitals, 
in  which  labour  is  the  major  item  of  cost,  and  in 
which  much  of  the  plant  is  already  obsolete,  is  con- 
trary' to  the  principles  of  sound  management.  Much 
of  the  energy'  of  physicians  and  nurses  has,  as  a 
result,  been  wasted  as  they  work  in  inefficient  sur- 
roundings which  have  been  perpetuated  by  an  ex- 
cessivly  narrow  pursuit  of  economy. 

monopoly  employer 

A policy  of  stringency  tends  to  lower  the  incomes 
of  those  who  work  in  any  organization  dominated 
by'  this  aim.  For  physicians  in  a nation  where  the 
state  has  a virtual  monopoly  in  medical  care,  the 
government  becomes  almost  the  only  buy'er  of  their 
services.  Private  practice  is,  of  necessity,  severely 
curtailed.  Most  people  believe  governments  spend 
the  money  raised  by  taxation  very  lavishly,  but  it 
should  not  be  forgotten  that  the  State  is  not  alway  s 
generous.  The  State  has  in  fact  used  its  immense 
power  over  physicians,  nurses,  and  other  health  pro- 
fessions, to  obtain  their  services  inexpensively.  These 
professions  are  particularly  vulnerable  when  faced 
with  a monopoly  employer  because  they  will  not 
harm  their  patients  by  striking  against  their  employer 

I shall  not  trouble  you  with  details  of  the  pro- 
longed struggles  over  earnings  between  the  medical 
profession  and  the  State.  According  to  the  English 
economist,  D.  S.  Lees,  in  his  recent  book,  “Health 
Through  Choice,”  the  real  incomes  of  general  medi- 
cal practitioners  fell  by  one  fifth  between  1950  and 
1959  while  those  of  the  community  in  general  went 
up  by  about  as  much.  Even  with  the  much  publi- 
cized increase  in  physicians’  pay  in  1960  they  arc 
still  no  better  off  than  they  were  ten  years  ago.  This 
can  be  said  of  few  other  sections  of  the  British  work- 
ing community'  and  contrasts  strongly  with  the  trend 
of  medical  incomes  in  most  other  countries  in  the 
Western  World. 

The  fall  in  the  earnings  of  physicians  in  hospitals 
has  been  more  complex.  All  are  paid  salaries  and 
many  grades  of  hospital  physicians  receive  consid- 
erably lower  real  incomes  today  than  they  did  in 
the  early  days  of  the  NHS.  Probably  more  important 
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than  the  fall  in  real  incomes  of  any  particular  grade, 
however,  is  the  rapid  expansion  of  medical  appoint- 
ments with  low  salaries  compared  with  expansion 
of  those  with  high  salaries.  This  was  not  so  in  the 
first  four  years  of  the  Service,  but  between  1953 
and  1960  the  number  of  senior,  relatively  well-paid 
specialists  increased  by  8 per  cent  while  the  number 
of  residents  and  interns  increased  by  21  per  cent.  In 
the  case  of  general  surgery  in  the  last  nine  years 
the  number  of  senior  specialists  has  actually  been 
reduced.  The  result  has  been  that  surgeons  have 
remained  in  junior  posts  as  residents  on  low  pay 
for  many  years— indeed  often  till  middle  age.  (For  the 
purpose  of  this  paper  I define  middle  age  as  40.) 
During  the  long  years  as  a resident  the  surgeons 
have  often  been  undertaking,  according  to  a recent 
government  sponsored  report,  the  same  work  as  a 
consultant.  But  the  salary  is  only  about  half  that 
of  a consultant.  Increasingly  the  demand  for  physi- 
cians in  the  nationalized  hospitals  has  been  for  those 
willing  to  provide  their  services  for  low  prices. 

income  vs  quality 

Is  the  policy  of  economy  in  physicians’  earnings 
having  any  effect  on  the  quality  of  medical  care 
available  in  the  nationalized  hospitals?  Many  young 
physicians  are  showing  themselves  unwilling  to  ac- 
cept the  prices  offered  for  their  services  by  the 
State;  and  they  dislike  the  rigidity,  and  impairment 
of  their  professional  freedom,  in  the  system  in  which 
they  would  have  to  work.  The  rigidity  and  restric- 
tion of  their  freedom  does,  I believe,  follow  neces- 
sarily upon  financial  control  and  responsibility  be- 
ing vested  in  a central  government.  With  the  state 
virtually  a monopoly  employer  of  doctors  they  must 
accept  the  terms  offered  by  the  State,  or  leave  the 
country,  or  leave  their  profession.  Large  numbers 
have  left  the  country. 

In  the  ten  years  of  the  1930’s,  that  is  before 
nationalization,  an  annual  average  of  27  doc- 
tors with  British  degrees  registered  for  practice 
in  Australia  according  to  official  Australian 
sources.  But  in  the  last  five  years  the  annual  rate 
has  been  225.  The  1959  figure  of  256  in  the  one 
year  was  almost  equal  to  the  total  for  the  entire 
ten  years  of  the  1930’s.  In  the  last  eight  years  an 
average  of  over  200  British  physicians  emigrated 
to  Canada  each  year  according  to  the  Canadian 
Department  of  Immigration.  In  one  year,  1960,  more 
doctors  (162)  trained  in  England  and  Ireland 
passed  their  State  Board  examinations  in  the  United 
States  than  in  the  whole  ten  years  of  the  1930’s.  In 
short,  in  the  last  ten  years  the  number  of  British 
doctors  going  to  Australia  and  North  America, 
well  over  five  times  the  rate  prevailing  in  the  1930’s, 
is  over  five  times  the  general  rate  of  emigration, 
and  the  total  of  600  a year  is  equivalent  to  one 
third  of  the  annual  output  of  the  British  medical 
schools.  The  reasons  for  their  departure  is,  in  my 


opinion,  that  in  Australia  and  North  America  the 
professional  freedom  of  doctors  is  greater,  the  op- 
portunity to  practice  medicine  well,  particularly  in 
general  practice,  is  greater,  and  the  financial  rewards 
are  more  appropriate  to  the  years  of  study,  the 
long  hours  of  work,  and  the  heavy  responsibility 
involved. 

medical  students  decrease 

To  sustain  the  large  loss  of  physicians  by  emigra- 
tion there  has  not  been  a correspondingly  high  out- 
put from  British  medical  schools.  The  number  of 
medical  students  in  training  has  fallen  continuously 
from  14,200  in  1950  to  12,300  in  1959.  In  spite 
of  the  steady  fall  in  the  early  years  of  the  1950’s,  a 
committee  recommended  a further  10  per  cent  cut 
in  the  intake  of  students  in  1957.  As  a result  the 
number  of  students  in  training  is  now  no  greater 
than  before  World  War  II  in  spite  of  a rise  in  pop- 
ulation and  in  spite  of  the  increased  complexity  in 
medical  practice  which  has  characterized  the  last 
quarter  of  a century. 

To  aggravate  the  shortage  of  physicians  in  Britain 
due  to  high  emigration  and  low  recruitment,  the 
rate  of  retirement  of  elderly  physicians  is  rising 
steeply.  This  reflects  the  uneven  age  distribution— 
an  unusually  large  number  of  men  entered  the  medi- 
cal profession  after  the  end  of  the  first  World  War 
in  1918  and  these  are  now  reaching  retirement  age. 
In  the  next  five  years  about  60  per  cent  more  doctors 
will  reach  the  age  of  65  than  in  the  last  five  years. 

As  the  supply  of  physicians  with  British  degrees 
has  been  falling,  the  hospitals  have  relied  increas- 
ingly on  physicians  from  overseas  to  take  temporary 
posts.  By  1960  were  filled  41  per  cent  of  all 
junior  hospital  posts  in  England  by  physicians  train- 
ed outside  the  British  Isles,  (nearly  4,000)  and  the 
proportion  is  rising  rapidly.  xMost  come  from  India 
and  Pakistan.  The  total  is  now  equivalent  to  well 
over  two  years  of  output  of  the  medical  schools. 
In  the  region  around  Sheffield,  an  area  in  the  north 
of  England,  26  of  the  74  hospitals  have  no  physi- 
cians below  the  grade  of  consultant  (that  is  under 
the  age  of  about  40)  who  was  trained  in  Britain. 
Increasingly  the  medical  staff  of  the  hospitals  is  a 
rapidly  shifting  labour  force  recruited  from  abroad, 
most  of  which  does  not  intend  to  settle  in  Britain. 
These  young  physicians  from  overseas  arrive  with 
little  experience,  but  once  they  have  become  highly 
competent  they  return  to  their  own  lands. 

The  effect  on  quality  of  medical  care  in  hospitals 
was  described  by  several  speakers  in  the  now  famous 
debate  on  shortage  of  physicians  in  the  House  of 
Lords  on  November  29th  last.  There  is  no  system 
whereby  the  hospitals  are  made  to  keep  within  speci- 
fied standards  for  the  training  of  postgraduate  physi- 
cians from  overseas.  Large  numbers  of  these  young 
people  instead  of  receiving  training  and  experience 
under  supervision  at  the  postgraduate  institutes  for 
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which  Britian  is  famous,  are  being  used  for  what, 
in  economic  terms,  might  be  described  as  inexpen- 
sive medical  labour. 

Difficulty  in  language  is  a major  problem  be- 
cause of  the  short  time  many  remain  in  Britain.  Not 
only  do  some  have  the  greatest  difficulty  in  com- 
municating with  their  patients,  they  also  have  dif- 
ficulty in  talking  with  other  physicians.  The  language 
difficulties  of  interns  from  abroad  has  been  a prob- 
lem in  United  States  hospitals,  but  the  American 
Hospital  Association  has  imposed  a compulsory 
linguistic  test  which  now  ensures  a knowledge  of 
English  before  a hospital  appointment  is  made.  In 
Britain  there  is  at  present  no  such  test  though 
doubtless  one  will  soon  be  imposed. 

effect  on  the  patients 

I have  spoken  a good  deal  about  how  the  nation- 
alization of  medicine  has  affected  the  earnings  and 
conditions  of  work  of  physicians.  But  again  how  has 
it  affected  the  patient?  Without  his  needs  the  phy- 
sician has  no  function.  Up  till  the  present  the  pa- 
tients have  been  cared  for  satisfactorily,  particu- 
larly those  who  have  been  acutely  or  severely  ill. 
Now  there  are  signs  that  a crisis  has  been  reached, 
particularly  in  the  emergency  departments  of  the 
hospitals,  and  in  the  maternity  services.  This  has 
been  extensively  documented  recently  in  Britain  in 
official  and  non-official  publications,  and  doubt- 
less many  of  you  will  have  read  of  it. 

I have  concentrated  on  troubles  in  the  supply  of 
doctors  because  they  are  the  most  essential  of  the 
skilled  personnel  providing  health  care.  If  the  sup- 
ply fails,  there  is  real  trouble  ahead  (and  I should 
remind  you  that  the  future  supply  of  doctors  in  your 
own  country'  is  by  no  means  assured).  However,  the 
effects  of  the  NHS  are  also  beginning  to  show  in 
the  nursing  profession  and  in  other  health  professions 
with  unhappy  consequences  for  the  patients.  The 
cumbrous  administrative  structure  of  the  Health 
Service,  described  by  our  present  Minister  of  Health 
as  “lumbering  Leviathan,”  often  impedes  efforts  of 
the  individual  in  it  to  work  well.  I have  stated  on 
many  occasions  in  my  publications  that  the  un- 
doubted success  of  much  of  the  state  Health  Service 
up  till  the  present  in  providing  medical  care  of 
high  quality  has  been  due  to  the  abundant  stock  of 
human,  moral,  and  material  capital  which  it  inherited 
in  1948.  British  physicians,  and  British  nurses  have 
long  had  a world-wide  reputation  for  excellence. 
Few  will  doubt  the  material  capital— that  is,  the  hos- 
pital buildings  and  equipment— has  been  allowed  to 
run  down.  It  is  now  becoming  apparent  that  the 
human  and  moral  capital  of  the  health  professions 
has  also  been  consumed  but  only  partially  re- 
plenished. Until  recently  there  has  been  no  clear 
evidence  of  declining  quality  of  medical  care,  but 
this  problem,  which  is  now  emerging  in  nationalized 
medicine,  as  yet  only  imperfectly  appreciated,  will 


dominate  the  medical  care  field  in  Britain  in  the 
1960’s.  The  NHS  which  started  with  such  high 
hopes  and  great  expectations,  is  now  moving  into  a 
phase  which  has  many  of  the  characteristics  of  high 
tragedy. 

lessons  to  be  learned 

I think  some  lessons  of  general  interest  can  be 
learned  from  these  recent  occurrences.  It  has  been 
an  error  to  assume  the  major  problem  in  medical 
care  is  cost.  “If  the  burden  of  payment  is  removed 
from  the  patient,  all  will  be  well”  was  the  oversimpli- 
fied approach  of  the  1940’s.  This  is  just  not  true. 
Of  equal  or  greater  importance  is  quality  of  medical 
care  available.  This  is  a complex  concept,  and 
somewhat  intangible,  just  as  are  the  concepts  of 
freedom  and  patriotism,  but  their  complexity  and 
their  intangibility  makes  them  no  less  important. 

It  would  be  absurd  to  suggest  that  cost  is  of  no 
importance.  But  surely  the  objectives  one  wishes  to 
attain  in  any  form  of  health  system  is  firstly  to 
ensure  that  there  is  available  in  a nation,  medical 
care  of  high  quality;  secondly  to  ensure  that  no 
individual  shall  be  unable  to  obtain  medical  care 
for  financial  reasons;  and  thirdly  to  ensure  that  he 
shall  not  be  financially  ruined  because  of  medical 
expenses  alone.  Not  in  the  United  States,  possibly 
in  no  country,  have  these  objectives  been  achieved. 
But  they  can  be  approached  by  a great  variety  of 
means,  and  it  was  certainly  not  necessary’  in  Eng- 
land to  nationalize  all  the  medical  facilities  and 
personnel,  and  provide  all  medical  services  free,  as 
happened  in  1948.  This  achieves  the  last  two  ob- 
jectives, but  impairs  the  achievement  of  the  first. 
The  State  has  an  important  part  to  play— in  your 
country'  for  instance  the  treatment  of  mental  disease 
and  of  tuberculosis  and  many  other  health  problems 
have  for  long  been  a function  of  public  authorities- 
but  the  individual  also  has  a part  to  play.  It  is  the 
preservation  of  a reasonable  balance  between  the 
rights  and  duties  of  the  State  and  of  the  individual 
which  is  the  hallmark  of  a free  but  responsible 
society.  In  my  country',  this  delicate  balance  has  been 
disturbed  in  the  field  of  health  but  we  shall  be  mak- 
ing efforts  to  restore  it.  The  realization  that  some 
change  is  needed  is  just  beginning  to  dawn. 

winds  of  change 

In  the  United  States  also,  the  winds  of  change  are 
blowing  strongly.  With  an  aging  population  the 
problem  of  financing  medical  care  for  the  elderly 
becomes  more  important,  and  the  citizens  of  a pros- 
perous nation  do  not  wish  to  be  exposed  to  the  risk 
of  reduction  to  penury  by  ill-health.  There  is  no 
easy'  or  complete  solution,  but  do  not  fall  into  the 
error  of  assuming  that  the  State,  by'  usurping  the 
responsibilities  of  the  individual,  will  provide  all  the 
answers. 

You  may'  think  from  what  I have  said  that  medi- 
cine in  Britain  is  in  trouble.  Indeed  this  was  pre- 
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“ Good  old  Grace.  Always  the  life  of  the  party.  But  I’ve  dis- 
covered her  secret.  She  iises  Titralac  instead  of  an  olive.” 

Titralac  is  Riker’s  pleasant-tasting  antacid  for  prompt  and  prolonged  relief  of  gastric  distress, 
as  in  peptic  ulcer  and  hyperacidity.  Tablets  or  liquid.  Riker  Laboratories,  Inc.,  Northridge,  Calif. 


cisely  what  was  said  by  the  British  Medical  Journal 
in  its  leading  article  commenting  on  the  now  famous 
debate  in  the  House  of  Lords  last  November.  But 
to  assume  that  this  is  all  there  is  to  be  said  about 
the  situation  would  be  erroneous.  The  British  may 
be  slow  to  change  their  minds  but  once  they  realize 
that  change  is  necessary  they  are  well  able  to  bring 
it  about.  Furthermore,  it  is  when  they  see  that  a 
situation  is  particularly  disastrous  that  they  are  at 
their  best. 

You  may  be  wondering  why  I should  be  here  to 
tell  you  of  these  troubles  in  my  own  country.  It  is 
only  in  part  because  I hope  you  will  avoid  some  of 
the  errors  which  we  have  made.  It  is  also  because 
I do  not  wish  you  to  misunderstand  what  is  hap- 
pening in  Britain  as  you  read  reports  of  further 
events  in  the  Health  Service  in  the  years  ahead.  My 
three  strongest  emotions  are  love  of  my  country, 
of  my  family,  and  respect  for  my  profession,  and  I 
do  not  wish  you  to  underestimate  the  potentialities 
of  my  country  to  remedy  an  unfortunate  situation. 

I can  only  remember  dimly  as  a child  the  episode 
in  1938  now  known  as  Munich.  At  that  time  the 
vast  majority  of  my  fellow  countrymen  was  behind 
Mr.  Chamberlain,  the  prime  minister,  in  his  policy 
of  peace— at  almost  any  price.  We  now  accept  this 
as  a mistake.  Few  British  thought,  at  the  time,  there 


would  be  war,  and  none  wanted  it.  But  as  events 
unfolded  in  early  1939,  as  we  perceived  the  abyss 
towards  which  we  were  heading,  then  a great  change 
came  over  the  people  and  we  moved  toward  war  in 
September  as  if  we  had  always  known  it  was  com- 
ing. However,  only  after  the  shattering  defeat  of 
our  armies  in  France  in  May,  1940,  did  we  really 
show  our  worth.  The  rest  of  the  world,  informed 
opinion  in  the  United  States  wrote  us  off  as  fin- 
ished. The  Germans  even  demobilized  some  of  their 
fighting  divisions.  Yet  in  England  we  took  it  en- 
tirely for  granted  that  we  would  continue  to  fight 
alone  against  Nazi  Germany.  This  we  did  for  more 
than  a year  until  the  United  States  came  to  our 
assistance  and  together  we  marched  forward  to  final 
victory. 

So  if  you  think  that  the  British  will  never  change 
their  Nationalized  Health  Service  because  they  like 
the  State  to  provide  free  medical  care  for  all,  and  if 
you  think  that  because  medicine  is  in  trouble  we 
shall  not  remedy  it,  then  I suggest  that  you  think 
again.  When  my  fellow-countrymen  come  to  realize 
from  the  course  of  events  that  they  have  taken  a 
wrong  turn,  changes  will  be  made,  and  if  we  are 
in  real  trouble  then  we  will  get  out  of  it.  After  all — 
we  have  done  so  before.  ■ 

41  Queens  Road 
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Upjohn 


The  Upjohn  Company 


Team 

Each  capsule  of  Panalba*  contains  two  antibiotics  that  comple: ent 
each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (for  its  breadth  of  coverage)  anc 
novobiocin  (for  its  unique  effectiveness  against  staph). 

That  is  why,  in  most  infections  of  unknown  etiology,  when  you  ie 
Panalba  as  your  antibiotic  of  first  resort,  your  treatment  offers 
excellent  chances  for  therapeutic  success. 


Panalba*  product  information 

Supplied : Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  bottles 
of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  three  or 
four  times  a day. 

Side  Effects:  Panmycin  Phosphate  is  well 
tolerated  clinically  and  has  a very  low  order 
of  toxicity  comparable  to  that  of  the  other 
tetracyclines.  Side  reactions  are  infrequent 
and  consist  principally  of  mild  nausea  and 
abdominal  cramps. 

Leukopenia  has  occurred  occasionally  in 
patients  receiving  novobiocin.  Rarely,  other 
blood  dyscrasias  including  anemia,  pancyto- 
penia, agranulocytosis  and  thrombocytopenia 
have  been  reported.  In  a recent  report  it  was 
observed  that  three  times  as  many  newborn 
infants  receiving  novobiocin  developed  jaun- 
dice as  control  infants.  For  this  reason,  ad- 
ministration of  novobiocin  to  newborn  and 
young  infants  is  not  recommended,  unless 
indication  is  extremely  urgent  because  of  se- 
rious infections  not  susceptible  to  other  anti- 
bacterial agents. 

The  development  of  jaundice  has  also  been 
reported  in  older  individuals  receiving 
Albamycin.  Serious  liver  damage  has  devel- 
oped in  a few  patients,  which  was  more  likely 
related  to  the  underlying  disease  than  to 
therapy  with  novobiocin.  Although  reports 
such  as  the  above  are  rare,  discontinuance  of 
novobiocin  is  indicated  if  jaundice  develops. 
If  continued  therapy  appears  essential  be- 
cause of  a serious  infection  due  to  micro- 
organisms resistant  to  other  antibacterial 
agents,  liver  function  tests  and  blood  studies 
should  be  performed  frequently,  and  therapy 
with  novobiocin  stopped  if  necessary. 

In  a certain  few  patients  treated  with  this 
agent,  a yellow  pigment  has  been  found  in 
the  plasma.  The  nature  of  this  pigment  has 
not  been  defined.  There  is  evidence  that  it 
may  be  a metabolic  by-product  of  novobiocin, 
since  it  has  been  reported  to  be  extractable 
from  the  plasma  (pH  7 to  8.1)  with  chloro- 
form while  bilirubin  is  not.  These  properties 
have  been  employed  to  differentiate  the  yel- 
low pigment  due  to  the  metabolic  by-product 
of  novobiocin  and  bilirubin.  However,  recent 
reports  indicate  that  this  method  of  differen- 
tiation may  be  unreliable. 

Urticaria  and  maculopapular  dermatitis 
have  been  reported  in  a significant  percent- 
age of  patients  treated  with  Albamycin.  Upon 
discontinuance  of  the  drug,  these  skin  re- 
actions rapidly  disappeared. 

Warning:  Since  Albamycin  possesses  a sig- 
nificant index  of  sensitization,  appropriate 
precautions  should  be  taken  in  administering 
the  drug.  If  allergic  reactions  develop  during 
treatment  and  are  not  readily  controlled  by 
antihistaminic  agents,  use  of  the  product 
should  be  discontinued. 

Total  and  differential  blood  cell  counts 
should  be  made  routinely  during  the  admin- 
istration of  Albamycin.  If  new  infections 
appear  during  therapy,  appropriate  meas- 
ures should  be  taken;  constant  observation 
of  the  patient  is  essential.  If  a yellow  pig- 
ment appears  in  the  plasma,  administration 
of  the  drug  should  be  continued  only  in  ur- 
gent cases,  and  the  patient’s  condition  closely 
followed  by  frequent  liver  function  tests.  In 
case  of  the  development  of  liver  dysfunction, 
therapy  with  this  agent  should  be  stopped. 

♦TRADEMARK,  REG . U.S.  PAT.  OFF. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY  DECEMBER,  1961 


Now  with  the  Oxford  PROTHROMETER® 

PROTHROMBIN  TESTS 

can  be  performed  conveniently  at 
OFFICE -LABORATORY -BEDSIDE 


Assures  Reliable  Anticoagulant  Control 
...with  These  Advantages: 

• Only  one  drop  of  fingertip  blood  required. 

• Painful  venipuncture  eliminated. 

• Test  can  be  run  in  less  than  60  seconds. 

• Simple  technique  ...  no  special  training. 

• Immediate  adjustment  of  anticoagulant  dosage. 

• Excellent  correlation  with  older  methods. 

• Cost  of  each  test  measured  in  pennies. 

The  Oxford  Prothrometer  is  available  from  leading 
surgical  supply  dealers  and  may  be  obtained  on  a 
trial  basis.  For  brochure,  including  a bibliography, 
mail  attached  coupon. 

$14950  Complete,  FOB  Redwood  City 


□ Send  me  one  Prothrometer  n Send  me  brochure 


NAME 


ADDRESS 


CITY 


STATE 


OXFORD  LABORATORIES 

961  Woodside  Road,  Redwood  City  19,  California 
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DR.  SCOTT’S  ELECTRIC 

ASTONISHING  CURES. 

This  remarkable  Brush,  which  has  won  its  way  to 
Royal  favor  in  England,  been  cordially  indorsed  by 
the  Prince  and  Princess  of  Wales,  and  written  upon 
by  the  Rt.  Hon.  W.  E.  Gladstone,  is  now  brought  to 
the  notice  of  the  American  public.  It  cures  by  natural 
means,  will  always  do  good,  never  harm, 
and  is  a remedy  lasting  for  many  years.  It 
should  be  used  daily.  The  back  of  the  Brush 
is  made  of  a new  material  resembling 
ebony,  beautifully  carved  and  elegantly 
mounted.  It  is  a combination  of 
substances  producing  a permanent 
Electro-Magnetic  Current.  Al- 
ways doing  good,  it  cannot  harm, 
while  its  application  gives  a most 
agreeable  sensation,  there  being 
no  shock  or  unpleasant  feeling 
whatever.  Its  power  can  always 
be  tested  by  the  silver  compass 
which  accompanies  each  Brush. 

IT  CURES 

Rheumatism  and  Diseases  of  the 
Blood  — Nervous  Complaints  — 

Neuralgia  — Toothache  — Malaria 
iL^men£ss_^^^al£itatior^<- 
JParalysis_and_Pains_cause^^^ 
Hn^aire^jCirculatiom^I^^rom^^ 
alleviates^ndigestiom— Consti^a^ 

^tion— Kidne^jmc^JLive^JT^ 

— j2uickl^^emoves_^hose_^Back 
■Aches^jjeculiai^o^adies^nd^m- 
parts  wonderful  vigor  to  the  whole 
body. 


As  soon  as 
you  receive 
the  Brush,  if  not  well 
satisfied  with  your 
bargain,  write  us,  and  we  will  return 
the  money.  What  can  be  fairer? 


Money  Returned  If  Not  As  Represented. 


I feel  it  my  duty  to  make  the 
following  statement.  My  sis- 
ter had  been  a great  sufferer 
from  chronic  Rheumatism 
for  MANY  YEARS  and  could 
find  no  relief  from  medicines 
or  applications.  She  has  been 
using  your  Electric  Flesh 
Brush  for  a short  time,  and 
RELIEVED  FROM  ALL 
PAIN,  and  is  perfectly  cured 
She  is  willing  you  should  give 
this  publicity,  and  expresses 
gratitude.  Mrs.  E.  L.  Smith 


It  keeps  the  skin  healthy, 
beautifies  the  complexion, 
and  acts  immediately  on  the 
blood,  nerves,  and  tissues. 
People  of  sedentary  habits 
and  impaired  nervous  power 
will  find  it  a valuable 
companion. 


These  days ...  IN  VULVOVAGINITIS 

You  can  almost  match  the  “olden-time  cures  of  100%" 

Legitimately,  with . . . TRIVA  combination 

® Regardless  of  cause  (Monilia,  Trichomonas,  Non-Specific),  85%  of  255  consecutive  vulvovaginitis 
patients  were  clear  3,  or  more,  months  after  treatment. 

® Diagnosis  and  “cure”  were  based  on  the  most  definitive  and  objective  testing  methods  ever  reported 
— methods  determined  only  after  exhaustive  and  rigorously  controlled  studies. 

® Side  effects  (burning  and/or  irritation)  were  minimal.  Although  some  patients  did  complain,  these 
complaints  were  no  more  than  could  be  expected  from  a non-selective  clinical  study. 

TRIVA  Combination  (Douche  & Jel)  is  simple  and  convenient  to  use  . . . patient  cooperation  is  out- 
standing — particularly  since  the  therapeutic  course  is  so  short,  only  16  days. 

For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action,  dosage,  administration  and 
precautions. 

Reference:  1.  Moore,  J.  G.  and  Hindle,  W.  H.:  “Practical  Treatment  of  Clinical  Vulvovaginitis,  de- 
livered at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver.  Colo.,  September 
12,  1960. 

BOYLE  & COMPANY,  Bell  Gardens,  California  oOKU 
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GENERAL  NEWS 


Opthalmology  Course  Scheduled 

The  Chicago  Opthalmological  Society  will  again 
I sponsor  a six-month  basic  Pre-Residency  Course  in 
Ophthalmology.  The  course  will  begin  on  July  9, 
I 1962,  and  is  intended  for  graduates  of  accredited 
medical  schools  who  intend  to  pursue  residencies  or 
preceptorships  in  ophthalmology.  It  will  be  presented 
I at  the  Cook  County  Graduate  School  of  Medicine 
in  cooperation  with  the  Departments  of  Ophthal- 
mology of  Chicago  Medical  School,  Marquette  Uni- 
| versity  School  of  Medicine,  Northwestern  University 
Medical  School,  Stritch  School  of  Medicine  of  Loy- 
ola University,  University  of  Illinois  College  of  Medi- 
cine, and  various  Chicago  hospital  eye  centers. 

The  faculty  will  be  comprised  of  teachers  from 
the  medical  schools  named,  as  well  as  of  members  of 
the  Chicago  Ophthalmological  Society.  The  curri- 
I culum  will  include  the  basic  sciences  relating  to 
Ophthalmology,  an  introduction  to  fundamental  cli- 
nical subjects,  the  theory  and  use  of  ophthalmologic 
instruments  and  essential  laboratory  disciplines. 

Registrations  will  be  limited,  and  preference  will 
be  given  to  those  committed  to  residencies  or  pre- 
ceptorships in  Ophthalmology. 

Detailed  information  may  be  obtained  from  Cook 
County  Graduate  School  of  Medicine,  707  South 
Wood  Street,  Chicago  12,  Illinois. 


Meeting  Notices 

May,  1962 

Northwest  Allergy  Forum,  Washington  Athletic 
Club,  Seattle,  May  25-26.  James  E.  Stroh,  Medical 
Dental  Building,  Seattle. 

October,  1962 

Northwest  Rheumatism  Society,  Annual  Meeting, 
Washington  Athletic  Club,  Seattle,  October  18-20. 
John  E.  Stanwood,  325  Park  Street,  Lebanon,  Ore- 
gon, secretary. 

December,  1962 

West  Coast  Allergy  Society,  Annual  Meeting,  Port- 
land, Oregon,  December  1. 

Nursing  Homes  Oppose  Medical  Care  Plan 

The  American  Nursing  Home  Association,  which 
represents  4,300  nursing  homes,  has  asked  its  mem- 


bers to  try  to  persuade  Congress  to  vote  against 
President  Kennedy’s  medical  care  plan. 

Wo  man's  Auxiliary  Plans  39th  Annual  Convention 

Nearly  3,000  members  of  AMA  Woman’s  Auxili- 
ary and  other  physicians’  wives  are  expected  to 
attend  the  39th  convention  June  24-28  in  Chicago. 
Auxiliary  headquarters  will  be  the  Pick-Congress 
Hotel. 

Theodore  R.  Van  Dellen,  medical  editor  of  the 
Chicago  Tribune,  will  offer  practical  suggestions  for 
helping  the  physician’s  wife  safeguard  her  husband’s 
health,  Tuesday  morning,  June  26. 

“Washington  Legislation  and  American  Medicine” 
will  be  discussed  by  the  Hon.  Everett  M.  Dirksen, 
U.  S.  Senate  minority  leader,  Wednesday  morning. 

Preliminary  sessions  on  Sunday,  June  24,  will  be 
devoted  to  state  and  national  committee  reports  with 
formal  opening  of  the  Auxiliary’s  House  of  Dele- 
gates slated  for  Monday  morning. 

Discussions  on  Auxiliary  activities  will  include 
civil  defense,  legislation,  community  service,  health 
careers,  rural  health,  safety  and  mental  health. 

Among  other  convention  highlights  will  be  a re- 
port on  health  food  fads  by  Frederick  J.  Stare,  chair- 
man, Harvard  University’s  department  of  nutrition, 
Boston;  a safety  presentation  entitled  “Bachelors  Are 
Not  Safer”  by  Mr.  Kenneth  V.  Fiske,  director  of 
farm  operations,  Velsicol  Chemical  Corporation,  Chi- 
cago, and  a discussion  of  health  mobilization  for  civil 
defense  by  Max  Klinghoffer,  Elmhurst,  Illinois, 
chairman  of  Illinois  State  Medical  Society  disaster 
medical  care  committee. 

The  annual  tea  and  choral  program  honoring  the 
president,  Mrs.  Harlan  English,  and  president-elect, 
Mrs.  William  G.  Thuss,  Birmingham,  Alabama,  will 
be  held  Monday  afternoon. 

National  Auxiliary  past  presidents  will  be  honored 
at  Tuesday’s  luncheon.  Guest  speaker  will  be  Leon- 
ard W.  Larson,  AMA  president,  Bismarck,  North 
Dakota.  The  Auxiliary’s  annual  contribution  to  the 
nation’s  medical  schools  will  be  announced  at  this 
time.  Awards  of  merit  will  be  given  to  the  state 
and  county  auxiliaries  contributing  the  most  to  this 
annual  project. 

An  “Auxiliary  At  Work”  session  presented  by  new 
national  committee  chairmen  will  be  conducted 
Thursday  morning  for  all  officers  and  interested 
members. 

Registration  will  be  open  Sunday  afternoon,  all 
day  Monday  and  Tuesday,  and  until  noon  on  Wed- 
nesday and  Thursday  at  the  Pick-Congress  Hotel. 
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57  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

★ Chart  Folders  ★ Shelf  Filing 

★ Interior  Designs 

For  Office  and  Reception  Room 
★ Steel  and  Wood  Furniture 
★ Printing,  Engraving,  Lithographing 

★ Office  Supplies 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — SUMMER-FALL,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  June  4,  July  23,  Sept.  10 
SURGERY  OF  COLON  AND  RECTUM,  One  Week  June  4 

Sept.  17 

GENERAL  SURGERY,  One  Week,  Sept.  17 
VAGINAL  SURGERY,  One  Week.  June  25,  August  6 
OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  July  14 
PAIN  RELIEF  IN  CHILDBIRTH,  3 Days,  July  II 
PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  Ju  . 16 
GENERAL  PRACTICE  REVIEW,  One  Week,  October  8 
ADVANCED  ELECTROCARDIOGRAPHY,  One  Week,  June  18 
GALLBLADDER  SURGERY,  3 Days,  June  18,  October  8 
SURGERY  OF  HERNIA,  3 Days,  June  21,  October  II 
NEUROMUSCULAR  DISEASES,  Two  Weeks,  June  II 
HEMATOLOGY,  One  Week,  June  4 
ADVANCES  IN  MEDICINE,  One  Week,  October  IS 
BLOOD  VESSEL  SURGERY,  One  Week,  October  22 
FRACTURES  AND  TRAUMATIC  SURGERY,  Two  Weeks  June 
II,  Oct.  I 

DIAGNOSTIC  RADIOLOGY,  Two  Weeks,  October  29 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 


TRICK  & MURRAY 

1 15  Seneca  Street  Seattle  1,  Washington 
Phone  MAin  2-1440 


TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


r JL  Jl  - r 


When  treatment  for 


is  indicated 


ANDROGEN-  THYROID  -COMBINATION 

in  taco  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . . 

. . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . . 

. .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. .50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCI  

. .10  mg. 

Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available:  Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyltestosteronc-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp.  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al.,  The  Jrl.  of  Clin.  Endocrinology 
and  Metabolism,  August  1959. 

Write  for  samples  and  literature... 

CbroIWI  the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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The  facts  on  Drug 


DRUG  PRICES  DOWN 


Despite  ten  years  of  inflation,  wholesale  prices  of  prescrip- 
tion drugs  have  not  risen  to  keep  pace  with  increased  manu- 
facturing and  distribution  costs.  This  chart  compares  the 
wholesale  prices  of  all  manufactured  goods,  up  26.7  percent, 
with  the  wholesale  price  of  prescription  drugs,  down  7.6 
percent,  during  the  period  1949-1960. 

Source:  U.S.  Bureau  of  Labor  Statistics,  Wholesale  Price  Index;  John  M.  Firestone, 
Assoc.  Professor,  College  of  the  City  of  New  York.  Base,  1949  — 100. 


Over  the  past  two  years,  there’s  been  a lot  of  talk  in  the  press  about  “the  high  price  of  drugs.” 
You’ve  read  it  yourself— and  probably  many  of  your  patients  have  asked  about  it. 

What  are  the  facts? 


According  to  a recent  study  by  Professor  John  M.  Firestone,  economist  of  the  City  College  of 
New  York,  manufacturers’  prices  on  ethical  drugs  actually  declined  7.6  per  cent  between  1949  and 
1960.  (And  preliminary  1961  figures  indicate  a further  drop.) 

In  contrast,  the  wholesale  prices  of  all  manufactured  goods  rose  26.7  per  cent  during  the  same 

period. 

The  graph  shows  this  contrast  at  a glance. 

The  12  years  it  covers  marked  the  introduction  of  many  of  the  most  valuable  drugs  of  the 
modern  armamentarium:  the  broad-spectrum  antibiotics,  the  steroid  hormones  and  their  analogues,  the 
oral  diuretics,  the  ataractics  and  psychic  energizers,  and  the  hypotensive  agents. 

That  so  much  fruitful  research  was  carried  out  while  prices  were  simultaneously  being  lowered 
is  one  of  the  least-known,  yet  most  remarkable  aspects  of  the  pharmaceutical  revolution  of  our  time. 


THIS  MESSAGE  IS  BROUGHT  TO  YOU  ON  BEHALF  OF  THE  PRODUCERS  OT  PRESCRIPTION  DRUGS. 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K.  STREET.  N.W..  WASHINGTON.  D.C. 
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PROFESSIONAL  class  if  led 


Practice  Opportunities 

GP  ASSOCIATE  DESIRED 

Association  with  two  physicians,  20  bed  well  equip- 
ped hospital.  Population  3,000.  Share  week-end 
and  night  calls.  Generous  time  off  for  vacations  and 
post-graduate  study.  Basic  salary  plus  office,  nurse 
and  equipment  provided.  Excellent  hunting,  fish- 
ing, skiing,  golf  and  boating.  For  further  information 
contact  C.  Cobb,  M.D.,  Cle  Elum,  Wash. 

GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 

GP  WANTED— SUBURBAN  SEATTLE 

General  practitioner  with  well  established  practice 
wants  an  associate.  Salary  to  start,  pamership  with- 
in a short  time.  For  further  information  write  Box 
3-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

PUBLIC  HEALTH  PHYSICIANS  WANTED 

Physicians  with  experience  and/or  training  for  MCH, 
Radiological  Health,  Y.D.  Control  Programs,  also 
County'  Health  Officer  positions.  Must  be  eligible  for 
licensure  in  Oregon.  Salary  open  depending  on  quali- 
fications within  monthly  range  of  $990  to  $1,330. 
Apply  to:  Mr.  Alfred  T.  Johnson,  personnel  director, 
Oregon  State  Board  of  Health,  P.O.  Box  231,  Port- 
land 7,  Oregon. 

GENERAL  PRACTITIONER  WANTED 

Busy  Seattle  South  End  Clinic  needs  a GP.  $1,000 
a month  to  start,  full  partnership  shortly.  Ample 
time  off  for  study  and  recreation.  Write  Box  9-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

ASSOCIATES  WANTED 

As  soon  as  possible,  one,  two  or  three  experienced 
men  wanted  to  complete  group.  Prefer  GP,  OB-GYN 
and  surgeon.  Must  be  compatible.  Stability  and 
permanency  necessary.  Housing  no  problem.  Equip- 
ment and  facilities  established  in  20  year  practice. 
Write  Box  12-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 

GP  ASSOCIATE  WANTED 

Established  GP  in  Eastern  Washington  will  con- 
sider office  sharing,  salaried  assistant  or  eventual 
partnership.  Contact  E.  M.  Allen,  M.D.,  Box  F, 
Grand  Coulee,  Wash. 


PRACTICE  IN  THRIVING  DISTRICT-SEATTLE 

Active,  lucrative  practice  available  for  purchase  of 
depreciated  price  of  equipment  and  furnishings. 
Worth  investigating.  All  inquiries  answered  confi- 
dential. Write  Box  16-D,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

Locations  Desired 

GP  DESIRES  ASSOCIATION 

GP  with  additional  training  in  psychiatry,  medicine 
and  surgery  desires  association  in  Washington  with 
well  established  man  or  group.  Write  Box  15-D. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

RADIOLOGY  PRACTICE  DESIRED 

Recently  board  eligible  radiologist,  45,  university 
trained,  with  family,  looking  for  hospital  practice 
in  small  Puget  Sound  community'.  Washington 
License.  Write  Box  14-D,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

OREGON  COAST  LOCATION  DESIRED 

Registered  x-ray  technician  wishes  position  on,  or 
near,  Oregon  coast.  Write  Jacqueline  F.  Robbins, 
R.T.,  Mora  Valley  Medical  Unit,  Cleveland,  New 
Mexico. 

Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich. 
D.M.D.,  EMerson  3-0363. 

MEDICAL  SUITES— BELLINGHAM,  WASH 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

NORTH  CITY  OFFICE  BUILDING— SEATTLE 

3300  sq.  ft.  on  ground  floor  adjoining  dental  office  in 
busy  shopping  district.  Parking  for  60  cars.  V ill 
divide  to  specifications.  Write  or  call  Mr.  Driscoll. 
17529  15th  Ave.  N.E.,  Seattle  55,  phone  EM  2-9777 
or  VA  2-6791. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 
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CHOICE  MEDICAL  SPACE 

Office  space  available  for  GP  or  specialist  in  Mill- 
wood,  Washington.  Total  space  approximately  1400 
square  feet.  Reasonable  rent.  Will  rent  all  or  part. 
For  full  details,  write  Arthur  D.  Jones  & Co.,  West 
918  Riverside,  Spokane  1,  Wash. 

OFFICE  SPACE-TACOMA 

Established,  well  equipped  medical  center  has  office 
space  available  for  general  specialties  and  general 
practices.  Low  overhead.  1302  North  I Street. 
FU  3-1717. 

PHYSICIANS  SUITE— BENSON  MEDICAL  CENTER-RENTON 

924  sq.  ft.  available  in  Renson  Road  Medical  Center 
Bldg.  3 miles  So.  of  Renton.  Rapidly  growing  area 
greatly  in  need  of  physicians.  Ample  parking.  10 
min.  to  Renton  General  Hospital.  Write  Mr.  H.  M. 
Hall,  3842  East  Mercer  Way,  Mercer  Island,  Wash, 
or  call  AD  2-2439. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Real  Estate 

VALLEY  RANCH 

Top  quality  beef  set-up  in  full  production.  440  acres 
of  high  grade  rolling  green  pasture.  90  acres  irri- 
gated. Only  10  miles  from  city  on  two  paved  roads. 
212  head  of  fat,  sleek  white  face  ranging  the  mea- 
dows. All  stock  and  equipment  included  for  $165,- 
000.  Terms  or  trade.  Write  Box  11-D,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wash. 


Equipment 

CYSTOSCOPE  FOR  SALE 

Brown  Buerger  24  F.  Almost  like  new.  Anterior  and 
posterior  sheaths.  Both  regular  and  retrograde  tele- 
scopes. Best  offer  over  $90.  GL  4-6171  or  write  Dr. 
C.  Teel  at  511  100th  N.E.  Bellevue  or  at  Olga, 
Wash.,  on  Orcas  Island. 

FOR  SALE-SPECTROPHOTOMETER 

Beckman  DU  Spectrophotometer  with  ultra-violet 
ray  attachment  including  Beckman  photomultiplier 
housing,  power  supply,  thermospacer  and  pump. 
Call  Helen  Newhall,  Shadel  Hospital  Laboratory, 
WE  2-7232. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


461 

Northwest  Medicine,  May  1962 


Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Chica- 
go, June  24-28,  1962;  Atlantic  City, 
June  17-21,  1963;  San  Francisco, 
June  22-26,  1964 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963;  Miami  Beach,  Nov.  29-Dec. 
3,  1964. 

Biennial  Western  Conference  on  Anes- 
thesiology— Mar.  25-28,  1963,  Hono- 
lulu 

Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963, 
Sun  Valley 

North  Pacific  Pediatric  Society 

Pres.,  Robin  Overstreet,  Eugene 
Sec.,  Loy  Swinehart,  Boise 
North  Pacific  Society  of  Internal  Medi- 
cine— Sept.  7-8,  1962,  Vancouver, 

B.C. 

Pres.,  R.  B.  Hanford,  Spokane 
Sec.,  F.  E.  Cleveland,  Seattle 

North  Pacific  Society  of  Neurology  and 
Psychiatry 

Pres.,  Robert  S.  Dow,  Portland 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres..  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Oregon  State  Medical  Society — Sept.  26- 
28,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O’Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land. 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec..  J.  W.  Bussman 
Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres..  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY. 

Attn.:  Mr.  J.  A.  Jones,  1218  Third  Avenue, 

Seattle  1,  Washington 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct. -May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gynecological  Society  — 3rd 
Wenesday  (except  June-Aug.,  Dec., 
Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept. -June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 
Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 
Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 
Tacoma  Surgical  Club — May  5,  1962,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice— May  17-19,  1962,  Bellingham 
Pres.,  Arthur  B.  Watts,  Bellingham 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion— Nov.  3,  1962 
Pres..  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres..  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 
Washington  State  Society  of  Allergy — 
May  25-26,  1962;  Sept.  17-18,  1962, 
Wash.  Athletic  Club,  Seattle 
Pres..  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 
Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 


Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson,  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 
Yakima  Obstetrical  and  Gynecological  1 
Society — Last  Monday  (except  July,  I 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs-  i 
day  (Oct.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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a breathing  spell  from  asthma 


Quadrinal 

a rapid  way  to  clear  the  airway 


• stops  wheezing 

• increases  cough  effectiveness 

• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 


Quadrinal  Tablets,  containing  ephedrine  HCi  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicin**  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 


Also  available  - 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 


KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

'Quadrinal,  Phyllicin# 


Library, 

College  of  Phy .of  Phna 
19^ South  22nd  Street, 
Philadelphia  3,Pa. 


HEPATIC  COMA 


ARGININE  MONOHYDROCHLORIDE 

R-gene’ 


CUTTER 


; REDUCES  HIGH  BLOOD  AMMONIA  LEVELS . . . 

(fHELPS  overcome  the  accompanying  alkalosis 


R-gene  can  be  used  to  prevent  impending  hepatic 
coma  and  has  dramatically  increased  the  survival 
rate  in  patients  in  deep  coma  where  the  mortality 
rate  is  normally  extremely  high.1  It  provides  arginine 
to  detoxify  circulating  blood  ammonia  by  acceler- 
ating its  conversion  to  urea  in  the  liver.1-3  In  addi- 
tion, R-gene  supplies  chloride  which  combines  with 
excess  sodium  to  overcome  the  alkalosis  induced  by 


vomiting  which  usually  accompanies  ammonia  in- 
toxication.4 

Because  of  this  dual  action,  R-gene  is  of  potential 
benefit  in  all  cases  where  elevated  ammonia  levels 
exert  a toxic  effect  as  in  hepatic  coma,  ammonia  in- 
toxication due  to  ingestion  of  ammonium  salts,  acute 
hepatic  insufficiency,  and  following  massive  upper 
gastrointestinal  hemorrhage. 


The  R-gene  package  consists  of  a half  liter  Saftiflask®  containing 
400  cc.  of  a 5 % solution  of  L-arginine  monohydrochloride,  a 100  cc. 
Ambot®  of  50 % dextrose,*  and  administration  set.  Each  100  cc.  of 
R-gene  contains:  L-arginine  monohydrochloride  5.0  Gm.,  non- 
pyrogenic  distilled  water  q.s. 


•Administration  of  dextrose  in  conjunction  with  arginine  appears  to  aid  the 
total  ammonia  utilization. 

For  maximum  effectiveness,  measures  to  reduce  ammonia  intake 
should  be  started  with  R-gene  administration  including  reduction 
or  withdrawal  of  protein  intake,  control  of  gastrointestinal  bleeding, 
prompt  removal  of  blood  from  the  intestine,  supression  of  ammonia 
production  in  the  intestine  with  large  oral  doses  (4-12  Gm.  daily) 
of  neomycin.3.5 

1.  Najarian,  J,  S.,  et  al.:  Am.  J.  Surg.  55:172,  1958.  2.  Wolfe,  S.  J.,  et  al.:  cited  by  Fast, 
B.  B.,  Arch.  Int.  Med.  10: 467,  1958.  3.  Editorial,  New  England  J.  M.  ’55:1181,  1958.  4.  Edi- 
torial, J.A.M.A.  / 55:1076,  1959.  5.  Britton,  R.  C.:  Connecticut  M.  J.  £2:537,  1958. 


CUTTER  LABORATORIES 


BERKELEY,  CALIFORNIA 

Full  information  available 
from  your  Cutter  man, 
or  write  to  Dept.  2-6E 


UBRARY  of  TNfe* 

COLLEGE  OF  PHYSIC 

OF 

JUN  01/962 


MTiDesr  mt£>icine 


A two  channel  recording  system  ■ Selection  of  operation 
for  prostatectomy  ■ Preschool  hearing  problems  and  testing 
techniques  ■ Statistically  speaking  ■ Chlordiazepoxide  in 
epilepsy  m The  Negro  physician  in  AMA--special  article 
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“ crying  solitary  in  lonely  places ” 


■ 


(diphenylhydantoin,  Parke-Davis) 

permits  a richer  life  for  the  epileptic 

“ It  has  been  more  than  twenty  years  since  the  introduction  of 
diphenylhydantoin  sodium  (DILANTIN  Sodium ) as  an  anti- 
convulsant substance.  This  drug  marks  a milestone  in  the 
rational  approach  to  the  management  of  the  epileptic.”1 
In  grand  mal  and  psychomotor  seizures,  DILANTIN  is  a drug 
of  choice  for  a variety  of  reasons:  • effective  control  of  sei- 
zures1'9 • oversedation  is  not  a common  problem2  • possesses 
a wide  margin  of  safety3  • low  incidence  of  side  effects3  • its  use 
is  often  accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.10  DILANTIN  (diphenylhy- 
dantoin, Parke-Davis ) is  available  in  several  forms,  including 
DILANTIN  Sodium  Kapseals,®  0.03  Gm.  and  0.1  Gm.,  bottles 
of  100  and  1,000.  Other  members  of  the  PARKE-DAVIS  FAMILY 
OF  ANTICONVULSANTS  for  grand  mal  and  psychomotor  sei - 
zures:  PHELANTIN $ Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
of  100.  for  the  petit  mal  triad:  MILONTIN ® Kapseals  ( phen- 
suximide,  Parke-Davis ) 0.5  Gm.,  bottles  of  100  and  1,000; 
Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  (methsuximide,  Parke-Davis ) 0.3  Gm.,  bottles  of 
100.  ZARONTIN®  Capsules  (ethosuximide,  Parke-Davis)  0.25 
Gm.,  bottles  of  100. 

This  advertisement  is  not  intended  to  provide  complete  information  for 
use.  Please  refer  to  the  package  enclosure,  medical  brochure,  or  write  for 
detailed  information  on  indications,  dosage,  and  precautions. 

REFERENCES:  (1)  Rosen, an,  E.:  Neurology  11:912,  1961.  (2)  Bray,  P.  F.: 
Pediatrics  ’2ii:151,  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kellaway,  P.:  Con- 
vulsive Disorders  of  Children,  Philadelphia,  If  . B.  Saunders  Company,  1958, 
p.  120.  (4)  Cratcley,  J.  If  .:  M.  Clin.  North  America  t‘2:317,  1958.  (5)  Livingston, 
S.:  The  Diagnosis  and  Treatment  of  Convulsive  Disorders  in  Children,  Springfield, 
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plus  good  diet  and!  ''orderly  bowel  habits 


— Caroid  and  Bile  Salts  Tablets — particularly  for  those  who 
must  break  the  harsh  laxative  habit. 

The  effective,  mild  action  of  Caroid  and  Bile  Salts  weans  patients  from  this  habit;  helps 
break  up  the  vicious  circle  of  constipation  — harsh  laxative  use  — increased  constipation; 
helps  you  return  your  patients  to  physiologic  laxation.  Caroid  improves  normal  digestion 
of  proteins.  Bile  Salts  increase  flow  of  natural  bile  from  the  liver.  Minimal  amounts  of 
phenolphthalein  and  cascara  sagrada  gently  stimulate  peristalsis  and  encourage  a regular 
and  normal  elimination  pattern. 

With  your  guidance,  and  as  therapy  with  Caroid  and  Bile  Salts  progresses,  most  patients 
will  discover  that  there  is  no  need  for  harsh  laxatives.  Many  will  be  able  to  discontinue 
laxatives  entirely. 


to  return  your  patients 
to  physiologic  laxation 


BREON  LABORATORIES  INC. 
American  Ferment  Div. 

New  York  18,  N.  Y. 
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a breathing  spell  from  asthma 

Quadrinal 

a rapid  way  to  clear  the  airway 


* stops  wheezing 

* increases  cough  effectiveness 

* relieves  spasm 

In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCI  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicm’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

Also  available  — 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  — 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

•Quadrinal,  Phyllicln*' 
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Physicians  report  that  Librium -treated  patients, 
view  themselves  more  objectively  and  are  better 
able  to  communicate  feelings  to  their  doctor. 
Librium  often  provides  a " window " through 
which  inner  motivation  comes  into  focus. 

You  can  observe  this  benefit  in  your  own  practice. 
Why  not  select  several  patients  who  may  be  par- 
ticularly burdened  by  anxiety,  and  whose  state 
of  tension  prevents  them  from  seeing,  or  coping 
with,  their  inner  problems.  You  will  find  that 
Librium  helps  materially  to  foster  useful  insights 
and  to  control  presenting  symptoms-withoui 
the  unwanted  effects  of  tranquilizers. 

Consult  literature  and  dosage  information,  available  or, 
request,  before  prescribing. 

LIBRIUM®  Hydrochloride— 

7-chloro-2-methylamino-5-phenyl-3H-l,  4-benzodiazepine  4-oxide  hydrochloride 


I laboratories 
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“Griseofulvin 
appears  to  be  the  most  effective  drug 
available  for  the  treatment  of  fungus 


infections  of  the  nails.... 


Ti 


Council  on  Drugs:  J.A.M.A.  7"6:594  (May  20)  1961. 


in  four  months,  FULVICIN  cleared  T.  rubrum  infection  of  nails  and  palms 

1 March  20,  1961 —therapy  with  FULVICIN  started.  2 April  19,  1961. 


When  Mr.  R.  Y.  was  first  seen,  three  fingernails  on  his  left 
hand  showed  thickening,  opacity  and  brittleness.  The  patient 
also  had  well-defined  erythematous  plaques  on  the  palms. 
Cultures  of  Trichophyton  rubrum  were  obtained  from  scrap- 
ings. The  patient  was  placed  on  FULVICIN,  250  mg.  q.i.d., 
and  a 2%  salicylic  acid  cream.  After  four  months,  both  nail 
and  palmar  involvement  had  cleared  completely  and  all  ther- 
apy was  discontinued.  The  patient's  hands  were  free  of  ring- 
worm when  examined  one  month  after  completion  of  the 
course  of  therapy  with  FULVICIN. 

SUPPLIED:  FULVICIN  Tablets  (scored),  500  mg.,  bottles  of  20  and 
100;  250  mg.,  bottles  of  30,  100  and  500. 

For  complete  details,  consult  latest  Schering  literature  available 
from  your  Schering  Representative  or  Medical  Services  Department, 
SCHERING  CORPORATION,  BLOOMFIELD,  NEW  JERSEY. 


5 July  19,  1961  - four-week  follow-up. 


PHOTOGRAPHS  OF  PATIENT,  COURTESY  OF  NORMAN  ORENTREICH,  M D , NEW  YORK,  N Y 


4 June  19,  1961 -therapy  with  FULVICIN  stopped. 


ORRtsponOencG 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Medical  education 

EDITOR , NORTHWEST  MEDICINE: 

I am  interested  in  the  article  by  R.  H.  Tinker  in 
the  May  issue  of  northwest  medicine.  It  is  good  to 
j see  a fellow  with  courage  enough  to  recommend 
what  most  of  us  have  been  brought  up  to  think 
would  be  a backward  step  in  medical  education,  i.e. 
a return  to  the  two-year  collegiate  premedical  course. 
Most  of  us  have  been  so  “brought  up  to  think”  that 
we  really  do  not  do  any  thinking  ourselves.  Besides, 
some  of  us  are  so  afraid  of  being  labeled  “old-fash- 
ioned” that  we  wouldn’t  dare  to  suggest  anything 
that  has  been  popular  in  the  past. 

It  seems  to  me  that  what  medicine  needs  to 
make  it  attract  more  of  the  better  students  is  rather 
obvious:  a shortening  of  the  course  of  study  and 
financial  inducements  of  a very  liberal  kind.  I would 
shorten  the  medical  education  by  cutting  down  the 
high  school  (9,  10,  11,  12  grades)  to  two  years  rather 
than  by  curtailing  the  college  years.  In  other  words, 
the  superior  student  who  has  completed  the  10th 
grade  might  better  spend  his  time  in  college  than  in 
high  school,  especially  since  not  every  high  school 
can  offer  the  better  student  much  of  a challenge. 

As  for  financial  encouragement,  I would  sug- 
gest that  we  cannot  hope  to  compete  with  other 
fields  unless  we  not  only  equal  but  far  exceed  the 
support  students  can  obtain  in  non-medical  curricula. 
The  time  has  come  when  we  must  employ  people 
to  go  to  school  in  certain  difficult  fields  where  the 
course  of  study  is  by  nature  protracted  and  expen- 
sive. If  we  were  in  a position  to  pay  a student  not  a 
bare  maintenance  stipend  (such  as  I went  through 
graduate  school  on),  but  a comfortable  income,  on 
which  he  could  marry  and  reproduce  in  the  manner 
j 1°  vvhich  Americans  are  accustomed,  we  would  find 
more  superior  students  favorably  disposed  toward 
medicine. 


This  proposal  will  not  meet  with  much  approval 
from  those  who  look  back  on  their  schooling  as  a 
period  when  privation  moulded  their  characters  into 
the  perfect  form  in  which  they  now  exist.  I suspect 
that  the  therapeutic  value  of  starvation  and  debts  has 
been  slightly  over  emphasized  by  men  of  our  genera- 
tion. Anyhow,  this  is  a new  era  and  we  must  fall 
in  with  the  mores  of  the  times,  even  when  we  know 
(or  think  we  know)  that  they  are  inferior  to  those 
of  30  years  ago.  The  forces  that  directed  students 
into  medicine  at  that  time  are  simply  not  operative 
any  more.  We  must  erect  new  forces  in  keeping  with 
the  society’s  present  attitudes,  or  we  must  be  content 
with  fewer  students  in  the  kind  of  professional  edu- 
cation that  most  of  us  want  to  see  retained.  We  have 
a choice,  I suspect,  of  seeing  the  excellence  of  medi- 
cal education  seriously  undermined,  or  of  subsidiz- 
ing medical  education  and  medical  students  to  an  un- 
precedented extent. 

There  is  nothing  really  new  and  nothing  un- 
reasonable in  paying  students  to  go  to  school  and 
paying  them  well.  I have  heard  physicians  argue  that 
they  should  be  recompensed  for  all  those  years  of 
difficult  study  and  preparation  by  being  assured  of 
very  substantial  incomes  as  physicians.  Very  well,  let 
us  pay  for  all  this  suffering  and  study  while  it  is  in 
progress,  and  not  years  later  when  the  good  life  is 
apt  only  to  contribute  to  obesity  and  atherosclerosis. 

Of  course  I am  as  old-fashioned  as  anyone.  It  is 
embarrassing  to  admit  that  I have  always  looked  on 
the  study  of  medicine  as  a privilege  and  the  stu- 
dents lot,  even  with  the  privation  it  necessitated,  a 
privileged  way  of  life.  So  I am  having  to  change  my 
way  of  thinking  just  as  everyone  must,  and  it  is  not 
easy  for  me  either.  Maybe  this  prepayment  plan  for 
medical  education  will  result  in  a new  kind  of  phy- 
sician, free  from  the  bitterness  and  frustration  en- 
gendered in  him  by  the  fact  that  he  has  suffered  a 

(Continued  on  Page  478 
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instant  air 

for  asthmatics 


new 


i 


pre-assembled 

medihaler® 


is  always 
ready  to  use 


PRESS,  AND  BREATHE.  Your  air-hungry  patient  gets 
relief  that  fast  with  the  new  Medihaler.  The  carrying  posi- 
tion is  the  operating  position. 


MEDIHALER  MEASURES  each  dose.  No  intake  of  excess 
medication,  no  loss,  no  waste,  no  deterioration.  Each  de- 
pression of  the  metal  aerosol  vial  delivers  particles  of 
controlled  size  and  potency  to  the  alveolar  spaces. 


FOR  THE  FASTEST,  most  economical  relief  of  asthma,  pre- 
scribe “New  Medihaler-lso”  or  “New  Medihaler-Epi. ” 


new  medihaler* 


MEDIHALER-ISO  Isoproterenol  sulfate,  2 mg  per  cc,  as  a suspension  in  an  inert, 
nontoxic  aerosol  vehicle.  Each  automatically  measured  dose  delivers  0.075  mg  isopro- 
terenol. CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
MEDIHALER-EPI  Epinephrine  bitartrate,  7 mg  per  cc,  as  a suspension  in  an  inert, 
nontoxic  aerosol  vehicle.  Each  automatically  measured  dose  delivers  0.15  mg  epinephrine. 
Use  isoproterenol  and  epinephrine  with  CAUTION  in  hypertension,  cardiac  disease,  tuber- 
culosis, diabetes,  and  hyperthyroidism. 


RIKER  LABORATORIES,  INC. 

NORTH  Rl  DGE,  CALIFORNIA 


U.S.  PATENTS  2,721,010;  2,837,249;  2,886.217;  3.001,524  AND  OTHERS  PENDING. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 


CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — SUMMER-FALL,  1962 


SURGICAL  TECHNIC,  Two  Weeks  July  23  September  10 
SURGERY  OF  COLON  AND  RECTUM,  One  Week  Sept.  17 
GENERAL  SURGERY,  One  Week,  September  17 
UROLOGY,  Two  Weeks  October  29 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  June  25  August  6 
OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks  July  16 
GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks  Sep- 
tember 17 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week  Septem- 
ber 10 

GENERAL  PRACTICE  REVIEW,  One  Week,  October  8 
GALLBLADDER  SURGERY,  3 Days,  June  18  October  8 
SURGERY  OF  HERNIA,  3 Da\s  June  21,  October  II 
ADVANCES  IN  MEDICINE,  One  Week  October  15 
ADVANCES  IN  SURGERY,  One  Week  December  10 
BLOOD  VESSEL  SURGERY,  One  Week  October  22 
BOARD  OF  SURGERY  REVIEW — Part  I Two  Weeks,  Novem- 
ber 5 

BOARD  OF  SURGERY  REVIEW— Part  II  Two  Weeks  Novem- 
ber 26 

FRACTURES  AND  TRAUMATIC  SURGERY,  Two  Weeks  Octo 
ber  I 

DIAGNOSTIC  RADIOLOGY.  Two  Weeks  October  29 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 


TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12.  III. 


Continued  from  Page  475.) 

little  in  order  to  pursue  knowledge  and  understand- 
ing. Maybe  he  will  wind  up  with  some  feeling  of  ob- 
ligation to  society  instead  of  so  much  antagonism 
toward  it.  Who  knows? 

Sincerely, 
R.  A.  Lyman 
Pocatello,  Idaho 

Selective  Service 

EDITOR,  NORTHWEST  MEDICINE: 

Because  of  the  possibility  of  future  Selective 
Service  calls  for  physicians  in  time  of  crisis  it  would 
be  well  to  consider  the  measures  which  are  available 
to  ameliorate  the  effect  on  hospital  staffs  and  civilian 
communities.  Shortly  after  completion  of  internship, 
physicians  are  normally  classified  by  Selective  Ser- 
vice in  Class  1-A.  An  appeal  may  be  made  within 
ten  days  after  receipt  of  this  classification  by  filing 
with  the  local  board  a written  notice  of  appeal.  If  the 
physician  is  located  in  an  area  other  than  that  cov- 


ered by  his  local  board  he  may  request  that  his  ap- 
peal be  submitted  to  the  appeal  board  having  juris- 
diction over  the  area  where  he  resides. 

A physician  who  receives  a Selective  Service  induc- 
tion notice  may,  if  he  is  essential  to  his  communih 
or  hospital  and  if  his  essentiality  can  be  documented,  i 
request  a determination  of  such  essentiality  from  his  ! 
local  or  State  Selective  Service  Advisory  Commit-  I 
tee.  Copies  should  be  sent  to  the  advisory  committee 
where  he  is  located  if  this  is  different  from  the  com- 
mittee governing  the  area  of  the  board  where  the 
physician  is  registered.  Such  a request  may  also  be 
directed  to  the  National  Advisory  Committee  to  the 
Selective  Service  System,  Washington,  D.C. 

Physicians  who  have  received  induction  rrotices 
and  have  been  commissioned  may  apply  to  the 
.Armed  Service  in  which  they  are  commissioned  for  \ 
a delay  in  reporting  to  their  duty  station.  Such  re- 
quest must  be  supported  by  evidence  of  essentiality 
or  severe  personal  hardship. 

For  those  physicians  who  do  not  wish  to  subject 
themselves  to  the  uncertainties  of  the  draft,  the 
Armed  Forces  Physicians’  Appointment  and  Resi- 
dency Consideration  Program  (Berry  Plan)  pro- 
vides for  a reserve  commission  with  entry  on  active 
duty,  ( 1 ) Immediately  on  completion  of  internship, 
(2)  As  late  as  one  year  following  internship,  ( 3 
On  completion  of  residency  training  in  specialties 
required  by  the  Armed  Forces. 

Application  may  be  made  for  participation  in  this 
program  early  during  the  intern  year.  Acceptance 
into  any  of  the  three  categories  is  dependent  on  the 
projected  needs  of  the  Armed  Services. 

F.  J.  L.  BLASIXGAME,  M.D. 

Executive  Vice  President,  AM  A 

Toward  greater  understanding 

EDITOR,  NORTHWEST  MEDICINE: 

In  behalf  of  the  Pharmaceutical  Manufacturers 
Association  and  the  Pharmaceutical  Advertising 
Club,  may  I express  our  appreciation  for  your  coop- 
eration in  publishing  our  series  of  institutional  ad- 
vertisements. We  believe  the  presentation  of  these 
messages  to  your  readers  fosters  a greater  under- 
standing of  the  achievements  and  contributions  the 
pharmaceutical  industry  has  made  to  medical  prog- 
ress and  the  betterment  of  health. 

Please  accept  our  sincere  thanks  and  extend  them 
to  other  members  of  your  organization  whose  effort s 
make  the  continuation  of  this  campaign  possible. 

Very  truly  yourv 

ROBERT  OPPENHE1MEH 

New  York  City,  New  )ork 


478 

Northwest  Medicine,  June  19f>2 


a relaxed  mind  in  a relaxed  body 


Brand  of  chlormezanone 


effective  TRANQUILIZER  ■ potent  MUSCLE  RELAXANT 


When  you  prescribe  Trancopal  you  can  see  how  this  “tranquilaxant”  speedily  helps  the  anxious  patient. 
It  quiets  his  psyche  — and  this  quieting  helps  relax  tense  muscles.  It  eases  muscle  spasm  — and  this 
easing  helps  put  the  mind  at  rest. 

DeNyse1  notes  that  the  effect  of  Trancopal  as  a quieting  agent  “.  . . may  play  a part  in  the  skeletal 
muscle  relaxing  results  obtained.”  Gruenberg2  used  Trancopal  to  treat  patients  with  musculoskeletal 
disorders,  and  commented:  “In  addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and  irritability  in  a number  of  patients.” 

Trancopal  has  an  unsurpassed  record  of  safety.  Very  few  side  effects  occur  with  Trancopal. 
You  may  see  them  in  only  about  two  out  of  a hundred  patients,  and  they  will  almost  always  be  mild. 

Available:  200  mg.  Caplets®  (green  colored,  scored) , bottles  of  100 
100  mg.  Caplets  (peach  colored,  scored) , bottles  of  100 
Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily; 

children  (5  to  12  years) , from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing  be  sure  to  consult  Winthrop’s  literature  for  additional 
information  about  dosage,  possible  side  effects  and  contraindications. 


References:  1.  DeNyse,  D.  L.  : M.  Times  87:1512  (Nov.)  1959. 
2.  Gruenberg,  F.  : Current  Therap.  Res.  2:1  (Jan.)  1960. 


LABORATORIES  New  York  18.  N.Y. 
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Robaxin®  with  Aspirin 


When  severe  pain 
intensifies 


skeletal  muscle  spasm- 


both 


ease 


mg 


Each  Rogaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400 

U.S.  Pat.  No.  2770649 

Acetylsalicylic  acid  (5  gr.) 325  mg.  j 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 


For  painful  skeletal  muscle  spasm... 

Robaxisal 


IV hen  anxiety  is  associated  with 
painful  skeletal  muscle  spasm  .. . 

Robaxisal-  PH 


(Robaxin  with  Phenaphen) 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

Phenacetin  97  mg. 

Acetylsalicylic  acid  81  mg. 

Hyoscyamine  sulfate  0.016  mg. 

Phenobarbital  (J4  gr-) 8.1  mg. 


Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity . . .seeking  tomorrow’s  with  persistence 


Conditions  which  trigger  skeletal  muscle  spasm 
often  are  painful  in  themselves.  A relaxant  drug 
may  relieve  the  spasm,  but  the  primary  pain  persists.  , 
In  such  cases,  a dual-acting  relaxant-analgesic  is  j 
necessary  to  overcome  the  two-headed  dragon  of 
pain-and-spasm. 

Robaxisal  and  Robaxisal-PH  offer  such  a com- 
bination. These  formulations  combine  the  depend-  i 
able  skeletal  muscle  relaxant  action  of  Robaxin 
and  the  pain-tested  analgesic  action  of  aspirin  or 
Phenaphen. 


PROTAMIDE* 


provides  rapid  relief 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early1'4  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.5 

Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.3'4 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 

SUPPLIED:  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References : 1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


Detroit  11,  Michigan 
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peptic  ulcer  management 
without  acid  rebound 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


' 


SINCE  1908 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


economical  to  use 

BELAP  No.  0 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 

BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


BELAP  No.  2(Scor)F 
% gr.*  Belladonna  Extract 
% gr.  Phenobarbital 


% gr.* 
% gr. 


* Equivalent  5 minims 


Tinct.  Bill.  uSI 


DR.  SCOTT’S  ELECTRIC 

ASTONISHING  CURES. 

This  remarkable  Brush,  which  has  won  its  way  to 
Royal  favor  in  England,  been  cordially  indorsed  by 
the  Prince  and  Princess  of  Wales,  and  written  upon 
by  the  Rt.  Hon.  W.  E.  Gladstone,  is  now  brought  to 
the  notice  of  the  American  public.  It  cures  by  natural 
means,  will  always  do  good,  never  harm, 
and  is  a remedy  lasting  for  many  years.  It 
should  be  used  daily.  The  back  of  the  Brush 
is  made  of  a new  material  resembling 
ebony,  beautifully  carved  and  elegantly 
mounted.  It  is  a combination  of 
substances  producing  a permanent 
Electro-Magnetic  Current.  Al- 
ways doing  good,  it  cannot  harm, 
while  its  application  gives  a most 
agreeable  sensation,  there  being 
no  shock  or  unpleasant  feeling 
whatever.  Its  power  can  always 
be  tested  by  the  silver  compass 
which  accompanies  each  Brush. 

IT  CURES 

Rheumatism  and  Diseases  of  the 


■ Nervous  Complaints  — 
I^euralgia^^Toothach^— ^alarw 
Lameness^^^^a^itatior^^ 
^aralysis_an^^ains_caused^i^ 
^rnjjajrec^Circula^ 
alleviates_J[ndigestion^Consti£^ 
don— Kidne2_jan<^^ive£_TTo^ 

— J2u>cldyremovesthose“j3a££ 

Aches^^eculia^o^Ladies^n^m^ 
parts  wonderful  vigor  to  the  whole 
body. 


soon  as 
you  receive 
the  Brush,  if  not  well 
satisfied  with  your 
bargain,  write  us,  and  we  will  return 
the  money.  What  can  be  fairer? 


Money  Returned  If  Not  As  Represented. 


feel  it  my  duty  to  make  the 
following  statement.  My  sis- 
ter had  been  a great  sufferer 
from  chronic  Rheumatism 
for  MANY  YEARS  and  could 
find  no  relief  from  medicines 
or  applications.  She  has  been 
using  your  Electric  Flesh 
Brush  for  a short  time,  and 
is  RELIEVED  FROM  ALL 
PAIN,  and  is  perfectly  cured. 
She  is  willing  you  should  give 
this  publicity,  and  expresses 
gratitude.  Mrs.  E.  L.  Smith. 


It  keeps  the  skin  healthy, 
beautifies  the  complexion, 
and  acts  immediately  on  the 
blood,  nerves,  and  tissues. 
People  of  sedentary  habits 
and  impaired  nervous  power 
will  find  it  a valuable 
companion. 


These  days ...  IN  VULVOVAGINITIS 

You  can  almost  match  the  “olden-time  cures  of  100%" 

Legitimately,  with . . . TRIW  combination 

• Regardless  of  cause  (Monilia,  Trichomonas,  Non-Specific),  85%  of  255  consecutive  vulvovaginitis 
patients  were  clear  3,  or  more,  months  after  treatment. 

® Diagnosis  and  “cure”  were  based  on  the  most  definitive  and  objective  testing  methods  ever  reported 
— methods  determined  only  after  exhaustive  and  rigorously  controlled  studies. 

® Side  effects  (burning  and/or  irritation)  were  minimal.  Although  some  patients  did  complain,  these 
complaints  were  no  more  than  could  be  expected  from  a non-selective  clinical  study. 
triva  Combination  (Douche  & Jel)  is  simple  and  convenient  to  use  . . . patient  cooperation  is  out- 
standing — particularly  since  the  therapeutic  course  is  so  short,  only  16  days. 

For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action,  dosage,  administration  and 
precautions. 

Reference:  1.  Moore,  J.  G.  and  Hindle,  W.  H.:  “Practical  Treatment  of  Clinical  Vulvovaginitis,”  de- 
livered at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver,  Colo.,  September 
12,  1960. 

BOYLE  & COMPANY,  Bell  Gardens,  California 


OKU 
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AN  AMES  CLINIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

? 

■ 


In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  “. . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E..  and  Sweeney,  V.:  M.  Times  89: 12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  173: 1783  (Aug.  20)  1960. 

for  broader  day-to-day  protection  of  the  diabetic  patient 


1 dip  ...  10  seconds  ...  2 readings  available:  Uristix  Reagent  Strips,  bottles  of  125 

200(2 


DIP 

AND 

READ 


uristix 


urine  protein  • glucose 


AMES 

COMPANY,  INC 

Elkhart  • Indiana 
Toronto  • Conodo 
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in  fractures:  vitamins  are  therapy 


3w  factors  are  more  fundamental  to  tissue  and  bone 
Baling  than  nutrition.  Therapeutic  allowances  of  B and  C 
tamins  are  important  for  rapid  replenishment  of  vitamin 
serves  which  may  be  depleted  by  the  stress  of  fractures. 

•etabolic  support  with  STRESSCAPS  is  a useful  adjunct 
) an  uneventful  recovery.  Supplied  in  decorative 
eminder"  jars  of  30  and  100. 

:DERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bt2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


I 


i.  In  otitis  media  2.  In  pyoderma 

3.  In  laryngopharyngitis 

4.  In  bacterial  pneumonia 

s.  In  bronchiectasis  6.  In  osteomyelitis 


Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


THE  UPJOHN  COMPANY 
KALAMA200.  MICHIGAN 


In  these  and  other  bacterial  infections,  give  Panalba*  in  addition  to  the  usual 
surgical  or  other  appropriate  therapeutic  measures.  From  the  outset, 
pending  laboratory  determinations,  your  treatment  broadens  in  antibacterial 
coverage  because  of  the  simultaneous  administration  of  two  antibiotics 
that  complement  each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverage)  and  novobiocin 
(selected  for  its  unique  effectiveness  against  staph).  That  is  why,  in  most  infections 
of  unknown  etiology,  Panalba  offers  excellent  chances  for  therapeutic  success. 


7BAOCMABK,  BEG. 


. OFF. 


COPYBIGHT  1962,  THE  UPJOHN  COMPANY 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


As  a physician,  you  play  an  essential  role  in  the  happiness  and  well-being  of  the  family.  At  all  times— 
when  the  young  couple  is  first  married,  as  the  children  arrive,  and  even  after  the  family  is  complete  — 
your  counsel,  including  your  recommendations  for  the  use  of  Lanesta  Gel,  is  of  major  importance. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
effects  speedier  spermicidal  action  because  it  diffuses  rapidly  into  the  seminal  clot.  In  fact,  the  mean 
diffusion  spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times 
of  ten  leading,  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  (“Sperm- 
icidal Times  of  Commercial  Contraceptive  Materials  — 1959”).* 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

*Gamble,  C.  J.:  Am.  Pract.  & Digest  Treat.  11: 852  (Oct.)  1960.  See  also  Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A. 
168: 2257  (Dec.  27)  1958;  Olson,  H.  J.;  Wolf,  L.;  Behne,  D.;  Ungerleider,  J.,  and  Tyler,  E.  T.:  California  Med.  94: 292 
( May)  1961 ; Kaufman,  S.A.:  Obst.  & Gynec.  15 :401  ( Mar.)  1960;  Warner,  M.P.:J.Am.  M.  Women’s  A.  14: 412  ( May)  1959. 

A PRODUCT  OF  lanteen®  RESEARCH  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 


f Sfv 
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thanks  to  a doctor  and  ’Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 


outweigh  its  possible  undesirable  effects. 

Of  special  value  in  mental  and  emotional 
disturbances:  Tablets  for  initial  therapy; 
Injection  (Ampuls  and  Vials)  for  prompt 
control;  Spansule®  sustained  release  cap- 
sules for  all-day  or  all-night  therapy  with 
a single  oral  dose. 

Smith  Kline  & French  Laboratories 


■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans  brand  of  chiorpromazine 

confirms  the  fact  that,  in  most  patients,  A fundamental  drug 

the  potential  benefits  of  ‘Thorazine’  far  in  both  office  and  hospital  practice 


Thorazine® 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


Posed  by  professional  models. 


4 essential  actions  in  one  Rx: 
to  bring  most 
hypertensive  patients 
under  control 


• central  action  inhibits  sympathetic 
vasoconstrictor  impulses,  improves 
cerebral  vascular  tone 

• renal  action  increases  renal  blood 
flow  as  well  as  urine  volume  and  so- 
dium and  chloride  excretion 

• cardiac  action  prolongs  diastole,  de- 
creases heart  rate  and  cardiac  output, 
thus  easing  strain  on  the  myocardium 

• vascular  action  blocks  effects  of 
pressor  substances,  enables  blood 
vessels  to  dilate  more  fully 

Supplied:  SER-AP-ES  Tablets  (salmon  pink), 
each  containing  0.1  mg.  Serpasil,  25  mg. 
Apresoline  hydrochloride,  and  15  mg.  Esidrix. 
For  complete  information  about  Ser-Ap-Es  (in- 
cluding dosage,  cautions,  and  side  effects), 
see  current  Physicians’  Desk  Reference  or 
write  CIBA,  Summit,  New  Jersey. 

Serpasil®  (reserpine  ciba) 

Apresoline®  hydrochloride  (hydralazine  hydro- 
chloride ciba) 

Esidrix®  (hydrochlorothiazide  ciba)  2/ 3002 M 8 


Most  hypertensive  patients  need 
more  than  one  drug... but  most 
hypertensive  patients  need  only 

one  Rx:  SER-AP-ES* 


CIBA 


Summit,  New  Jersey 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


*v. 


“i  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  therapy,  her  depressio ha 
lifted  and  her  mood  has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  w 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest  have  replaced  her  emotional  fa  ;u 


Brightens  up  the  mood,  brings  down  tension 


Deprol’ s balanced  action  avoids  “seesaw”  effects  of 
energizers  and  amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  patient  — they 
often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression  and  emotional  fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol.  It 
lifts  depression  as  it  calms  anxiety  — a balanced 
action  that  brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia,  anorexia  and 
emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a feu)  days. 
Unlike  the  delayed  action  of  most  other  antidepres- 

w.  WALLACE  LABORATORIEs/crni&uriy,  N.  J. 


sant  drugs,  which  may  take  two  to  six  wee 
bring  results,  Deprol  relieves  the  patient  quic  v - 
often  within  a few  days.  Thus,  the  expense  t the 
patient  of  long-term  drug  therapy  can  be  avi  led. 

Acts  safely  — no  danger  of  liver  or  blood  dargc- 
Deprol  does  not  cause  liver  toxicity,  anemia.  p<  • 
tension,  psychotic  reactions  or  changes  in  s ual 
function  — frequently  reported  with  other  d ip 

ADeproP 

Dosage  : Usual  starting  dose  is  1 tablet  q.i.d.  \N  luu  n< 
may  be  increased  gradually  up  to  3 tablets  q.i.d.  \N  itb  tsta 
of  relief,  the  dose  may  be  reduced  gradually  to  maintenance  ' 
Composition:  1 mg.  2-diethylaminoethyl  ben/. i late  hy 
(benoctyzine  HC1)  and  400  mg.  meprobamate.  Supplied:  1 
60  liyht-pink,  scored  tablets.  Write  for  literature  and  samples. 


CD-S85S 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


® A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 

Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz„ 

>/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

*/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  l/2  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 

STRENGTHENS  THE  COLONIC  REFLEX 


<(The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  wall 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H..  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 


e.  d.  SEARLE  & co. 

CHICAGO  80.  ILLINOIS 

Research  in  the  Seri  ice  of  Medicine 
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A Lay  man’ s View 

y 

guest  editorial— 


One  of  the  more  popular  games  being  played 
j today  in  the  political  arena  could  well  be  called 
“What’s  Wrong  With  American  Medicine.”  At 
the  risk  of  offending  both  physician  and  politi- 
cian, I feel  I must  offer  my  non-professional 
opinions  on  this  subject.  To  begin,  let  us  see 
what  is  not  wrong  with  American  medicine. 

First,  the  cost  of  medical  care  is  not  the  prob- 
lem it  is  claimed  to  be.  Certainly  some  are  medi- 
cally indigent,  but  they  are  statistically  few  and, 
for  the  most  part,  receive  decent  care  at  low  or 
no  cost.  Some  also  are  financially  crippled  by 
catastrophic  illness.  As  medical  insurance  plans 
become  more  widely  accepted  and  more  varied, 

I care  of  the  indigent  and  the  overburdened  will 
become  less  and  less  a problem. 

Second,  the  so-called  image  of  the  medical 
profession  is  no  cause  for  great  alarm.  Most 
people,  I believe,  recognize  that  the  physician 
is  truly  devoted  to  the  art  of  healing.  As  in  any 
endeavor,  a few  renegades  are  more  interested 
i in  material  wealth  than  in  the  skill  they  possess. 

It  is  as  unfair  to  condemn  the  entire  profession 
I for  the  acts  of  this  minority  as  it  would  be  to 
call  all  politicians  murderers  because  Stalin  and 
Khrushchev  have  bloody  hands.  Most  Americans 
I are  intelligent  enough  to  recognize  this,  in  spite 
I of  what  some  of  our  social  planners  may  tell  us. 

Obviously  the  fault  does  not  lie  in  the  quality 
of  medical  care  available.  Today’s  American  is 
living  a healthier,  longer  life  than  ever  before. 
If  he  gets  sick,  his  physician  can  prescribe  from 
a choice  of  thousands  of  life-saving  drugs  not 
even  in  existence  20  years  ago. 

If  things  have  never  been  better,  why  is  Amer- 
ican medicine  on  the  receiving  end  of  so  many 
brickbats?  There  are,  basically,  two  reasons. 

First,  of  course,  private  medicine  stands  in 
the  way  of  the  Statist’s  drive  for  centralized 
: government  control  of  our  economy.  As  long  as 


the  individual  citizen  is  free  to  choose  not  only 
his  own  physician  but  his  own  health  plan  and 
method  of  payment,  a vast  segment  of  the  na- 
tion’s wealth  will  be  spent  without  this  coveted 
control.  Once  the  statist  holds  the  medical  purse 
strings,  he  can  designate  “approved”  hospitals 
and  “approved”  physicians— others  will  not  qual- 
ify for  payment  out  of  “federal  money.” 

Second,  the  individual  physician  appears  to 
have  neither  the  inclination  nor  the  courage  to 
enter  the  fight  to  preserve  the  private  practice 
of  medicine.  This  is  a harsh  indictment  but  none- 
the-less  I believe  it  to  be  a true  one.  How  often 
have  you  as  a physician  said  or  heard  a col- 
league make  one  of  the  following  statements? 
My  job  is  practicing  medicine,  not  politics— It’s 
up  to  the  general  public  to  preserve  private  med- 
icine; they  have  the  most  to  lose— Politics  is  a 
dirty  business  and  I don’t  want  to  get  involved 
—What  can  I do?  After  all.  I’m  only  one  person— 
Let  the  AMA  fight  the  battle;  that’s  what  they 
are  paid  to  do. 

These  are  the  answers  of  the  indolent,  the 
foolish  or  the  cowardly.  You  are  involved  wheth- 
er you  care  to  be  or  not.  The  choice  is  not  one 
of  involvement  or  non-involvement,  it  is  between 
active  participation  or  passive  victimization  and 
defeat. 

You  cannot  preserve  freedom  by  ignoring 
those  who  attack  it,  by  saying  its  preservation 
is  the  responsibility  of  others,  by  hiring  merce- 
naries to  do  your  fighting,  or  by  giving  up 
because  the  odds  are  heavy  against  you.  Your 
individual  medical  practice  is  in  the  political 
arena,  and  it  is  your  responsibility  to  lead  the 
fight  to  preserve  it.  No  one  will  defend  that 
which  the  owner  shows  no  interest  in  keeping. 
If  you  would  keep  medicine  free  of  government 
interference  and  control,  physician  heal  thy- 
self! ■ 


' 
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A CASE  FOR  HALDRONE' 


(oaramethasone  acetate.  Lilly) 


Haldrone  is  highly  effective  in  suppressing  the  manifestations  of 
HAY  FEVER  and  pollen  allergies,  even  when  administered  in  low 
dosage.1  (Haldrone  is  approximately  nine  times  as  potent  as  hydro- 
cortisone in  ACTH  suppression  tests  in  man.)  With  average  dos- 
age. only  minimal  changes  occur  in  regard  to  sodium  retention  or 
potassium  excretion.  Haldrone  is  comparatively  economical  lor 
your  patients,  too. 

Suggested  daily  dosage  in  hay  fever: 

Initial  suppressive  dose  . . 4-8  mg. 

Maintenance  dose  ....  2-4  mg. 

Supplied  in  bottles  of  30,  100,  and  500  tablets. 

1 mg..  Yellow  (scored) 

2 mg..  Orange  (scored) 

1.  Accumulated  reports  from  thirty-six  clinical  investigators:  Lilly  Research  Laboratories. 


This  is  a reminder  advertisement.  For  adequate  information 
for  use.  please  consult  manufacturer’s  literature.  Eli  Lilly 
and  Company,  Indianapolis  6,  Indiana. 
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ORIGINAL  ARTICLES 


A Two  Channel  Recording  System 

Office  Application  of  Indirect  Cardiovascular  Studies 

LEWIS  C.  ROBERTSON,  M.  D.  Lakeview,  Oregon 


The  purposes  of  this  article,  a?  indicated  by  the 
title,  are  to  discuss  the  equipment  and  some  of 
the  problems  in  recording  cardiovascular  phe- 
nomena and,  by  example,  to  show  certain  ad- 
vantages which  can  be  gained. 

As  the  value  of  information  available  from  any 
phenomenon  is  relative  to  conditions  existing  in 
the  whole  system,  it  must  be  interpreted  in  the 
light  of  other  changes,  or  some  acceptable  base 
line.  The  single  channel  EKG  is  related  to  time. 
Pulse  pressures  and  similar  tracings  must  be 
related  to  other  recognizable  features  which  will 
show  the  onset  and  termination  of  systole  and 
diastole.  Otherwise  a pressure  curve  indicative 
of  altered  function  may  appear  to  be  normal. 

In  following  the  analysis  of  a tracing  which 
is  not  timed  by  simultaneous,  informative  phe- 


nomena, the  reader  must  frequently  reject  it  as 
without  confirmation.  Hartman1  has  described 
and  emphasized  this  problem.  These  observa- 
tions suggest  the  value  of  multichannel  recording 
equipment.  It  is  my  belief  that  many  interested 
physicians  desire  more  detailed  information  on 
indirect  cardiovascular  study,  and  the  technique 
of  its  application.  Operation  of  this  equipment 
is  no  more  difficult  or  expensive  than  accepted 
clinical  x-ray  apparatus,  and  interpretation  is 
within  the  realm  of  any  clinician. 

equipment 

The  equipment  described  is  that  of  a private 
laboratory  as  presently  used  (Fig.  1).  This  con- 
sists of  a two-channel  direct  writer  with  tele- 
phone type  jacks  to  the  EKG  AC  pre-amplifiers 


Fig.  1.  The  picture  on  the  left  shows  the  relationship  of  the  equipment,  as  previously  used.  On  the  right,  a better 
arrangement  with  consolidation  of  the  log-audio  amplifier  and  band-pass  filter.  Primary  consideration  is  given  to 
ease  of  regulation  while  viewing  the  oscilloscope. 
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and  to  the  DC  amplifiers.* * * *  A log-audio  phono 
amplifier*  is  adapted  for  a sonvelograph  jack  to 
the  EKG  DC  amplifier  and  for  regular  output 
to  an  oseilliscope.t  Heart  sounds  are  picked  up 
through  a dynamic  microphone.5  Accessory  to 
this  is  a crystal  pickup  for  recording  the  jugular 
and  carotid  pulses  and  the  apexcardiogram.  An- 
other heart  sound  pickup  is  the  capacitance  and 
link-coupled  oscillator  which  is  relatively  insensi- 
tive to  background  noise  but  has  a range  of  20 
to  30  thousand  cycles  per  second  (CPS).fl  The 
circuit  includes  a variable  bandpass  filter  for 
the  heart  sounds  with  a range  also  of  20  to  30 
thousand  CPS.# 

The  aforementioned  equipment  is  connected 
by  shielded  cable  to  a two  channel  tape  recorder 
equipped  with  frequency  modulation  for  record- 
ing EKG  phenomena.** * * §§  In  turn,  this  two  chan- 
nel information  is  connected  to  a signal  selector 
box,t+  as  is  the  output  of  the  log-audio  heart 
sounds.  This  selector  box  also  receives  the  output 
of  the  vector  amplifiers#  which  have  been  ar- 
ranged for  either  the  tetrahedron,  cube,  or  spe- 
cial reference  frames.  From  here  the  information 
may  be  selected  for  view  on  the  oscilloscope, 
which  is  equipped  for  special  two  channel  visu- 
alization where  heart  sounds  are  involved,  or 
for  four  channel  EKG  phenomena.  A special 
camera55  equipped  with  a Polaroid  back  for 
quick  development  of  pictures  or  negatives  for 
slide  observation  is  directly  mounted  to  the 
oscilloscope. 

An  accessory  is  a Polaroid  enlarger  for  con- 
venience in  planimetric  measurements  of  the 
vectorcardiographic  loops  or  for  enhancement  of 
other  detail.  Another  accessory  to  the  two  chan- 
nel electrocardiogram  is  the  impedance  plethvs- 
mograph.  This  also  will  identify  the  second 

* Sanborn  twin  viso.  EKG — Sanborn  Co.,  Waltham  54, 
Mass. 

t Sanborn  log-audio  amplifier  with  adaptation  for  son- 
velograph— Sanborn  Co.,  Waltham  54,  Mass. 

t Sanborn  oscilloscope  169T  and  electronic  switch  179 — 
Sanborn  Co.,  Waltham  54,  Mass. 

5 Sanborn  dynamic  microphone — Sanborn  Co.,  Waltham 
54,  Mass. 

Sanborn  crystal  microphone — Sanborn  Co.,  Waltham 
54,  Mass. 

ff  Capacitance  pick-up  and  LCO  — Photocon  Research 
Products,  Pasadena,  Calif. 

# Krohn-Hite  variable  bandpass  filter — Krohn-Hite  In- 
strument Co.,  Cambridge,  Mass. 

**  Johnnie  Walker  EKG  tape  recorder — Johnnie  Walker 
Medical  Electronics,  Kansas  City,  Mo. 

ft  Special  signal  selector  Box — Sanborn  Co.,  Waltham 
54,  Mass. 

1$  Sanborn  vector  amplifier  185A  and  Helm  selector  box 
— Sanborn  Co.,  Waltham  54.  Mass. 

§§  Du  Mont  oscilloscope  camera — Allen  B.  Du  Mont  Lab., 
Inc.,  Clifton,  N.  J. 

Impedance  plethysmograph — Parks  Electronics  Labor- 
atory, Beaverton.  Oregon 


heart  sound  and  give  evidence  of  volume  flow 
of  arteries.  It  may  be  timed  with  one  channe 
of  the  electrocardiogram  or  with  heart  sound; 
or  may  be  used  to  compare  upper  and  lowei 
extremities  where  two  impedance  amplifiers  art 
used.  This  instrument  and  its  variations  can  be  I 
used  in  many  ways.  For  example,  in  cardia 
resuscitation  it  demonstrates  actual  volume  out 
put  rather  than  EKG  excitation  waves. 

In  monitoring  the  respiration  and  effective 
blood  pressure,  the  output  through  the  EKG 
may  be  fed  through  an  EKG  transmitting  unit*' 
to  give  an  audible  signal.  A Dock  type  magnetic  I 
ballistocardiographic  is  used.  This  is  a practical 
instrument  and  gives  the  essential  information 

problems  in  recording 

\ 

Probably  the  most  important  consideration  in 
recording  two  or  more  phenomena  is  the  assur- 
ance that  events  are  properly  correlated.  This 
demands  that  any  delay  through  amplifiers  is 
minimal,  or  is  equal  in  all  channels.  Also  the 
points  of  pick-up  must  coincide.  For  example,  if 
the  plethysmograph  is  used  to  locate  the  onset 
of  the  aortic  second  sound,  the  electrodes  must 
be  high  on  the  precordium,  or  at  the  neck,  and 
not  over  the  radial  artery. 

Respiration  has  a double  effect  on  recordings. 
The  mechanical  effect  is  to  give  an  irregular 
base-line,  and  also  to  change  the  distance  of  a 
chest  pick-up  to  the  heart.  The  physiological 
effect  is  primarily  afferent  and  therefore  is  most 
prominent  in  right  sided  phenomena.  We  fre- 
quently take  advantage  of  this  effect  in  diagnos- 
tic maneuvers.  Plelcl  respiration  gives  a regular 
base-line  and  produces  a more  fixed  condition 
for  a reproduceable  trace.  Inspiration  normallv 
increases  splitting  of  heart  sounds.  Splitting  in 
expiration  is  increased  more  often  in  abnormal 
conditions.  The  patient  must  be  coached  to  relax 
during  held  respiration.  Otherwise  noise  level 
will  be  high.  Expiration  may  be  held  with  less 
difficulty  than  inspiration.  The  trace  will  bo 
sharper,  and  the  information  of  more  value. 

Cardiographic  phenomena,  including  the  bal- 
listocardiogram, the  jugular  and  carotid  pulses, 
the  apexcardiogram  and  the  impedance  plethvs- 
mogram,  are  characterized  by  relatively  low  fre- 
quency and  may  be  recorded  by  a direct  writer 
svstem.  Many  important  features  of  abnormal 
heart  sounds  and  murmurs  are  of  too  high  fre- 
quency for  direct  writer  recording,  and  must  be 

# # EKG  transmitting  unit— Parks  Electronics  Laboratory. 

Beaverton,  Oregon 

Cff  Ballistodyne — AMBCO  Electronics,  Los  Angeles 
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photographed  from  the  oscilloscope  or  registered 
b\  a light  sensitive  galvanometer.  A direct  writer 
will  register  heart  sounds  filtered  and  cut  off  at 
about  60  CPS  for  timing  purposes. 

When  recording  the  jugular  pulse  tracing,  a 
funnel-like  pickup  is  placed  near  the  mid-line 
above  the  clavicle,  pointing  downward  and 
slightly  forward  to  get  a tracing  most  free  of 
carotid  influence.  The  carotid  tracing  may  be 
best  picked  up  by  firm  pressure  with  the  same 
funnel  pickup  above  the  clavicle  at  about  the 
mid-clavicular  line.  In  case  of  a questionable 
jugular  pulse  tracing,  one  can  help  to  differen- 
tiate by  recording  both  the  jugular  and  the 
carotid  trace  against  the  heart  sounds.1  2 This  is 
especially  true  in  tricuspid  insufficiency  with 
atrial  fibrillation. 

In  recording  the  apexcardiogram,1  3’ 4 the  crys- 
tal pickup  must  be  placed  at  the  true  apex  where 
the  point  of  maximum  impulse  is  felt  over  the 
left  ventricle.  An  aid  in  determination  of  this 
point  is  an  electrocardiogram  taken  at  the  same 
point  which  demonstrates  a left  ventricular  com- 
plex. The  apexcardiogram  is  frequently  picked 
up  with  an  attachment  to  the  bell  of  the  dynamic 
microphone  at  the  point  of  maximum  impulse, 
giving  a recording  of  the  apexcardiogram  against 
the  heart  sounds  for  timing  of  the  onset  of  the 
left  atrio-ventricular  flow. 

A right  a-v  flow  trace  may  be  recorded  if 
desired.  If  the  impulse  is  not  large,  the  recording 


Fig.  2.  This  photographic  record  of  oscilloscope  trace 
F.A.R.M..  was  taken  from  a 37  yr.  old  man  reported  to 
have  aortic  stenosis.  This  was  timed  with  the  carotid 
trace.  The  1st  and  2nd  sounds  are  both  diminished,  and 
there  is  a mid-systolic  peak  in  the  crescendo-decrescendo 
murmur.  The  carotid  trace  demonstrates  a delayed  rise 
time  with  notching  of  the  anacrotic  limb. 


may  be  difficult.  In  this  case  one  may  use  the 
funnel  attachment  threaded  through  a rubber 
chest  band  and  placed  exactly  over  the  impulse 
and  get  satisfactory  tracings.  A convenience  is 
gained  by  recording  the  ACG  and  the  EKG 
simultaneously.  This  may  be  done  by  cutting  a 
small  hole  in  a moist  electrode  pad  to  fit  the 
neck  of  the  funnel,  then  sliding  this  neck  through 
the  opening  of  a Welsh  suction  cup  from  which 
the  bulb  has  been  removed.  This  leaves  room 
for  attachment  of  the  rubber  tubing  to  the  crys- 
tal microphone.  The  apparatus  is  held  in  place 
by  a rubber  chest  strap,  and  a separate  heart 
sound  microphone  is  placed  near  by. 

The  apexcardiogram  is  not  always  easy  to 
record.  Extreme  care  must  be  taken  that  this 
tracing  is  not  artifactual.  Even  in  the  presence 
of  left  ventricular  hypertrophy  the  apical  im- 
pulse is  not  always  readily  felt  or  recorded.  How- 
ever, if  diastolic  murmurs  and  other  factual 
evidence  suggest  mitral  stenosis,  one  may,  with 
care,  record  the  apexcardiogram  characteristic 
of  this  lesion  in  which  the  rapid  filling  angle  is 
obviously  absent.  This  is  particularly  true  if 
another  lesion  such  as  atrial  septal  defect  with 
increased  pulmonary  pressure  is  present. 

The  carotid  trace  and  the  impedance  plethys- 
mogram  are  both  helpful  in  diagnosis  of  aortic 
stenosis  and  insufficiency.  This  information  com- 
bined with  time-recorded  tracing  of  filtered 
aortic  systolic  or  diastolic  murmurs  aids  in  draw- 
ing a conclusion  (Fig.  2).  In  the  case  of  com- 
bined valvular  lesions  the  proper  filtration  of 
the  heart  sounds  and  their  location  is  a distinct 
aid. 

The  ballistocardiogram  ( BCG ) is  helpful  in 
many  ways.3-7  For  example,  the  K wave  is  obvi- 
ously absent  in  coarctation  of  the  aorta.  Here  the 
BCG  may  be  supplemented  by  the  femoral  pulse 
or  the  impedance  plethysmogram.  The  BCG  is 
helpful  in  the  hyper-kinetic  or  increased  volume 
patient  and  in  any  case  of  high  or  low  output 
disease.  There  are  also  expected  changes  in  the 
presence  of  a positive  exercise  EKG.  In  its  ab- 
normal state  the  BCG  must  be  properly  timed, 
either  by  the  heart  sounds,  EKG,  or  conveni- 
ently by  the  sonvelographic  heart  sounds,8  in 
which  the  peak  of  the  first  sound  usually  coin- 
cides with  onset  of  the  H wave. 

In  recording  heart  sounds,  I most  frequently 
use  the  capacitance8  pickup  placed  over  the 
particular  valve  area  and  filtered  first  at  60  to 
480  CPS.  Further  tracings  are  taken  as  indicated 
to  identify  low  or  high  frequency  characteris- 
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Fig.  3.  Shown  here  is  the  effect  of  the  filter  on  heart  sounds  and  murmurs.  On  the  left  S.G.,  20-40  CPS;  60-80  CPS: 
80-480;  and  220-480  CPS.  This  is  timed  with  the  carotid  pulse  which  locates  the  second  sound,  and  in  the  middle 
two  examples  demonstrate  the  P2.  On  the  right  B.F.,  30-60  CPS;  60-120  CPS;  and  120-240  CPS.  This  demonstrates 
an  early  systolic,  and  a pandiastolic  murmur.  A systolic  click  is  seen  in  the  higher  frequency  tracing,  and  change? 
in  amplitude  of  the  first  and  second  sounds  are  noted. 


tics'”  of  phenomena  observed  (Fig.  3).  Most 
heart  sounds  are  timed  with  a jugular  pulse  for 
identifying  splitting  of  the  second  sound  and  its 
relationship.  In  this  same  sense  they  are  recorded 
against  the  carotid  pulse  for  identification  of  the 
aortic  portion  of  the  second  sound.  Care  is  taken 
not  to  overdrive  or  overmodulate  the  EKG  phe- 
nomena that  are  fed  to  the  tape  recorder.  This 
may  be  recognized  readily  by  monitoring  on  the 
oscilloscope. 

In  recording  the  vectorcardiogram  (VCG),  I 
most  frequently  use  either  the  tetrahedron  or  the 
helm  reference  frame1114  with  anterior  and  left- 
sided sponge  placement,  in  which  the  neck,  back 
and  left  side  are  positive.  Scalar  leads  of  the  X 
and  Y axis  are  recorded  on  the  two  channel 
direct  writer  at  100  millimeters  per  second. 

Simultaneously,  vector  loops  interrupted  at 
2.5  or  5 milliseconds  are  recorded  on  the  oscillo- 
scope, with  the  polarity  of  the  neck  foot  reversed 
to  give  conventional  loops.  These  loops  are  pho- 
tographed for  later  examination.  Measurement 
of  the  high  speed  scalar  tracings  from  the  onset 
of  the  QRS  to  the  peak  of  an  R wave  will  help 
to  identify  the  timing  interruptions  on  the  photo- 
graphed loops.  With  the  camera  I use,  the  loop 
polarity  must  be  reversed,  and  if  planimetrie 
measurements  of  the  areas  are  to  be  made,  one 
must  frequently  resort  to  enlargement.  A Polar- 
oid copier  fitted  with  an  enlarging  lens,  bellows, 


and  a 4 x 5 Polaroid  press  back,  makes  this  a 
quick  process. 

VCG  loops  are  interrupted  by  Z axis  intensity 
modulation.  The  thin  edge  is  the  trailing  por- 
tion. Thus  the  comet  shaped  blips  indicate  the 
direction  of  rotation.  This  is  not  true  of  all  sys- 
tems and  the  direction  may  be  indicated  by 
arrow.  Empirical  analysis  may  be  made  b\ 
noting  the  direction  of  rotation,  the  quadrant 
location  of  the  instant  vectors,  and  the  rate  of 
interruption.  In  this  case  one  must  inspect  the 
rate  in  all  planes  to  be  sure  that  the  rate  of 
flow  does  not  appear  to  be  slowed  because  it 
is  perpendicular  to  one  plane.  A more  precise 
study  may  be  had  by  measurement  of  the  in- 
stant angles  of  excitation  and  their  magnitude, 
or  the  angles  of  the  polar  vectors.  Rotation  is 
zero  degrees;  on  the  left,  in  the  frontal  plane; 
inferior  and  superior  in  the  sagittal  plane;  and 
anterior  in  the  horizontal  plane.  The  angles 
alpha  and  phi  respectively  may  be  approximated 
in  the  frontal  and  horizontal  plane  by  inspection, 
or  by  the  use  of  a protractor.  The  tilt  or  elevation 
may  be  read  directly  from  a table  of  values 
Polar  vectors  may  be  calculated  from  planimetrie 
measurement  of  the  areas  of  the  loops." 


example  problems 

Case  1.  A 15  year  old  girl  was  examined  to  gain 
information  regarding  the  cause  of  a loud,  grade  3 
to  4 murmur  heard  over  the  entire  prtcordium. 


500 

Northwest  Medicine,  June  1962 


known  to  have  been  present  since  birth.  There  was 
no  history  of  cyanosis,  dyspnea  or  squatting.  The 
patient  was  asymptomatic  and  appears  quite  healthy. 
Past  history  indicated  one  possible  embolic  episode. 
Chest  x-ray  revealed  no  apparent  abnormalities,  or 
| enlargement  of  the  heart  (Fig.  4).  It  was  apparent 
that  I was  examining  a patient  with  a minimal  to 
; moderate  defect.  For  this  reason,  I could  eliminate 
suspicion  of  conditions  which  obviously  produce 
i cyanosis  or  serious  degrees  of  acyanotic  defect. 

A standard  12-lea  l electrocardiogram  was  inter- 
i preted  as  showing  left  axis  deviation  with  a sugges- 
tion of  right  ventricular  hypertrophy.  The  spatial 
veetorcardiographic  loops  were  all  registered  as 
counter  clockwise  (Fig.  5).  The  loop  in  the  hori- 
zontal plane  is  initially  to  the  right  sweeping  anterior 
) and  to  the  left.  The  loop  in  the  frontal  plane  is 

I also  to  the  right  initially,  sweeping  downward  and 
then  markedly  to  the  left.  The  rotation  and  position 
of  these  loops  is  suggestive  of  biventricular  hyper- 
trophy because  of  the  anterior  displacement  in  the 
horizontal  plane  and  the  counter-clockwise  rotation 
and  leftward  predominance  in  the  frontal  plane.17-19 
The  heart  sounds  were  sensed  by  a capacitance 
pickup  and  filtered  by  bandpass  at  80  to  480  CPS, 
fed  to  a tape  recorder,  and  timed  with  the  jugular 
trace.  The  second  sound  was  also  timed  with  the 


carotid  trace  to  identify  the  aortic  portion.  These 
sounds  and  pulses  were  photographed  from  oscillo- 
scopic  trace  at  50  and  100  millimeters  per  second 
with  the  pickup  at  the  3rd  ICS,  LSB. 

The  murmur  was  found  to  replace  the  first  sound 
and  extend  almost  to  the  second  sound.  It  was  seen 
to  be  high  frequency,  high  amplitude,  diamond- 
shaped, with  an  early  crescendo  and  late  decrescen- 
do. A small  amplitude,  low  frequency,  pulmonic 
portion  of  the  second  sound  was  seen  following  the 
jugular  V wave.  The  shape  and  duration  suggests 
a regurgitant  murmur.  Also,  the  shape  and  rise 
time  of  the  carotid  pulse  tends  to  reduce  the  chances 
of  aortic  stenosis;  a mitral  insufficiency  murmur 
would  tend  to  be  decrescendo  or  late  crescendo  in 
shape. 

As  the  EKG  is  not  suggestive  of  right  bundle 
branch  block,  atrial  septal  defect  is  not  deemed 
probable.  The  murmur  is  not  that  of  a patent  ductus. 
A normal  K wave  in  the  ballistocardiogram,  and 
normal  pressure  relationships  of  the  upper  and  lower 
extremities  tend  to  rule  out  coarctation  of  the  aorta. 
Tricuspid  regurgitation  is  unlikely  on  the  basis  of 
the  shape  of  the  jugular  pulse.  The  ejection  murmur 
of  pulmonic  stenosis  with  a closed  septum  is  likely 
to  be  late  crescendo  and  probably  replacing  the 
second  sound.  The  presence  of  the  pulmonic  portion 
of  the  second  sound  reduces  possibility  of  a func- 
tional tetralogy  of  Fallot.  For  these  reasons  the  most 
likely  cause  of  the  pansystolie  murmur  is  that  of  an 
isolated  ventricular  septal  defect.20-22 

Following  stabilization  recordings  of  the  murmur, 
with  the  blood  pressure  at  95  over  80,  the  patient 
was  given  several  deep  inhalations  of  amyl  nitrite, 
and  the  blood  pressure  fell  to  80  over  60.  Record- 
ings of  the  murmur  at  the  same  gain  now  showed 
a marked  reduction  in  amplitude  (Fig.  6).  This 
suggests  a ventricular  septal  defect.  Pulmonic  steno- 
sis is  unlikely,  as  are  other  conditions  causing  ejec- 
tion murmurs  which  should  be  enhanced  by  amyl 
nitrite.  20’ 23' 24  As  the  pulmonic  portion  of  the  second 
sound  disappears  after  the  effects  of  amyl  nitrite, 
as  occurs  in  tetralogy,  there  is  a suggestion  that 
some  degree  of  pulmonic  stenosis  may  be  present. 
However,  it  is  most  likely  that  a small  isolated 
ventricular  septal  defect  exists  which  produces  no 
restraint  on  the  activities  of  this  patient. 

Case  2.  A dyspnoeic,  elderly  gentleman  has  ede- 
ma, a large  liver  and  varicosities  over  the  chest, 
abdomen  and  extremities.  Atrial  fibrillation  was 
present  as  recorded  by  the  electrocardiogram  and 
a systolic  murmur  was  heard  at  the  LSB.  The  jugu- 
lar trace  revealed  a shallow  X wave  and  a deep  wide 
Y following  the  second  sound  (Fig.  7).  This  was 
examined  carefully  in  relation  to  the  carotid  pulse, 
and  by  timing  with  the  heart  sounds.  The  impression 
from  this  information  was  that  of  tricuspid  insuffi- 
ciency with  atrial  fibrillation,1  rather  than  a previous 
diagnosis  of  cirrhosis  of  the  liver. 


Fig.  5.  Case  1.  Vectorcardio- 
grams enlarged  4.2x,  loops  in- 
terrupted at  10  milliseconds, 
(a)  Sagittal  plane,  (b)  Fron- 
tal plane.  (c)  Horizontal 
plane.  (A)  anterior;  (P)  pos- 
terior; (S)  superior;  (I)  in- 
ferior; (R)  right;  (L)  left; 
(B)  back;  (F)  front. 
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Fig.  6.  Case  1.  On  the  left  is  demonstrated  the  pansystolic  murmur  timed  by  the  jugular  pulse,  and  photographer! 
at  100  mm/sec.  On  the  right  is  the  same  murmur  photographed  at  50  mm/sec.,  for  a standard  gain,  followed  by  a' 
double  sequence  which  demonstrates  a drop  in  amplitude  ten  to  fifteen  seconds  following  the  inhalation  of  amyl 
nitrite.  Note  the  small  P2  which  disappears  following  the  drop  in  B.P. 


- v 


Fig.  7.  Case  2.  This  photograph  F.M.P.,  is  considered  to 
represent  the  changes  of  tricuspid  insufficiency.  The  first 
sequence  demonstrates  a decrescendo  murmur,  and  the 
first  and  second  sounds  are  timed  with  the  sonvelographic 
trace.  In  the  second  sequence,  the  timing  is  with  the 
jugular  trace  which  shows  a fusion  of  the  C and  V waves, 
an  almost  absent  X wave,  and  a deep  broad  diastolic  Y 
wave.  The  third  sequence  is  shown  with  the  carotid  trace 
to  demonstrate  its  lack  of  interference  in  the  jugular 
trace  which,  therefore,  is  probably  not  artefactual. 


Case  3.  This  youngster  had  been  subjected  to: 
cardiac  catheterization  elsewhere  and  his  parents 
had  been  advised  that  symptoms  were  due  to  tetral- 
ogy of  Fallot.  There  was  a long  history  of  cyanosis, 
dyspnea,  and  squatting.  Advantage  of  two  channel 
recording  is  shown  in  Fig.  8. 

I was  fortunate  to  be  able  to  have  recordings  of 
the  murmur  before  and  after  surgery;  however  the 
amyl  nitrite  test  was  not  made.  Recovery  of  this 
patient  is  demonstrated  to  some  degree  by  the  * 
changes  in  his  murmur. 

summary 

Two  channel  recordings  of  various  electric  or 
physical,  cardiovascular  phenomena  offers  prac- 
tical improvement  in  accuracy  of  office  diagno- 
sis. Timing  of  murmurs  by  electrocardiogram 
or  pulse  wave  is  often  essential  in  differentia- 
tion. Some  lesions  may  be  located  precisely  h\ 
vectoreardiographic  loops,  photographed  from 
the  screen  of  an  oscillograph.  Technique  must 
be  meticulous  to  avoid  being  misled  by  record 
ing  of  artifacts  but  it  is  not  difficult  and  inter- 
pretation may  be  learned  readily.  Equipment 
includes  devices  sensitive  to  electric,  sonic,  or 
pressure  events  in  the  heart  or  vessels.  Informa- 
tion from  pickup  devices  is  fed  through  filter 
or  amplifying  circuits  and  recorded  on  tape  or 
by  photographing  the  oscilloscope  screen.  A 
control  panel  provides  complete  flexibility  ■ 

P.O.  Box  1269 
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Fig.  8.  Case  3.  These  photographs  show  the  effect  of  total  repair  on  the  murmur  of  tetralogy  of  Fallot.  On  the  left, 
before  surgery,  timed  with  the  carotid  pulse,  the  murmur  is  pan-systolic,  decrescendo,  and  beginning  right  after  a 
prominent  first  sound. 

On  the  right,  after  surgery,  timed  with  lead  AVR,  the  first  sound  is  not  so  prominent,  and  a late  crescendo 
systolic  murmur  is  seen.  This  probably  demonstrates  the  change  from  a stenotic  to  a regurgitant  murmur,  and 
would  seem  to  indicate  the  successful  relief  of  the  pulmonic  stenosis.  A fourth  heart  sound  is  now  present.  The 
P2  is  not  seen  before  or  after  surgery. 
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Preschool  Hearing  Problems  and  Testing  Techniques 

CARL  G.  ASHLEY,  M.D.  Portland,  Oregon  / GEORGE  J.  L E S H I N,  Ph.D.  Kent,  Ohio 


Witli  increasing  emphasis  on  preschool  hearing 
conservation  programs  by  city,  county  or  state 
organizations,  more  and  more  children  in  the 
two  through  five  year  old  age  bracket  are  being 
brought  to  physicians  for  treatment.1-3  The  urg- 
ency of  early  detection  of  hearing  loss  so  that 
medical  attention  may  be  instituted  before  the 
child  enters  school  has  been  stressed.-  Educators 
of  the  deaf  and  hard  of  hearing  have  also  em- 
phasized the  importance  of  the  very  early  years 
in  development  of  speech  and  language  and  the 
need  for  preschool  training  when  the  loss  is  not 
reversible  medically.4  6 

To  diagnose  hearing  problems  and  to  help 
evaluate  the  effectiveness  of  continuing  or  peri- 
odic medical  treatment,  many  physicians  have 
purchased  audiometers.  In  some  instances  nurses 
perform  the  hearing  tests  while  at  other  times 
the  physician  may  do  the  testing  himself.  Expe- 
rience has  shown  it  is  considerably  more  diffi- 
cult to  obtain  accurate  hearing  tests  on  very 
young  children  than  on  school  age  children 
unless  the  person  performing  the  test  stresses  the 
game-like  aspects  of  the  test  and  understands 
the  various  techniques  of  testing  the  hearing  of 
young,  uncooperative  children.  The  purpose  of 
this  article  is  to  discuss  in  detail  techniques 
easily  performed  in  the  physician’s  office  without 
elaborate  equipment  or  instrumentation. 

Additional  purposes  are  to  point  out  the  inci- 
dence of  hearing  loss  in  a broad  cross-section  of 
the  preschool  population  and  to  evaluate  the 
medical  problems  encountered. 

mass  test  I960 

During  the  summer  of  1960,  staff  audio- 
metrists  of  the  Oregon  State  Board  of  Health 
tested  the  hearing  of  1,620  children  ranging  in 

From  the  Maternal  and  Child  Health  Section,  Oregon  State 
Board  of  Health.  Dr.  Ashley  is  director  of  the  Section.  Dr. 
Leshin  was  hearing  conservation  supervisor,  Oregon  State 
Board  of  Health,  and  now  is  assistant  professor  of  special 
education,  Kent  State  University,  Kent,  Ohio. 

The  Oregon  State  Board  of  Health  has  produced  a color 
film  which  depicts  the  steps  in  hearing  testing  of  preschool 
children.  The  film  runs  19  minutes.  It  is  available  through 
the  Maternal  and  Child  Health  Section,  Oregon  State 
Board  of  Health. 


AGE 

Table  1.  Age  and  Incidence  of  Hearing  Loss. 
Number  Number  referred  to 

Per  cen 

Tested  Private 

Under  2 10 

Physician 

0 

Referrei 

0.0 

2 

190 

6 

3.2 

3 

438 

21 

4.8 

4 

533 

28 

5.3 

5 

449 

27 

6.0 

Total:  1,620 

82  (5.1%) 

age  from  18  months  through  five  years.1'  Seven 
teen  of  36  Oregon  counties  participated  in  tin 
study.  This  was  a mass  testing  program  withou 
special  reference  to  suspected  hearing  loss  cases 
A pediatrician  accompanied  the  testing  team  ti 
examine  those  children  found  to  have  a hearim 
loss  or  to  provide  medical  consultation  to  par 
ents.  An  average  of  100  children  per  day  were 
tested  by  two  audiometrists  with  difficult  case: 
being  referred  to  an  audiologist. 

Eighty-two  of  the  1,620  children  were  fount 
to  have  a medically  referrable  hearing  loss.  Tim 
is  an  overall  referral  rate  of  5.1  per  cent  ani 
compares  favorably  with  the  average  4 to  5 pei 
cent  referral  rate  from  the  school  age  population 
In  the  Oregon  Hearing  Conservation  Program 
any  child  with  an  average  20  decibel  bearin': 
loss  in  the  speech  range  (500  to  2000  cycles  pci 
second)  or  an  average  of  25  decibel  loss  in  tlu 


Table  2.  Medical  Examinations. 


Total  number  of  children 

examined 

254 

Per  cen 

Number  with  normal 

hearing 

174 

69.5 

Number  with  hearing 

loss 

80 

31.5 

Of  the  80  children  with  hearing  loss,  71,  or  88.7%  hadj 
conductive  loss,  while  9,  or  11.3%  had  sensory-neural  loss 


high  tone  range  ( 3000  to  6000  cycles  per  second 
in  either  ear  is  referred  for  medical  attention. 

Referral  Rate.  An  examination  of  the  referral' 
from  each  age  level  indicates  a slightly  rising 
rate  of  referral  with  increasing  age  except  foi 
the  few  children  under  two  years  of  age  wh< 
were  tested. 

Medical  Examinations.  The  director  of  tin 
maternal  and  child  health  section  carried  out 
ear,  nose,  and  throat  examinations  of  most  ol 
the  children  with  hearing  loss  and  a group  ol 
children  whose  history  indicated  previous  diffi 
culty  such  as  earaches,  draining  ears,  hearing 
loss,  frequent  respiratory  infections,  allergy,  and 
other  allied  complaints.  Results  of  the  examina 
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tions,  therefore,  reflect  more  disease  than  one 
might  expect  if  all  the  children  had  been  exam- 
lined. 

Many  children  had  more  than  one  medical 
finding.  Six,  with  serous  otitis,  were  found  to 
have  allergy  as  the  probable  chief  cause.  Five 
of  these  had  hearing  loss.  Freeman  and  Free- 
man" indicate  that  many  older  children  with 
serous  otitis  have  allergy  as  the  causative  factor. 
It  is  apparent  in  the  preschool  age  group  also. 
It  is  interesting  to  note  that  45.0  per  cent  of  the 
I children  with  hearing  loss  had  enlarged  tonsils 
and  adenoids,  while  only  25.8  per  cent  of  the 
children  with  normal  hearing  had  enlarged  ton- 
jsils  and  adenoids. 

Of  17  children  with  serous  otitis,  82.3  per  cent 
had  hearing  loss.  Those  having  “abnormal  ear 
i drums”  had  either  dullness,  bulging,  retraction, 
perforations,  or  scarring,  in  addition  to  serous 
j or  purulent  otitis  media. 

From  Table  3,  one  can  see  that  a child  can 
have  considerable  ear,  nose,  and  throat  disease 
j without  demonstrating  hearing  loss.  Of  the 
children  with  normal  hearing,  55.2  per  cent  had 
some  abnormality  of  the  ear  drums.  On  the 
other  hand,  a child  with  relatively  minor  find- 
ings may  still  have  hearing  loss.  Therefore,  it 
| would  appear  advisable  to  check  the  hearing 
j of  a preschool  child  regardless  of  physical  find- 
ings in  the  ears,  nose,  and  throat.  Among  chil- 
dren with  conductive  hearing  loss,  17.5  per  cent 
had  serous  otitis  media.  This  compares  with 
33.3  per  cent  incidence  of  serous  otitis  in  Oregon 
school-age  children  with  conductive  loss.7  Jordan 
I and  Kuhns  emphasize  the  importance  of  ade- 
quate treatment  of  acute  purulent  otitis  media 
i by  incision  and  drainage  to  prevent  the  chronic 
! serous  otitis,  so  often  seen  as  a result  of  anti- 
biotic therapy.  Pediatricians  should  be  aware  of 
the  seriousness  of  serous  otitis  relative  to  pro- 
duction of  hearing  loss. 

While  medical  examination  does  not  need  to 
be  an  integral  part  of  a program  of  screening 

Table  3.  Type  of  Medical  Findings. 

Normal  Hearing  Hearing  Loss 
Number  Per  cent  Number  Per  cent 

Nose  and  throat  essentially 


normal 

34 

20.1 

10 

12.5 

Slight  disease  in  nose  and 

throat 

84 

48.2 

26 

32.5 

Enlarged  and  infected  tonsils 

and  adenoids 

45 

25.8 

36 

45.0 

Allergic  rhinitis 

45 

25.8 

18 

22.5 

Serous  otitis  media 

3 

1.7 

14 

17.5 

Purulent  otitis  media 

1 

0.5 

1 

1.3 

Eardrums  abnormal 

96 

55.2 

29 

36.3 

Wax  in  canals 

30 

17.2 

33 

41.3 

Congenital  deformities 

0 

— 

2 

2.6 

hearing  in  preschool  children,  those  concerned 
with  the  Oregon  Program  felt  the  presence  of 
a pediatrician  at  the  sessions  was  important.  It 
afforded  the  parents  an  opportunity  to  discuss 
medical  implications  of  hearing  loss  and  gave 
reassurance  to  parents  concerned  about  their 
child’s  hearing  due  to  past  medical  history  or 
to  suspected  hearing  loss.  Often  they  could  be 
told  that  insignificant  or  no  hearing  loss  was 
present.  In  some  cases,  the  parents  had  been 
told  by  the  family  physician  that  the  child’s 
tonsils  and  adenoids  should  be  removed.  The 
pediatrician  at  the  screening  session  was  in  po- 
sition to  re-inforce  this  advice,  particularly  in 
the  fairly  large  number  of  cases  with  hearing 
loss.  The  parents  were  happy  to  know  that  re- 
moval of  adenoids  would  very  likely  restore  the 
hearing  to  normal. 

testing  techniques 

When  a child  is  individually  tested  in  the 
office  of  the  physician  he  may  be  seated  on 
his  mother’s  lap  on  one  side  of  the  audiometer 
and  facing  the  tester.  A set  of  toy  blocks  and 
a plastic  sand  pail  are  placed  on  the  table.  The 
child  is  shown  an  earphone  (not  yet  placed  on 
his  head)  from  the  headset  and  given  the  fol- 
lowing instructions: 

“Do  you  see  these  little  holes  (in  the  earphone)? 
Do  you  know  what’s  behind  those  holes?  A train 
whistle!  And  if  you  listen  very  carefully  you  will 
hear  the  train  whistle  go  ‘beep.’  Now  do  you  know 
what  I want  you  to  do  whenever  you  hear  the  train 
whistle?  I want  you  to  put  one  of  these  blocks  into 
the  pail,— like  this  (tester  produces  1,000  cycle  tone 
at  90  decibels  and  drops  block  into  pail  herself ) . 
Now  you  take  this  block  and,  as  soon  as  you  hear 
the  whistle,  drop  the  block  in  the  pail.  (Tester,  still 
holding  earphones  in  his  or  her  hand,  again  pro- 
duces the  tone  and  child  drops  block  into  pail ) . 
Very  good!  Now  so  you  can  hear  the  whistles  better 
we’ll  put  these  little  telephones  on  and  you  can 
drop  a block  in  every  time  you  hear  the  whistle.’’ 

Four  Frequency  Screening.  The  audiometrist 
may  have  to  hand  the  child  a block  for  each 
tone  impulse  or  the  child  may  be  encouraged 
to  take  them  from  the  table  himself.  The  hearing 
is  then  screened  at  10  decibels  for  the  frequen- 
cies of  1,000;  2,000;  4,000  and  6,000  cycles  per 
second.  Experience  in  Oregon  has  shown  that 
these  four  frequencies  will  identify  essentially 
as  many  children  with  referrable  hearing  losses 
as  will  the  use  of  six  or  seven  frequencies.  If  the 
child  is  tested  in  a non-soundproof  room,  the 
hearing  is  screened  at  the  ten  decibel  level  to 
compensate  for  room  noise.  In  a soundproof 
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testing  room  the  hearing  may  be  tested  for 
threshold  at  each  frequency,  but  threshold  test- 
ing is  unnecessary  since  the  10  decibel  level  is 
within  normal  limits.  If  the  child  fails  at  any 
screening  frequency  at  the  10  decibel  level,  he 
may  then  be  given  the  full  six  frequency  test 
(250;  6,000  or  8,000  cycles  per  second).  In  a 
surprisingly  large  number  of  cases,  by  employ- 
ing the  above  techniques,  it  is  possible  to  screen 
children  even  in  the  two  year  old  age  range. 

Voice  Technique.  When  an  audiometric  test 
with  some  younger  children  is  not  possible,  a 
gross  voice  test  based  on  the  Ewing  technique" 
may  be  utilized.  A carefully  controlled,  whis- 
pered voice  not  exceeding  approximately  20 
decibels  is  used.  The  child  is  seated  on  the 
mother’s  lap  facing  straight  ahead.  The  tester 
softly  whispers  his  name  when  standing  six  to 
eight  feet  away  from  the  child,  on  either  side, 
and  not  in  the  child’s  line  of  vision.  If  the  child 
looks  toward  the  tester  when  his  name  is  called, 
he  is  handed  a small,  brightly  colored  toy  (a 
ball,  fish,  boat,  etc.)  The  tester  then  waits  until 
the  child  is  facing  forward  and  again  softly 
whispers  his  name.  Again  the  child  is  given  a 
toy  when  he  responds.  This  is  done  several  times 
on  each  side  of  the  child.  With  normal  hearing 
the  child  will  usually  respond  readily  in  the 
direction  of  the  voice.  When  the  test  is  con- 
cluded the  tester  may  hold  a plastic  sand  pail 
in  front  of  the  child  and  say,  “Let’s  put  every- 
thing right  in  this  pail.”  In  this  way  the  toys 
can  be  recovered  for  future  use  without  shed- 
ding of  tears. 

There  are  many  variations  to  the  aforemen- 
tioned technique.  Care  must  be  used  in  the 
level  of  the  whisper  and  in  making  certain  the 
child  does  not  hear  the  tester’s  footsteps  as  he 
goes  from  side  to  side.  If  one  technique  fails, 
another  may  be  tried  until  the  right  combina- 
tion for  each  child  is  found.  Some  children  will 
not  respond  to  a voice  but  may  respond  to  the 
click  of  a pen  or  the  rustle  of  paper.  The  whis- 
pered voice  has  proven  best,  however,  since  it 
can  be  carefully  controlled  at  about  the  20  deci- 
bel level. 

The  voice  technique  is  not  a pinpoint,  audio- 
metric test  but  it  does  provide  a rough  approxi- 
mation of  the  status  of  the  child's  hearing  at 
the  time  of  the  test.  However,  the  voice  tech- 
nique requires  someone  with  considerable  clini- 
cal background  in  the  testing  of  preschool  chil- 
dren. Otherwise  erroneous  conclusions  may  be 
drawn  from  the  reactions  of  children  to  voice 


Table  4.  Testing  Techniques  Utilized. 


Technique  Number  tested 

Per  cent  teste 

Group  Pure  Tone  Audiometry 

836 

51.6 

Individual  Pure  Tone  Audiometry 

558 

34.4 

Ewing  Voice  Technique 

220 

13.6 

Calibrated  Speech  Audiometry 

6 

.4 

total: 

1,620 

100.0 

or  gross  sounds.  Neither  the  voice  test  nor  audio 
metric  screening  with  young  children  shouk 
take  more  than  a few  minutes  in  each  case.  Ver'1 
difficult  cases  may  be  referred  to  more  fulh 
equipped  clinics. 

Table  4 summarizes  the  testing  technique 
used  in  the  Oregon  program  and  indicates  tha 
the  vast  majority  of  preschool  children  can  hi 
tested  with  the  audiometer  and  that  an  appraisa 1 
can  be  made  of  the  hearing  level  of  almost  even 
preschool  child. 

conclusions 

1.  On  the  basis  of  the  above  evaluations,  then 
is  evidence  that  the  incidence  of  hearing  loss  in 
the  preschool  population  (ages  two  through 
five)  is  approximately  the  same  as  that  of  the 
school  age  population. 

2.  There  is  little  correlation  between  the 
appearance  of  the  tympanic  membrance  and  the 
presence  or  absence  of  sensorv-neural  hearing 
loss  and  only  moderate  correlation  between 
appearance  of  tympanic  membrance  and  pres- 
ence or  absence  of  conductive  hearing  loss. 

3.  Hearing  loss  correlates  markedly  with  hy- 
pertrophy of  tonsils  and  adenoids. 

4.  Serous  otitis  is  a significant  factor  in  hear- 
ing loss  in  preschool  children. 

5.  The  vast  majority  of  preschool  children  can 
be  screened  with  only  slight  variations  in  audio- 
metric techniques  and  by  emphasizing  the  game- 
like nature  of  the  tests. 

6.  The  Ewing  voice  technique  is  a suitable, 
gross  indicator  of  hearing  loss  if  the  whispered 
voice  is  carefully  limited  to  the  20  decibel  level. 

7.  Large  numbers  of  preschool  children  may 
be  screened  daily  with  standard,  audiometric 
equipment  and  in  a reasonably  quiet  environ- 
ment. 

8.  The  percentage  of  children  found  with 
hearing  loss  at  the  preschool  level  warrants  tin 
development  of  screening  programs  comparable 
to  those  utilized  with  the  school  age  population. 

summary 

In  accordance  with  increasing  emphasis  on 
early  detection  and  medical  treatment  of  bear- 
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ing  loss,  more  physicians  are  utilizing  audio- 
meters to  test  the  hearing  of  preschool  children 
in  their  offices.  Screening  of  1,620  preschool 
children  in  17  Oregon  counties  during  the  sum- 
mer of  1960  revealed  5.1  per  cent  incidence  of 
medically  referrable  hearing  loss.  A total  of  254 
children  received  an  ear,  nose,  and  throat  exami- 
nation. Of  this  number,  174  had  normal  hearing 
and  80  had  hearing  loss.  Specific  disease  found 
was  correlated  with  hearing  loss.  The  study 
indicated  that  the  vast  majority  of  children  in 
the  two  through  five  year  age  bracket  can  be 
successfully  given  audiometric  tests  if  the  game- 
like aspects  of  the  tests  are  emphasized.  These 
methods  are  readily  adaptable  for  use  in  the 
physician’s  office.  Elaborate  instrumentation  is 
not  necessary.  ■ 

1400  S.W.  5th  (4) 
(Dr.  Ashley) 
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Selection  of  Operation  for  Prostatectomy 

OLE  J.  JENSEN, M.D.  / C.  EDWARD  SIMONS,  JR.,M.D.  / JOHN 
M.  K E N N E L L Y,  J R.,  M.  D.  Seattle,  Washington 


There  are,  practically  speaking,  four  approaches 
to  removal  of  the  prostate  gland,  namely,  tran- 
surethral, suprapubic,  retropubic  and  perineal.6 
Each  of  these  methods  has  advantages  and  dis- 
advantages, and  for  the  best  interest  of  patients 
there  is  no  doubt  that  all  four  operations  should 
be  utilized. 

There  is  no  disagreement  as  to  the  indications 
for  prostatectomy.  These  are  ( 1 ) urinary  reten- 
tion, (2)  significant  residual  urine,  (3)  recurring 
or  persisting  hematuria  or  infection  due  to  pros- 
tatism or  both,  (4)  severe  symptoms  of  prosta- 
tism (frequency,  hesitancy,  dribbling  and  slow- 
ing of  the  urinary  stream ) , and  ( 5 ) carcinoma  of 
prostate. 

Preoperative  urologic  investigation  includes  a 
complete  history  and  physical  examination.  Cys- 
toscopic  examination  is  usually  necessary  to 
determine  the  type  of  operation  to  be  used  and 
to  rule  out  other  bladder  disease.  The  intra- 
venous pyelogram  is  most  useful  when  combined 
with  kidney  function  studies.  Residual  urine  can 
be  estimated  indirectly  with  a post  voiding  film 
following  intravenous  pyelogram,  or  measured 
accurately  during  cystoscopy  or  by  catheteriza- 
tion. 

* A fifth  approach  (trans-sacral)  has  been  tried  experi- 
mentally. 


Decision  as  to  the  type  of  prostatectomy,  usu- 
ally made  after  completion  of  the  urologic  inves- 
tigation, depends  on  many  factors  including  the 
experience  of  the  surgeon.  Selection  of  the 
proper  operation  for  the  individual  patient  is 
vital  in  assuring  a successful  result.  Often,  defi- 
ciencies of  one  procedure  dictate  the  choice  of 
another.  Purpose  of  this  paper  is  to  discuss  fac- 
tors which  influence  this  selection. 

size  of  prostate 

Glands  weighing  over  50  grams  are  probably 
best  approached  by  an  open  route,  whether 
retropubic,  suprapubic  or  perineal.  Most  urolo- 
gists agree  that  if  an  adenoma  is  not  resectable 
within  one  hour,  it  is  best  approached  by  the 
open  method.  For  excision  of  smaller  adenomas, 
the  transurethral  route  has  been  preferred.  In 
recent  years,  increasing  appreciation  of  fibrotic 
contractures  of  the  bladder  neck  has  led  many 
urologists  to  open  surgery  for  this  problem. 

age  and  general  condition  of  patient 

In  elderly  or  debilitated  patients  in  whom 
enlargement  is  borderline,  transurethral  prosta- 
tectomy is  frequently  employed  as  it  may  be 
terminated  should  the  patient  tolerate  the  sur- 
gery poorly.  In  the  poor-risk  patient,  the  trans- 
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caliber  and  condition  of  urethra 


\ 


Surgical  Approaches  to  Prostate  Gland 

1.  Suprapubic  (transvesical) 

2.  ‘Retropubic  (through  the  retropubic  space  of  Retzius 

and  the  anterior  capsule  of  the  prostate) 

3.  Transurethral. 

4.  ‘Perineal  (through  perineum  to  the  posterior  capsule  of 

the  prostate.) 

urethral  approach  is  frequently  desirable,  espe- 
cially in  cardiac  patients  where  a low  spinal  or 
epidural  anesthesia  can  be  used.  Perineal  pros- 
tatectomy also  can  be  used. 

Obesity  will  complicate  all  of  the  approaches 
but  suprapubic  prostatectomy  can  be  performed 
with  less  difficulty  than  retropubic.  In  many 
obese  patients,  the  perineal  approach  gives  easier 
surgical  access.  Perineal  prostatectomy  is  seldom 
used  in  the  younger  patient,  however,  because 
of  potential  disturbance  of  sexual  potency. 

type  of  prostate 

An  intravesical  prostate  is  best  removed  by 
the  suprapubic  approach  and  the  same  applies 
to  a sub-trigonal  lobe  which  can  be  difficult  to 
remove  via  the  transurethral  route.  If  the  pros- 
tate is  intraurethral,  any  of  the  other  routes  may 
be  used. 

urinary  and  prostatic  infection 

In  the  presence  of  severe  infection,  transure- 
thral resection  is  less  desirable  since  open  opera- 
tion permits  more  adequate  postoperative  drain- 
age. The  perineal  approach  has  the  advantage 
of  more  dependent  drainage.  Specific  infections 
of  the  prostate  are  largely  controlled  by  chemo- 
therapy, but  complete  removal  of  the  seminal 
tract  for  tuberculosis  is  occasionally  necessary. 

* Note  that  retropubic  and  perineal  are  both  trans-capsular 
approaches. 


If  the  urethra  is  of  small  caliber,  scarred,  o: 
severely  infected,  open  prostatectomy  is  usualh 
advisable.  Additional  scarring  from  the  traurru 
of  a resectoscope  might  otherwise  result. 

previous  surgery 

For  residual  or  recurrent  prostatic  tissue,  tin 
transurethral  route  is  often  utilized,  but,  if  there 
is  a large  amount  of  adenoma,  an  open  operation 
is  indicated. 

Perineal  scarring  from  ano-rectal  procedures! 
obviously  preclude  the  perineal  approach.  Tlih 
approach  is  advantageous,  however,  where  the 
rectum  has  been  removed  since  there  is  ne>  dan- 
ger of  injury  to  the  rectum. 

In  the  presence  of  a bladder  neck  contracture 
retropubic  operation  with  a YV-plasty  is  useful, 
although  the  suprapubic  operation  has  advan- 
tages if  the  prostatic  capsule  is  thinned  or 
scarred.  Excellent  results  can  be  obtained  b\ 
excision  of  the  scar  surrounding  the  bladder 
neck  by  the  transvesical  (suprapubic)  approach. 

position  of  the  patient 

When  the  hip  joints  are  fixed,  obviously  the 
transurethral  and  the  perineal  approaches  are 
impractical.  Also,  a narrow  bony  pelvis  makes! 
the  perineal  approach  more  difficult. 

prostatic  calculi 

Prostatic  calculi  are  best  removed  by  either 
the  perineal,  retropubic  or  transurethral  route. 
If  the  calculi  are  large  and  there  is  persistent 
infection,  total  prostatectomy  with  removal  of 
capsule  is  the  ideal  approach. 

bladder  lesions 

Complicating  bladder  lesions  include  diverti- 
culi,  tumors,  stones  and  other  foreign  bodies.  It 
is  important  that  all  calculi  be  removed  regard- 
less of  approach.  Large  vesical  calculi  are  best 
removed  by  open  cystolithotomy.  Small  calculi 
can  be  crushed  with  a lithotrite  and  washed  out 
through  the  resectoscope.  The  transvesical  ap- 
proach is  necessary  for  removal  of  a diverticulum 
or  if  a large  bladder  tumor  is  encountered  or  it 
a tumor  is  on  the  anterior  wall  or  dome  of  the 
bladder  where  resection  is  difficult. 

surgical  training  and  hospital  facilities 

With  improved  training  of  urological  surgeons 
and  improved  hospital  facilities,  the  choice  of 
operation  is  now  determined  more  by  the  clinical 
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Comparison  of  the  Major  Advantages  and  Disadvantages  of  Each  Procedure 


Operation 

Indications 

Advantages 

Contraindications 

Disadvantages 

Suprapubic 

1.  Large  intravesical 
gland 

2.  Complications 
requiring  direct 
approach 

1.  Bladder  observation 

2.  Correction  of  bladder 
neck  fibrosis 

3.  Removal  of 
diverticuli,  calculi  and 
tumors 

4.  Better  control  of  clots 
and  infection  through 
suprapubic  drainage. 

1.  Postoperative 
bladder  spasm 

2.  Draining  suprapubic 
sinus 

3.  Longer  hospital 
course 

Retropubic 

1.  Large  Intracapsular 
gland 

2.  Early  carcinoma 

1.  Improved  hemostasis 

2.  Correction  of  bladder 
neck  fibrosis 

3.  Total  prostatectomy 
for  early  carcinoma 

4.  Lymph  node  resection 

1.  Younger  patient 

2.  Carcinoma  of 
prostate  with 
metastasis 

3.  Bladder  tumors 
calculi  or  diverticuli 

1.  Osteitis  pubis 

2.  Venous  bleeding 
during  surgery 

Perineal 

1.  Early  carcinoma 

2.  Prostatic  calculi 

1.  Ease  of  obtaining 
biopsy 

2.  Total  prostatectomy 
possible 

3.  Less  morbidity 

1.  Younger  patient 

2.  Fixed  hip  joints 

3.  Bladder  tumors 
calculi  and  diverticulal 

1.  Occasional 
postoperative  impotence 

2.  Persistent  perineal 
sinus  in  some 

3.  Rectal  injury 

Transurethral 

1.  Small  gland 
(under  50  Gms.) 

2.  Poor  risk 

3.  Carcinoma  of 
prostate  with 
metastasis 

4.  Cord  bladder 

5.  Median  bar 

1.  Short  hospital  course 

1.  Large  gland 
(over  50  Gms.) 

2.  Sub  trigonal  lobe 

3.  Severe  infection 

4.  Small  or  scarred 
urethra 

5.  Fixed  hip  joints 

6.  Early  carcinoma 

1.  Urinary  extravasation 

2.  Intravascular 
hemolysis 

3.  Postoperative 
bladder  neck  contracture 

circumstances  and  less  by  the  limitations  in  skill 
or  hospital  equipment. 

discussion 

Of  great  importance  are  the  characteristics  of 
the  pathological  process;  the  type  of  prostate, 
whether  fibrous  or  glandular;  and  the  size,  shape 
and  position  of  the  gland.  Also  important  is 
whether  it  is  benign  or  malignant,  yet  completely 
removable.  If  there  is  suspicion  of  early  carci- 
noma which  is  removable,  the  perineal  approach 
has  been  most  frequently  utilized.  However,  the 
retropubic  approach  has  proven  equally  advan- 
tageous and  permits  inspection  of  regional  lymph 
nodes.  The  perineal  approach  permits  prelimi- 
nary biopsy  of  the  carcinoma  because  of  the 
approach  to  the  posterior  lobe.  If  the  carcinoma 
is  advanced,  causing  considerable  obstruction, 
transurethral  resection  combined  with  hormonal 
control  (estrogens  preferably  with  orchiectomy) 
is  the  regimen  of  choice.  In  benign  hyperplasia, 
the  retropubic  operation  has  the  advantage  of 
better  operative  control  of  hemorrhage  and  re- 
duced bladder  spasm  post-operatively. 


conclusions 

It  is  apparent  that  there  have  been  progres- 
sive changes  in  the  urologists’  approach  to  re- 
moval of  the  prostate  gland  in  recent  years. 
Surgical  methods,  as  result  of  improved  facilities 
and  training,  now  offer  improved  results  and 
reduced  complications.  Further  improvement  is 
also  attributed  to  earlier  surgery.  Only  occa- 
sionally do  we  see  dilated  ureters  and  hydro- 
nephrotic  kidneys  from  prostatic  hypertrophy  as 
was  common  only  a few  years  ago.  The  large 
decompensated  bladder  is  also  less  common. 
Management  of  hemorrhage  and  infection  post- 
operatively  is  improved  with  ready  availability 
of  blood  transfusion  and  antimicrobial  agents. 
Important  to  these  therapeutic  advancements 
have  been  improved  technical  training  of  uro- 
logic  surgeons  and  better  application  of  the  four 
types  of  prostatectomy  to  fit  the  individual 
patient.  ■ 

819  Boylston  (4) 
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Statistically  Speaking 

VI.  Summary  of  Descriptive  Statistics 

WARREN  K.  GARLINGTON,  Ph.D.  Fort  Steilacoom,  Washington 


The  past  four  articles  in  this  series  have  been 
concerned  with  standard  methods  used  in  sum- 
marizing and  describing  numerical  data.  Before 
we  launch  into  Inferential  Statistics,  the  second 
major  division  of  statistical  method,  it  seems 
appropriate  that  we  first  give  an  overall  look 
at  what  we  have  already  covered. 

A simple  research  study  can  serve  as  the 
vehicle  for  our  summary,  for  it  will  include  all 
the  concepts  we  have  covered.  During  the  past 
few  years  President  Kennedy  has  aroused  con- 
siderable interest  in  physical  fitness,  so  it  seems 
appropriate  to  make  this  area  the  subject  of  our 
little  exercise. 

Included,  of  course,  must  be  a slight  stretch 
of  imagination.  We  begin  by  making  up  some 
excerpts  from  the  summary  of  a finished  but 
hypothetical  research  report  with  its  fictitious 
data,  presented  here  because  of  its  statistical 
expository  value. 

The  summary  begins:  “Twenty  high  school 
senior  boys  were  tested  on  two  measures  of 
physical  fitness— strength  of  grip  and  length  of 
endurance.  Raw  scores  on  these  two  variables 
were  converted  to  T-scores  so  individual  com- 
parisons could  be  made.  The  two  measures  were 


found  to  correlate  — indicating  a positive  and 
significant  relationship  between  them.” 

The  summary  of  this  study  mentions  or  im- 
plies a number  of  operations  and  concepts  of 
interest  to  us:  (1)  The  distribution  of  the  two 
sets  of  scores;  (2)  Their  central  tendencies;  (3) 
The  measures  of  variability;  (4)  Some  direct 
comparison  of  the  two  sets  of  scores;  and  (5) 
The  correlation  between  the  scores.  Using  the 
data  gathered  by  our  mythical  investigator,  let 
us  go  through  a step-by-step  analysis  in  order 
to  bring  together  in  one  place  those  statistical 
concepts  covered  so  far  by  this  series  of  articles. 

the  frequency  distribution 

Listed  in  Tables  1 and  2 are  scores  made  by 
the  twenty  boys  on  the  strength  and  endurance 
tests.  Strength  scores  are  in  kilogram  units,  and 
endurance  scores  represent  trials  completed  be- 
fore giving  up  on  a motor  task.  Scores  for  each 
variable  have  been  arranged  by  the  investigator 
in  order  of  increasing  magnitude.  Column  1 in 
each  table  lists  the  scores,  Column  2 gives  the 
frequency  of  occurrence  of  the  score,  and  Col- 
umn 3 is  the  product  of  score  and  frequency. 
These  data  could  be  pictured  as  distribution 


Table  1 


Table  2 


Strength  (in  kg.)  as  measured  by  a 
Hand  Dynamometer  for  20  High  School  Boys 


Endurance  Scores  (No.  of  Trials)  for 
20  High  School  Boys 


Score  (X) 

freq.  (f) 

fX 

Score  (X) 

freq.  (f) 

fX 

35 

1 

35 

62 

1 

62 

36 

1 

36 

63 

1 

63 

37 

1 

37 

65 

1 

65 

38 

1 

38 

67 

1 

67 

39 

3 

117 

68 

1 

68 

40 

3 

120 

69 

1 

69 

41 

2 

82 

70 

2 

140 

42 

2 

84 

72 

3 

216 

43 

1 

43 

74 

1 

74 

44 

2 

88 

75 

1 

75 

45 

1 

45 

76 

1 

76 

46 

1 

46 

78 

2 

156 

48 

1 

48 

80 

1 

80 





82 

1 

82 

o 

CN 

II 

z 

yx  = 819 

83 

1 

83 

= 40.95 

SD  = 3.37 

84 

1 

84 

N = 20 

2X  = 1460 

/right  Warren 

K.  Garlington,  1962 

X - 73.00 

SD  = 6.48 
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curves  by  plotting  strength  or  endurance  scores 
on  the  horizontal  axis  of  a graph  and  the  fre- 
quency of  each  score  on  the  vertical  axis. 

central  tendency 

The  investigator  wished  to  summarize  his 
data  numerically.  Because  these  are  relatively 
symmetrical  distributions,  the  best  measure  of 
central  tendency,  or  the  typical  score,  will  be 
the  mean  (X  or  M).  If  the  curves  indicated  that 
the  distributions  were  lop-sided  or  skewed,  the 
median,  or  middle  score  might  summarize  better 
the  central  tendency.  The  mean  is  computed  by 
totaling  the  scores  and  dividing  by  the  number 
(N)  of  scores.  Mathematically  it  is 

XX 

X = N~ ; 

X is  the  mean,  X stands  for  “sum  of,”  X repre- 
sents the  individual  scores,  and  N is  the  number 
of  scores  in  the  distribution.  Thus  the  means  for 
these  two  distributions,  strength  and  endurance, 
are  40.95  and  73.00  respectively. 

variability 

To  obtain  a more  complete  numerical  sum- 
mar)'  of  the  research  data,  the  reader  must  be 
provided  with  a measure  of  spread  or  variability 
of  the  scores.  We  know  that  most  of  the  scores 
will  center  around  the  mean,  but  as  we  look  at 
the  tables  listing  the  strength  and  endurance 
data,  it  becomes  apparent  to  us  that  a few  scores 
deviate  considerably  from  the  mean. 

The  simplest  way  to  measure  the  spread  of 
scores  is  by  taking  the  difference  between  the 
highest  score  and  the  lowest  score.  This  measure 
is  called  the  range.  Unfortunately,  though,  the 
range  does  not  tell  us  how  much  the  scores  tend 
to  cluster  around  the  mean. 

Statisticians  generall  perfer  another  statistic, 
the  Standard  Deviation  (SD),  as  a measure  of 
the  extent  to  which  scores  deviate  from  the 
mean.  This  is  a more  complicated  measure,  but 
because  it  has  certain  constant  properties  when 
applied  to  relatively  symmetrical  distributions, 
its  value  far  outweighs  the  extra  work  required 
for  its  calculation.  The  standard  deviations  for 


the  strength  and  endurance  measures  are  3.37 
and  6.48,  respectively. 

the  normal  curve 

The  study  of  physical  fitness  included  in  its 
goals  a comparison  of  individual  subjects  on  the 
two  tests.  The  investigator  asked:  “Does  a high 
score  on  one  measure  go  with  a high  score  on 
the  other?”  With  both  tests,  he  used  high  and 
low  as  relative  terms,  i.e.,  high  or  low  in  relation 
to  the  other  subjects  examined.  When  the  re- 
searcher is  talking  about  the  subjects  as  a group, 
he  answers  the  question  of  a relationship  be- 
tween the  two  measures  by  means  of  a coeffi- 
cient of  correlation.  When  discussing  the  com- 
parative skills  of  an  individual  subject  (on  the 
two  tests),  he  must  first  transform  the  measures 
from  unlike  units  to  like  units.  He  can  accom- 
plish this  by  relating  both  measures  to  the 
normal  distribution  curve.  The  only  information 
needed  to  make  this  transformation  is  the  mean 
and  standard  deviation  of  each  of  the  two  dis- 
tributions. Table  3 (Lines  2 and  3)  shows  how 
the  raw  scores  can  be  aligned  on  this  basis.  The 
new  unit  that  makes  it  possible  to  compare  the 
two  tests  directly  is  called  a standard  score. 
From  Table  3 we  can  see  that  a raw  score  of 
44.32  on  the  strength  test  and  a raw  score  of 
79.48  on  the  endurance  test  both  are  1 SD  above 
the  mean.  Similarly,  raw  scores  of  37.58  and 
66.52  respectively  fall  1 SD  below  the  mean. 
In  other  words,  a person  scoring  44.32  on  the 
strength  test  and  79.48  on  the  endurance  test 
performs  equally  well  (or  poorly)  on  the  two 
tests. 

This  kind  of  transformation  directly  into  SD 
units  is  called  a z-score.  Usually  the  investigator 
tries  to  get  rid  of  negative  numbers  since  they 
are  inconvenient  to  work  with;  he  arbitrarily 
assigns  a score  of  50  as  the  mean  and  10  as 
standard  deviation.  This  transformation,  known 
as  a T- score,  is  seen  in  line  4 of  Table  3.  A 
simple  formula  enables  the  investigator  to  trans- 
form any  raw  score  into  a T- score.  Then  an 
individual  comparison  can  be  made. 

Another  important  transformation  is  possible 
from  our  knowledge  of  the  normal  curve.  If  we 


Table  3 


Transformation  of  Raw  Scores  for  Strength  and  Endurance 
to  Standard  Scores  (z-Scores  and  T-Scores) 


1)  z-Scores 

— 3SD 

— 2SD 

— 1SD 

X 

+ 1SD 

+2SD 

+ 3SD 

2)  Strength  Scores 

30.84 

34.21 

37.58 

40.95 

44.32 

47.69 

51.06 

3)  Endurance  Scores 

53.56 

60.04 

66.52 

73.00 

79.48 

85.96 

92.44 

4)  T-Scores 

20 

30 

40 

50 

60 

70 

80 

511 

Northwest  Medicine,  June  1962 


know  the  mean  and  standard  deviation  of  a 
distribution,  we  can  convert  raw  scores  into 
percentile  scores.  Statistical  tables  are  available 
to  assist  in  carrying  out  this  task. 

This  basic  bit  of  statistical  knowledge— mean, 
standard  deviation  and  normal  curve  properties 
places  the  reader  of  research  reports  in  a position 
to  understand  an  important  part  of  what  the 
investigator  has  done  and  what  he  is  writing 
about. 

co efficient  of  correlation 

In  the  referred-to  hypothetical  report  the  in- 
vestigator wanted  to  put  across  one  final  bit  of 
information:  the  relation  between  the  measures 
of  strength  and  endurance.  The  appropriate  sta- 
tistic that  measures  such  a relation  is  the  coeffi- 
cient of  correlation.  It  tells  us  both  the  direction 
and  extent  of  the  relationship.  If  a relation 
between  the  two  measures  does  exist,  it  can  be 
either  positive  or  negative.  A positive  correlation 
indicates  that  with  an  increase  in  one  variable, 
there  is  an  accompanying  increase  in  the  other. 
If  the  correlation  is  negative,  an  increase  in  one 
variable  would  be  accompanied  by  a decrease 
in  the  other.  Applied  to  the  data  of  this  study, 
a positive  correlation  would  mean  that  physical 
strength  and  length  of  endurance  go  together— 
the  stronger  person  tends  to  have  a longer  en- 
durance time,  and  vice  versa.  If  the  correlation 
is  negative,  it  would  mean  the  stronger  a person 
is,  the  more  quickly  he  tends  to  poop  out.  Nu- 
merically, correlation  coefficients  range  from  a 
possible  high  of  1.00,  indicating  a perfect  posi- 


tive relation  through  0.00  for  no  relation  to 
—1.00,  a perfect  inverse  relation.  For  our  data 
the  correlation  is  .71. 

Care  must  be  taken  in  interpreting  correla- 
tions. The  most  common  error  is  to  assume  a 
causal  relation  is  present.  Thus  of  the  correlation 
found  in  the  present  study,  we  cannot  say  that 
strength  causes  endurance  or  endurance  pro- 
duces strength.  All  that  we  or  the  investigator 
can  say  is  that  the  two  variables  tend  to  go 
together. 

The  two  most  commonly  used  correlation 
coefficients  are  the  Pearson  product-moment  (7 
and  Spearman  rank  order  (rho).  The  former  takes 
into  account  the  actual  distributions  of  scores 
of  the  two  variables,  i.e.  the  mean  and  standard 
deviation,  while  the  latter  requires  that  scores 
first  be  changed  into  ranks,  e.g.,  a score  of  1 
be  assigned  to  the  highest  score,  2 to  the  next 
highest,  etc. 

The  brief  review  above  represents  some  of  the 
concepts  discussed  in  the  previous  articles  of 
this  series.  Statistics— both  as  concepts  and  as 
tools— are  most  frequently  found  in  the  section 
on  results  in  any  research  report.  They  permit 
the  investigator  to  describe  his  findings  con- 
cisely, but  thoroughly,  to  his  readers.  Like  any 
other  exact  language,  statistics— when  properly 
used— facilitate  communication. 

Next  month  we  begin  the  presentation  of 
Inferential  Statistics  with  a discussion  of  proba- 
bility theory.  ■ 

Psychology  Department 
Mental  Health  Research  Institute 


PHARMACEUTICAL  CONTRIBUTIONS  TO  MEDICINE 

Present  indications  are  that  in  the  sixties  our  growth  will  be  even  more  fabulous  than  it 
was  in  the  fifties  and  the  forties.  In  that  two-decade  period  more  effective  new  drugs 
to  prevent,  diagnose  and  treat  countless  illnesses  were  discovered  than  in  the  entire 
period  of  recorded  medical  history.  Do  you  realize  that  80  per  cent  of  the  prescrip- 
tions now  written  could  not  have  been  prescribed  10  years  ago,  that  I and  a quarter 
million  Americans  are  alive  today  because  of  new  treatments  in  the  past  10  years, 
and  that  five  years  have  been  added  to  man’s  lifespan  in  the  last  few  decades. 

Leonard  W.  Larson,  M.D.,  President 
American  Medical  Association, 
to  American  Association  of  Medical  Assistants 
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Chlordiazepoxide  in  Epilepsy 

ROSEMARY  E.  BRODIE,  M.D.  / ROBERT  S.  DOW,  M.  D.  Portland,  Oregon 

Twenty-nine  patients  with  long  standing,  incompletely  controlled  epilepsy 
were  treated  with  chlordiazepoxide.  In  all  hut  one  case  this  drug  teas  used 
along  with  one  or  more  anticonvulsants.  Nineteen  of  the  patients  reported 
some  reduction  in  seizures,  five  became  worse  and  five  noted  little  or  no 
change.  Several  commented  on  the  tranquilizing  effect  of  the  drug  and  at 
least  tivo  brain  damaged  children  showed  improvement  in  behavior. 


Patients  with  uncontrolled  epilepsy  would  often 
be  helped  by  improving  the  emotional  reper- 
cussions of  their  disease  by  a tranquilizing  agent. 
These  emotional  stresses  are  often  deleterious 
so  far  as  their  seizures  are  concerned.  Many  of 
the  presently  available  tranquilizing  agents,  no- 
tably the  phenothiazines  in  large  doses,  have 
some  convulsant  tendencies  and  have  therefore 
been  avoided  in  management  of  the  epileptic 
patient.  Chlordiazepoxide  hydrochloride  ( Libri- 
um), however,  has  been  shown  to  have  anti- 
convulsant action  in  experimental  animals1-3  and 
a few  clinical  reports  have  appeared  indicating 
the  drug  to  be  helpful  in  patients  with  convul- 
sive disorders,  15  8 but  this  has  been  denied  by 
others.9 

At  sub-ataxic  doses  it  proved  to  have  the  same 
anticonvulsant  action  as  phenobarbital  without 
its  hypnotic  effects  in  experimental  animals 
given  pentylenetetrazole.1-3  In  clinical  studies  so 
far  reported,  anticonvulsant  action  has  been 
demonstrated  in  a considerable  percentage  of 
patients  and  evidence  is  accumulating  that 
chlordiazepoxide  tends  to  normalize  certain 
electroencephalographic  patterns.4-7 

Bercel8  has  classified  the  effects  of  chlordiaze- 
poxide, both  experimentally  and  clinically,  in 
various  types  of  seizures  when  used  alone  and 
when  combined  with  phenobarbital,  primidone, 
diphenylhydantoin  and  methyl  - phenyl  - ethyl  - 
hydantoin.  In  human  subjects  he  found  that 
chlordiazepoxide  alone  reduced  seizures  by  50 
per  cent  in  a group  of  previously  untreated  pa- 
tients with  grand  mal  and  petit  mal,  or  petit  mal 
alone.  When  combined  with  diphenylhydantoin, 
the  reduction  was  75  per  cent.  In  another  group, 
psychomotor  seizures  were  reduced  by  50  per 

From  the  Neurological  Service,  Good  Samaritan  Hospital, 
Portland,  Oregon 

This  study  was  made  possible  by  a grant  from  Hoffman 
LaRoche,  Inc.,  who  also  furnished  the  chlordiazepoxide 
(Librium). 


cent  by  a combination  of  primidone  500  to  750 
mg.  a day  with  chlordiazepoxide  40  to  60  mg. 
a day.  The  severity  of  the  attacks  was  also  les- 
sened, and  the  electroencephalogram  was  im- 
proved. He  found  the  drug  to  have  anticonvul- 
sant qualities,  especially  when  used  in  combina- 
tion with  other  anticonvulsants.  He  also  found 
the  drug  had  a favorable  effect  on  behavior 
disorders  in  epileptics. 

On  the  other  hand,  Livingston,  Pauli  and 
Murphy,9  in  a series  of  forty  patients  with  epi 
lepsy  of  miscellaneous  types,  all  refractory  to 
other  medication,  found  that  chlordiazepoxide 
resulted  in  no  decrease  in  the  frequency  of 
seizures. 

It  was,  therefore,  felt  desirable  to  add  this 
drug  to  the  anticonvulsant  medical  program  in 
a group  of  uncontrolled  epileptic  patients  in 
order  to  observe  its  possible  anticonvulsant 
properties  and  to  evaluate  its  effectiveness  in 
the  emotional  difficulties  with  which  these  pa- 
tients are  frequently  afflicted. 

Chlordiazepoxide  hydrochloride  is  chemically 
known  as  7-chloro-2-methylamino-5-phenyl-3H-l, 


CHLORDIAZEPOXIDE 


nhch3 


Fig  1. 
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Table  1.  Results  of  Treatment  with  Chlordiazepoxide  in  Various  Types  of  Seizures  in  29  Patients  Refractory  to  Other  Therapy 


Number  of 

Completi 

Type  of  Seizure 

Patients 

Control 

Grand  Mal 

5 

Petit  Mal 

5 

Mixed  Non-Focal 

1 

Grand  Mal  and  Focal  or  Partial 

6 

Petit  Mal  and  Grand  Mal 

5 

Psychomotor  and  Grand  Mal 

4 

Grand  Mal,  Petit  Mal  and  Psychomoto 

r 3 

Temporary 

Practical 

Practical 

Temporary 

No 

Control 

Control 

Reduction 

Effect 

Worse 

1 

3 

1 

2 

1 

1 

1 

5 

2 

3 

2 

1 

2 

1 

2 

1 

Totals  29  0 

4-benzodiazepine  4-oxide  hydrochloride.  It  is  un- 
related to  any  other  compound  used  in  medical 
practice.  The  molecular  structure  is  represented 
in  Figure  1. 
patient  selection 

The  twenty-nine  patients  in  this  study  include 
fifteen  males  and  fourteen  females  drawn  from 
private  practice.  Most  of  them  were  “old”  pa- 
tients in  the  sense  that  their  epileptic  problem 
had  been  followed  in  the  same  office  for  several 
years.  The  average  age  of  these  patients  was 
twenty-three  years  with  a spread  from  three  to 
fifty-seven.  All  but  three  had  suffered  from  epi- 
lepsy almost  half  of  their  lives.  Most  of  the  more 
common  types  of  seizures  or  partial  seizures 
were  represented  and  more  than  half  the  pa- 
tients had  more  than  one  type  of  epilepsy.  Sev- 
eral had  rather  marked  psychiatric  problems  in 
addition  to  epilepsy.  Some  had  severe  brain 
damage  from  various  causes  with  impairment  of 
intellectual  capacity. 

An  average  of  seven  anticonvulsants  had  been 
given  to  these  patients  in  full  therapeutic  doses 
and  in  various  combinations  in  the  past  with 
failure  to  obtain  control  of  seizures.  In  all  but 
one  patient  chlordiazepoxide  was  added  to  the 
combination  of  from  one  to  three  anticonvulsants 
which  the  patient  was  already  taking.  Diphenvl- 
hvdantoin  was  the  drug  most  commonly  used 
in  combination  with  chlordiazepoxide.  The  pa- 
tients were  kept  on  chlordiazepoxide  from  one 
to  eighteen  months  with  an  average  of  nine 
months.  Some  are  still  taking  it. 

Dosage  ranged  from  10  mg.  to  110  mg.  daily 
but  most  patients  used  10  mg.  three  to  four 
times  a day.  They  were  asked  to  add  10  mg.  at 
three  day  intervals  in  order  to  minimize  side 
effects.  The  drug  was  usually  increased  to  the 
point  of  tolerance  before  being  abandoned  as 
ineffective. 

The  results  of  chlordiazepoxide  treatment  are 
summarized  in  Table  1.  Three  patients  have 
shown  practical  control  for  an  average  of  fifteen 


3 3 13  55 

months  and  are  still  taking  chlordiazepoxide. 
Two  of  these  have  only  petit  mal  and  one  grand 
mal  and  focal  seizures.  Three  patients  showed 
practical  control  for  an  average  of  ten  months 
and  then  had  an  increase  of  spells.  One  of  these 
patients  has  only  petit  mal,  one  has  grand  mal 
and  psychomotor,  and  one  mixed  nonfocal  spells. 
The  latter  patient  is  a severely  retarded,  brain- 
damaged child.  She  was  brighter  and  more 
responsive  on  chlordiazepoxide.  All  but  one  of 
the  patients  in  the  categories  of  practical  con- 
trol or  temporary  practical  control  are  children. 
Another  patient  with  severe  brain  damage 
showed  improvement  in  behavior,  although  her 
seizures  were  not  reduced. 

Thirteen  patients  showed  a degree  of  tem- 
porary reduction  of  seizures.  Three  of  these  had 
grand  mal  and  petit  mal  seizures,  five  had  grand 
mal  and  focal  or  partial  seizures,  two  had  grand 
mal,  petit  mal  and  psychomotor  spells,  one  had 
grand  mal,  and  two  had  grand  mal  and  psycho- 
motor seizures. 

It  is  quite  possible  that  others  in  the  series 
may  later  fall  into  this  category  of  temporan 
reduction  since  periodic  changes  in  anticonvul- 
sant combinations  are  characteristically  neces- 
sary in  the  attempt  to  control  the  more  difficult 
cases. 

Three  patients  were  eliminated  from  the 
study.  One,  a child  with  Schilder’s  disease, 
deteriorated  so  rapidly  to  a vegetative  state  dur- 
ing the  period  of  study  that  the  effect  of  the 
drug  could  not  be  properly  evaluated.  The  other 
two  were  children  whose  convulsions  were  al- 
ready completely  controlled  with  other  anti- 
convulsants. They  were  given  chlordiazepoxide 
in  addition  to  their  other  medications  with  the 
hope  of  improving  their  behavior. 

Five  patients  showed  no  change  in  their  seiz- 
ure pattern.  One  of  these  had  psychomotor  and 
grand  mal  seizures,  three  had  just  grand  mal 
seizues,  and  one  had  grand  mal,  petit  mal  and 
psychomotor  seizures.  Five  patients  had  an  im- 
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mediate  increase  in  spells  while  taking  chlordi- 
azepoxide.  One  of  these  had  grand  mal  seizures, 
two  had  petit  mal,  and  two  had  a combination 
of  these.  There  seemed  to  be  no  significant 
difference  in  the  effectiveness  of  chlordiazepox- 
id  in  controlling  different  types  of  seizures. 

An  attempt  was  made  to  obtain  electroen- 
cephalograms within  a few  months  preceding 
the  introduction  of  chlordiazepoxide  therapy  and 
compare  them  with  records  after  therapy  was 
, established.  This  was  done  in  all  cases  in  which 
chlordiazepoxide  showed  anticonvulsant  effect. 
We  failed  to  get  follow  up  electroencephalo- 
grams on  many  of  the  patients  who  did  not 
benefit  from  chlordiazepoxide  and  discontinued 
use  of  the  drug.  There  was  a constant  increase 
in  rapid  activity  in  almost  all  cases  showing 
clinical  improvement.  This  change  has  been 
noted  also  in  a few  patients  we  have  treated 
with  analogs  of  chlordiazepoxide.  In  several 
cases  the  general  pattern  of  the  electroencephal- 
ogram improved. 

side  effects 

Chlordiazepoxide  has  already  been  extensively 
studied  for  the  possibility  of  side  effects  in  con- 
nection with  its  use  as  a tranquilizer.  The  pri- 
mary side  effects  have  been  drowsiness  and 
ataxia.  An  increase  in  appetite  is  sometimes 
noted.  In  doses  of  10  mg.,  three  to  four  times 
a day,  even  when  given  in  conjunction  with 
other  anticonvulsants,  we  did  not  find  that 
chlordiazepoxide  usually  produced  drowsiness. 
However,  three  patients  experienced  extreme 
drowsiness  on  even  10  to  20  mg.  a day  when 
phenobarbital  was  used.  This  also  occurred  in 
a patient  using  an  analog  of  the  drug.  When 
phenobarbital  was  discontinued,  patients  were 
able  to  tolerate  larger  doses  of  chlordiazepoxide. 

Several  patients  experienced  a general  feeling 
of  well  being  while  taking  chlordiazepoxide.  The 
behavior  of  two  of  the  children  with  marked 
mental  impairment  was  improved.  This  tran- 
quilizing  action  certainly  in  some  cases  may 
have  prejudiced  the  patient,  his  parents  or  even 
the  physician  in  favor  of  keeping  the  patient  on 
chlordiazepoxide  even  though  the  anticonvulsant 
effect  of  the  drug  was  equivocal.  Two  patients 
had  psychotic  episodes  during  therapy  and  two 
after  the  medication  was  withdrawn,  but  these 
were  not  attributed  to  the  medication.  These 
patients  had  had  similar  episodes  in  the  past. 

Constipation  is  a problem  with  a number  of 
epileptics,  partly  because  of  their  inactivity  and 


partly  because  it  occurs  as  a side  effect  of  some 
anti-convulsants.  There  has  been  evidence  that 
chlordiazepoxide  can  be  reabsorbed  from  the 
bowel  giving  a cumulative  effect.  Development 
of  drowsiness  did  occur  in  one  patient  on  a pre- 
viously well  tolerated  dose  of  chlordiazepoxide 
and  was  attributed  to  reabsorption. 

CASE  REPORTS 

Three  case  histories  indicate  the  variability  of 
response  to  this  medication. 

Case  1 . This  twenty-nine  year  old  married  female 
is  an  example  of  a patient  who  showed  minimal 
improvement  so  far  as  control  of  seizures  was  con- 
cerned. She  had  the  onset  of  grand  mal  seizures 
at  the  age  of  seventeen  when  she  suddenly  devel- 
oped status  epileptieus.  The  possibility  of  encepha- 
litis was  considered  but  never  substantiated.  Her 
seizures  have  never  been  completely  controlled.  She 
has  never  gone  more  than  three  to  four  months 
without  a major  seizure.  Her  major  seizures,  as  well 
as  dizzy  spells  which  are  apparently  auras  of  her 
major  attacks,  have  clustered  about  her  menstrual 
periods.  Following  hysterectomy  they  continued  in 
cyclic  fashion.  Attempts  were  made  to  suppress 
ovulation  with  various  combinations  of  hormones 
but  her  attacks  continued.  She  had  used  diphenyl- 
hydantoin,  phenobarbital,  paramethadione,  primi- 
done, amino  - glutethimide,  methyl  - phenyl  - ethyl 
hydantoin,  acetazolamide,  mephobarbital,  phenace- 
mide,  dextro-amphetamine  sulfate  ad  possibly  other 
anticonvulsants. 

Shortly  before  she  was  placed  on  chlordiazep- 
oxide she  had  dropped  all  medication  against  medi- 
cal advice.  Major  seizures  were  occurring  on  several 
consecutive  days  each  month.  Chlordiazepoxide  25 
mg.  three  times  a day  caused  drowsiness  and  ataxia 
so  her  dosage  was  reduced  to  10  mg.  four  times  a 
day  and  was  continued  at  this  level  for  about  fifteen 
months  without  materially  affecting  her  seizure 
pattern.  Her  vitality  and  interest  in  life  were  so 
much  greater  while  taking  chlordiazepoxide  that 
she  insisted  on  continuing  with  it  even  though  the 
frequency  of  her  spells  was  not  altered.  Near  the 
close  of  this  study  the  patient,  without  our  knowl- 
edge, abruptly  discontinued  the  drug  so  that  she 
was  again  on  no  anticonvulsant.  After  two  days  she 
began  to  have  severe  grand  mal  seizures  and  had 
nine  within  forty-eight  hours.  She  became  confused 
and  amnesic.  Chlordiazepoxide  therapy  was  resumed 
and  her  seizures  decreased  to  the  former  pattern 
for  several  months.  Then  her  spells  began  to  increase 
and  another  anticonvulsant  was  substituted  for  the 
chlordiazepoxide.  She  had  a psychotic  episode 
following  withdrawal  of  the  chlordiazepoxide. 

The  patient  has  always  been  emotionally  unstable. 
Her  personal  life  has  been  complicated  by  premari- 
tal difficulties,  caring  for  ailing  relatives  and  most 
recently  the  accidental  drowning  of  her  hyperactive 
son.  Her  spells  have  always  been  less  frequent  dur- 
ing periods  of  crisis,  however. 

Her  electroencephalogram  actually  showed  more 
paroxysmal  slow  and  shaip  activity  during  chlor- 
diazepoxide therapy  than  before  it  was  started. 

Case  2.  This  is  an  example  of  a patient  in  the 
temporary  practical  control  group.  This  eleven  year 
old  boy  began  to  have  idiopathic  petit  mal  seizures 
at  the  age  of  four.  The  spells  occurred  several  times 
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each  day.  His  anticonvulsant  program  had  included 
trimethadione,  phenobarbital,  mephobarbital,  para- 
methadione,  methsuximide,  quinacrine  hydrochlor- 
ide, acetazolamide,  meprobamate,  phensuximide, 
and  amino  - glutethimide.  Chlordiazepoxide  was 
given  along  with  15  mg.  dextroamphetamine  in  sus- 
tained release  capsules.  Gradually  the  dextroamphe- 
tamine was  withdrawn  and  the  patient  maintained 
on  chlordiazepoxide  10  mg.  three  times  a day  for 
about  nine  months.  No  more  than  three  or  four 
overt  spells  were  noted  during  this  period.  The 
patient  then  had  some  increase  in  spells  and  an 
analog  of  the  drug  was  substituted.  Again  he 
achieved  practical  temporary  control. 

His  earlier  electroencephalograms  had  shown  fre- 
quent petit  mal  attacks,  but  none  were  noted  in 
the  record  taken  during  chlordiazepoxide  therapy, 
although  high  voltage  sharp  waves  persisted.  There 
was  increased  rapid  activity. 

Case  3.  This  is  an  example  of  a patient  appar- 
ently made  worse  by  the  drug.  This  forty-five  year 
old  married  female  had  a history  of  idiopathic  grand 
mal  seizures  for  twenty-nine  years.  The  major  spells 
occurred  usually  once  a month  in  association  with 
her  menstrual  periods,  and  the  warnings  somewhat 
oftener.  Chlordiazepoxide  10  mg.  four  times  a day 
was  added  to  methsuximide  three  times  a day, 
dipenylhydantoin  100  mg.  three  times  a day  and 
phenobarbital  15  mg.  five  times  a day.  The  com- 
bination of  phenobarbital  and  chlordiazepoxide 
made  her  very  groggy.  When  phenobarbital  was 
discontinued,  she  was  able  to  tolerate  20  mg.  chlor- 
diazepoxide four  times  a day  without  drowsiness. 
The  patient  noted  a renewed  interest  in  social  ac- 
tivities and  a sense  of  well  being.  However,  her 
seizures  increased  in  frequency  so  that  the  chlor- 
diazepoxide was  discontinued  and  replaced  by 
phenobarbital.  The  patient’s  electroencephalogram 
showed  evidence  of  deterioration  during  chlordiaz- 
epoxide therapy. 

An  acute  psychotic  reaction  occurred  following 
withdrawal  of  chlordiazepoxide  requiring  hospitali- 
zation. Her  control  since  then  has  been  only  fair 
but  her  electroencephalogram  has  improved  some- 
what after  the  chlordiazepoxide  was  discontinued. 

discussion 

The  wide  range  of  types,  severity,  duration 
and  etiology  of  epilepsy  represented  in  this  rela- 
tively small  series  of  patients  makes  it  hazardous 


Chemical  Nomenclature 


generic  names 

trade  names 

acetazolamide 

Diamox 

amino-glutethimide 

Elipten 

chlordiazepoxide 

Librium 

dextro  amphetamine  sulfate 

Dexidrene  Sulfate 

diphenylhydantoin  sodium 

Dilantin  Sodium 

mephobarbital 

Mebaral 

meprobamate 

Miltown 

Equanil 

methsuximide 

Celontin 

methyl-phenyl-ethyl  hydantoin 

Mesantoin 

paramethadione 

Paradione 

pentylenetetrazole 

Metrazol 

phenacemide 

Phenurone 

phenobarbital 

Luminal 

phensuximide 

Milontin 

primidone 

Mysoline 

quinacrine 

Atabrine 

trimethadione 

Tridione 

to  attempt  to  draw  any  statistically  valid  con- 
clusions from  this  study.  The  drug  may  have 
some  anticonvulsant  properties  but  further  ex- 
perience with  milder  cases  in  which  this  is  the 
only  drug  used  will  be  necessary  before  one  is 
justified  in  listing  it  as  such  a drug.  Nevertheless, 
a significant  number  of  these  refractory  patients 
were  benefited  by  chlordiazepoxide  therapy  and 
some  of  this  benefit  may  be  a direct  anticonvul- 
sant action.  In  this  series  we  did  not  see  evidence 
that  chlordiazepoxide  was  more  effective  in 
controlling  one  type  of  seizure  than  another. 
The  most  favorable  results  were  obtained  in 
children,  but  children  are  apt  to  improve  spon- 
taneously even  without  changes  in  medication. 
Chlordiazepoxide  would  seem  to  be  a good 
choice  as  a tranquilizer  when  this  type  of  treat- 
ment is  indicated  in  the  epileptic  patient.  The 
freedom  from  side  effects,  other  than  mild  drow- 
siness and  ataxia,  are  well  known  and  this  was 
confirmed  in  this  group  of  patients,  many  of 
whom  were  kept  on  heavy  doses  of  anticonvul- 
sants during  their  trial  on  chlordiazepoxide. 

We  are  now  testing  two  analogs  of  chlordi- 
azepoxide as  anticonvulsants.  Although  we  have  ■ 
given  only  twelve  patients  one  or  both  of  these 
new  medications,  there  is  some  indication  that  , 
they  may  prove  to  be  more  useful  than  chlor-  | 
diazepoxide  as  anticonvulsants.  Several  patients 
showing  a good  response  to  one  of  the  analogs 
had  also  obtained  temporary  reduction  of  seiz- 
ures with  chlordiazepoxide.  All  but  three  of  this 
group  had  been  tried  on  chlordiazepoxide  pre- 
viously. It  is  too  early  to  draw  any  conclusions 
from  this  limited  study.  ■ 

Good  Samaritan  Hospital,  1015  N.W.  22nd  Avenue 

(Dr.  Brodie)  j 
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Why  do  you  eat  soup,  Doctor? 


] r more  than  one  reason.  Certainly  you  eat  soup  because 
: a like  it,  because  soup  is  delicious,  because  it  just  hap- 
]ns  to  hit  the  spot  — a savory,  hot  soup  on  a cold  day, 

' a refreshing,  chilled  soup  when  the  mercury’s  hitting 
'2  90’s.  But  you  also  eat  soup  because  it’s  nutritious, 

1 -ause  it  provides  nourishment  and  fluid  which  the  body 
4n  readily  utilize. 

In  this  respect,  what’s  good  for  you  is  also  good  for 
ur  patients.  They  can  benefit  from  many  Campbell’s 
ups,  and  almost  every  patient  will  feel  his  whole  out- 
fit brightened  by  a bowl  of  tasty,  nourishing  soup. 

All  Campbell’s  many  different  soups  are  carefully 
ended  ...  all  are  naturally  good.  There’s  a Campbell’s 
•up  suitable  for  nearly  every  one  of  your  special-diet 
.tients  — high  protein,  low  residue,  high  or  low  calorie, 


with  a wide  variety  of  essential  nutrients.  Take  our  9 
kinds  of  vegetable  soups,  for  instance.  You  see  some 
of  their  ingredients  in  our  picture.  The  protein  content 
of  these  vegetable  soups  ranges  approximately  from  2.0 
to  6.0  gm.  in  a 7 oz.  serving,  fat  content  from  1.0  to  5.0 
gm.,  calories  from  46  to  83. 

We  have  just  completed  a new  series  of  analyses  of 
the  nutritional  contents  of  our  different  soups.  We  feel 
it  will  interest  you  and  be  of  real  use.  Write 
to  us  today  for  your  copy.  Recommend 
Campbell’s  Soups  to  your  patients ...  and, 
of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 


and  diet,  for  every  meal. 

Campbell  Soup  Company,  Dept.  17, Camden, N.J. 
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Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Blair  J.  Henningsgaard,  M.D.,  Astoria 
secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


The  Auxiliary  Celebrates  35th  Anniversary 

Fancy  Flapper  Fashions,  a stunning  twenties  re- 
view, highlighted  the  35th  anniversary  of  the  found- 
ing of  the  Woman’s  Auxiliary  to  the  Oregon  State 
Medical  Society  at  their  annual  spring  session  meet- 
ing April  6,  1962,  at  the  YWCA  in  Portland.  Mrs. 
J.  Earle  Else,  the  first  president,  spoke  of  the  first 
years  of  organizing  and  how  the  53rd  session  of 
the  Oregon  State  Medical  Society  will  long  be  re- 
membered in  that  it  brought  forth  the  Auxiliary  that 
has  become  an  organization  of  prominence  and 
influence  in  the  state. 

Other  past  presidents  honored  at  the  luncheon 
were  Mrs.  John  Abele,  1934-35,  Mrs.  E.  Merle  Tay- 
lor, 1944-45;  Mrs.  Harry  B.  Moore,  1948-49;  Mrs. 
Harold  E.  Davis,  1955-56;  Mrs.  Leonard  D.  Jacob- 
son, 1956-57;  Mrs.  Merle  Pennington,  1958-59,  and 
Mrs.  Willis  B.  Shepard,  1959-60. 

M rs.  J.  Cliffton  Massar  of  Portland  was  named 
president-elect  and  Mrs.  Guy  B.  McCutchan,  Port- 
land, vice-president;  and  Mrs.  E.  E.  Howard,  Klam- 
ath Falls,  Mrs.  E.  L.  Harlow,  Medford,  Mrs.  George 
A.  Nash,  Portland  and  Mrs.  Harvey  W.  Baker, 
Sherwood,  regional  vice  - presidents.  Mrs.  C.  C. 
Peterson,  Newberg,  will  serve  as  recording  secre- 
tary; Mrs.  T.  Glenn  Ten  Eyck,  Portland,  as  treas- 
urer; Mrs.  Warren  B.  Thompson.  Hood  River,  audi- 
tor; and  Mrs.  Don  G.  Mackie,  Grants  Pass  and  Mrs. 
F.  F.  Rawls,  Seaside,  directors. 

Mrs.  Ian  D.  Macdonald  of  Salem  was  installed  as 
president  to  succeed  Mrs.  G.  Prentiss  Lee  of  Port- 
land. Mrs.  Lee  was  presented  with  a gold  charm, 
a replica  of  the  president’s  pin,  from  the  State 
Auxiliary;  and  a diamond  was  presented  from  her 
own  Multnomah  County  Auxiliary. 


The  morning  business  session,  attended  b\  dele- 
gates from  15  counties,  included  a report  of  the 
state  president  and  her  activities  throughout  the 
year.  Outstanding  and  interesting  reports  of  projects 
and  programs  of  the  component  county  auxiliaries 
moderated  by  Mrs.  C.  A.  Fratzke  of  Independence, 
state  program  chairman,  were  presented  by  Mrs. 
Fred  Asbury  for  Benton  County;  Mrs.  William  Leh- 
man, Clackamas  County;  Mrs.  Elliott  L.  Harlow. 
Jackson  County;  Mrs.  Arthur  L.  Forsgren,  Josephine 
County;  Mrs.  Everett  E.  Howard,  Klamath  County 
Mrs.  Donald  Fox,  Lane  County;  Mrs.  A.  Eugene 
Carlson,  Linn  County;  Mrs.  C.  John  Kopp,  for  Mrs 
Sam  Pobanz,  Malheur  County;  Mrs.  Thomas  H 
Dunham  for  Marion-Polk  Counties;  Mrs.  Leonard 
L.  Hoffman  for  Mrs.  J.  Allan  Henderson  of  the 
Mid-Columbia  Auxiliary;  Mrs.  George  A.  Nash. 
Multnomah  County;  Mrs.  Fred  C.  Nachtigal,  Wash- 
ington County;  Mrs.  Crittenden  Huston,  Yamhill 
County  and  Mrs.  Richard  Beighle  for  the  local 
chapter  of  the  Student  American  Medical  Associa- 
tion. 

Another  session  highlight  was  the  presentation  of 
an  honorary  life  membership  to  Mrs.  Leonard  D 
Jacobson  of  Eugene  in  recognition  of  her  outstand- 
ing service  to  the  Auxiliary.  Mrs.  Jacobson  served 
as  State  president,  National  Health  Careers  Chair- 
man for  three  years.  Regional  Vice-president  of  tin 
National  Auxiliary  and  Chairman  of  the  first  North- 
west Regional  Conference  on  Health  Careers  held 
in  Portland  last  November. 

A new  Auxiliary  program  for  1962-63  was  pre- 
sented by  Roderick  Johnson.  He  demonstrated  and 
explained  the  new  Civil  Defense  Medical  Self-Help 
Kit  and  program  and  plans  for  training. 
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Our  1962  Health  Careers  Day 

MRS.  ALLEN  L.  MUNDAL  Portland 
Chairman  of  Health  Careers  Day 
Woman's  Auxiliary  to  Oregon  State  Medical  Society 


Oregon’s  1962  Health  Careers  Day  was  an  excit- 
ng  experience  to  those  who  watched.  They  saw 
ligh  school  students,  parents,  councilors  and  teach- 
rs.  some  1490  in  all,  tour  the  University  of  Oregon 
dedical  and  Dental  School  facilities,  plus  six  down- 
own  hospitals.  Of  the  students,  100  were  freshmen, 
172  were  sophomores,  461  juniors  and  342  seniors. 
)f  a possible  217  high  schools  throughout  the  State, 
103  were  represented,  an  increase  of  50  per  cent 
>ver  the  attendance  of  two  years  ago.  Two  hundred 
evcnty-five  boys  and  eleven  hundred  girls  regis- 
ered  prior  to  the  first  session. 

Attendance  according  to  County  was  as  follows: 


Multnomah 

365 

Coos 

2 

Crook 

5 

Wasco 

37 

Klamath 

3 

Clackamas 

184 

Linn 

41 

Polk 

62 

Yamhill 

47 

Tillamook 

17 

Clatsop 

74 

Gilliam 

1 

Deschutes 

7 

Lake 

1 

Lincoln 

2 

Hood  River 

13 

Douglas 

4 

Marion 

117 

Umatilla 

12 

Jackson 

20 

Lane 

250 

Josephine 

11 

Washington 

79 

Benton 

23 

Our  plan  for  handling  these  students  the  past  few 
/ears  has  been  as  follows:  Each  year  the  Medical 
md  Dental  Schools  open  their  doors  to  students  on 
Health  Careers  Day.”  One  year  Multnomah  County 
students  take  advantage  of  this  opportunity  and  the 
next  year,  students  from  all  counties  in  the  state 
(except  Multnomah  County)  are  included.  On  off- 
years,  Multnomah  County  students  view  local  hos- 
pitals. An  attempt  is  being  made  to  encourage  local 
programs  around  the  state  on  years  when  students 
do  not  travel  to  Portland.  There  have  been  several 
such  in  the  state,  all  of  which  have  been  successful, 
but  even  more  participation  is  hoped  for  this  coming 
year. 

"Health  Careers  Day”  then,  this  year,  was  divided 
into  two  programs:  Students  from  Multnomah  Coun- 
jty,  totaling  361,  participated  in  a program  involving 
six  private  hospitals.  Attendance  was  as  follows: 
Good  Samaritan  Hospital  70;  Providence  Hospital 
56;  Emanuel  Hospital  77;  Holladay  Park  46;  Physi- 
cians and  Surgeons  Hospital  27;  and  St.  Vincent 
Hospital  85.  Portland  Sanitarium  was  not  repre- 
sented because  of  Saturday  being  their  Sabbath. 
This  gave  the  students  an  opportunity  to  see  careers 
in  action  as  practiced  in  a hospital.  Heads  of  depart- 
ments discussed  their  fields,  some  demonstrations 
were  included,  and  lunch  was  served  in  the  hospital 
'cafeterias  at  the  conclusion  of  the  program. 


Students  from  the  other  twenty-four  participating 
counties  were  invited  to  attend  a morning  session 
viewing  facilities  at  the  University  of  Oregon  Medi- 
cal and  Dental  Schools.  There  were  1129  in  attend- 
ance. Of  this  number,  63  were  parents,  52  were 
councilors  or  teachers.  The  program  involved  nine 
areas:  medicine,  dentistry,  nursing,  dental  hygiene, 
dietetics,  medical  psychology,  medical  technology, 
x-ray  techniques,  and  occupational  therapy. 

Student  interest  areas  as  evidenced  by  the  survey 


sheets  indicate  the  following: 
Area  Hospital 

Medical 

School 

Total 

Dental  Hygiene 

148 

148 

Dentistry 

105 

105 

Dietetics 

7 

131 

138 

Medical  Psychology 

481 

481 

Medical  Technology 

30 

414 

444 

Medicine 

41 

397 

438 

Nursing 

146 

509 

655 

Occupational  Therapy 

365 

365 

X-Ray  Techniques 

30 

277 

307 

Other 

71 

215 

286 

Medical  secretary,  librarian,  physical  therapy,  re- 
search, social  work,  and  pharmacy  were  other  areas 
of  interest  included.  The  large  number  included  in 
“other”  is  due,  primarily,  to  the  fact  that  some 
schools  found  it  necessary  to  mimeograph  additional 
forms  and  the  one  line  which  asked  for  interests  was 
either  omitted,  or  placed  in  such  a manner  that  it 
was  not  readily  seen  by  the  student;  thus  we  do  not 
have  this  information. 

Students  were  given  the  opportunity  to  spend 
from  one-half  hour  to  forty-five  minutes  in  three  of 
the  above  nine  areas.  These  they  had  selected  pre- 
viously. A milk  break  was  planned  between  the 
second  and  third  sessions.  (Donated  by  the  Oregon 
Dairy  Council) 

At  the  completion  of  the  program,  lunch  was 
served  by  the  Auxiliaries  of  the  Oregon  State  Dental 
Association  and  Medical  Society  at  the  Oregon  Mu- 
seum of  Science  and  Industry.  This  consisted  of  hot 
dogs,  potato  chips,  milk,  apple  and  cup  cake.  The 
food  was  provided  by  the  Oregon  State  Dental 
Association  and  the  Oregon  State  Medical  Society. 
Sixteen  exhibits  on  health  career  fields  were  avail- 
able for  viewing  at  OMSI. 

The  students’  survey  sheets  reveal  a great  inter- 
est and  enthusiasm  for  the  program.  We  feel  this 
opportunity  has  jelled  the  intent  to  follow  a health 
career  in  the  minds  of  many  students  whose  interest 
had  already  been  evident,  and  that  perhaps  a new 

(Continued  on  Page  5 22 
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Fibre-free 

HYPOALLERGENIC 

formula 

(D  Provides  balanced  nutritional  values. 

An  excellent  formula  for  regular 
infant  feeding. 

<3)An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


mmma 

■ ■ 1 

- Him 

■■  • 

ofrm  (Lb  a/m 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • M T.  VERNON,  OHIO 
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Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown” 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  os  MEPROTABS®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release  capsules 
as  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 

\^tWALLACE  LARORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Continued  from  Page  519) 

idea  was  born  in  those  who  were  undecided.  At  any 
rate  we  feel  the  program  has  been  a tremendous 
success  and  that  our  efforts  have  been  well  re- 
warded. 

Our  plans  for  the  future  involve  interesting  as 
many  counties  as  possible  in  the  developing  a health 
careers  day  in  their  own  communities,  using  local 
facilities.  This  has  been  accomplished  in  several 
counties  in  years  past;  none  this  year,  however, 


since  state  students  had  an  opportunity  to  visit  the 
Portland  area.  We  hope  to  divide  the  state  into  five 
or  six  regions  next  year  with  area  chairmen  desig- 
nated to  follow  through  on  local  programs.  The  use 
of  local  hospitals,  Red  Cross,  tuberculosis  and  | 
health  associations,  various  clinics,  public  health  I 
departments,  nursing  homes,  etc.,  might  well  be 
used  as  aids  to  stimulate  interest  in  a health  career 
We  feel,  as  evidenced  by  our  program  this  year, 
that  the  interest  is  there  if  we  will  but  make  the 
opportunity  available  to  the  student. 


Guy's  Surgeon  to  Give  Tomlin  Lectures 

Hedley  J.  B.  Atkins,  of  London,  England,  will 
discuss  cancer  of  the  breast  at  Medford,  August  15- 
16,  1962.  The  symposium  will  be  at  the  Rogue 
Valley  Country  Club  and  is  one  of  the  John  Tomlin 
Memorial  Cancer  Lectures,  a series  growing  in 
interest  and  importance. 

They  are  financed 
through  bequest  of  John 
R.  Tomlin,  to  the  Oregon 
Division  of  the  American 
Cancer  Society. 

Mr.  Atkins  is  professor 
of  surgery  at  the  Univer- 
sity of  London  and  direc- 
tor of  the  department  of 
surgery  at  Guy’s  Hospi- 
tal. He  was  appointed 
surgeon  at  that  hospital 
in  1936  and  has  been  di- 
rector of  the  breast  clinic 
at  Guy’s  since  1937. 

Among  other  activities 
and  responsibilities  he  has  been  a member  of  the 
Council  of  the  Royal  College  of  Surgeons  and  mem- 
ber of  its  Board  of  Examiners.  He  is  a member  of  the 
clinical  research  board  of  the  Medical  Research 
Council  and  president  of  the  Surgical  Research 
Society.  He  will  participate  in  the  general  discus- 
sion sessions  and  will  give  three  lectures: 

1.  Cancer  of  the  breast  in  general  practice. 

2.  Treatment  of  cancer  of  the  breast. 

3.  Research  into  cancer  of  the  breast. 

At  a dinner  meeting,  planned  for  the  evening 
of  the  first  day,  Dr.  Arthur  S.  Flemming,  president 
of  the  University  of  Oregon  will  discuss  govern- 
mental support  of  research. 

Recreational  activities  available  in  the  famous 
Rogue  River  Valley  make  it  an  attractive  area  for 
stay  of  several  days  before  or  after  the  meeting. 
Annual  Shakespearean  Festival,  at  Ashland,  will  be 
an  added  attraction  but  those  planning  to  attend 
are  advised  to  make  reservations  early  as  seats  are 
in  heavy  demand  this  year. 


H.  B.  ATKINS 
DM,  M CH,  FRCS 


Chairman  of  the  committee  on  arrangements  is 
Brian  D.  Stringer,  M.D.,  906  East  Main  Street. 
Medford. 

OBITUARIES 

dr.  clarence  l.  gilstrap,  LaGrande,  died  March  | 
7 of  uremia  at  the  age  of  59.  Born  in  San  Francisco, 
he  moved  to  the  LaGrande  area  in  1928.  Dr.  Gil-! 
strap  graduated  in  1927  from  the  University  of  On  - I 
gon  Medical  School. 

dr.  thomas  j.  mc  guire,  40,  of  Portland,  died  from 
chronic  pyelonephritis  on  March  1.  A 1947  gradual < 
of  the  University  of  Nebraska  College  of  Medicine,! 
Dr.  McGuire  served  his  internship  and  residency  at 
St.  Vincents  Hospital  in  Portland. 

dr.  needham  e.  ward,  died  unexpectedly  of  a 
cerebral  hemorrhage  on  March  19  at  the  Veterans 
Hospital  in  Portland.  He  was  fifty-nine.  Born  in  • 
North  Carolina,  Dr.  Ward  graduated  from  Duke 
University  School  of  Medicine  in  1932.  He  practiced 
in  Greenville,  North  Carolina  and  served  in  the  Air 
Force  before  settling  in  Seaside  in  1946.  Dr.  Ward., 
a Lieutenant  Colonel  in  the  Air  Force  Beserve.  uas 
on  a weekend  training  mission  when  he  was  stricken 

dr.  Herbert  m.  greene,  Portland,  died  March  22 
of  metastatic  carcinoma  at  the  age  of  83.  He  was 
graduated  in  1904  from  the  University  of  Oregon 
Medical  School,  later  serving  with  the  army  medical 
corps  in  the  Mexican  Expedition.  He  was  chief  sm 
geon  at  Camp  Lewis  during  World  War  I.  retiring j 
with  the  rank  of  Colonel. 

dr.  wade  h.  fortner,  of  Corvallis,  75,  died  of 
leukemia  on  March  27 . He  received  his  degree  fron 
Indiana  University  School  of  Medicine  in  1913.  Dr 
Fortner  served  as  a medical  officer  in  the  Army' 
during  World  War  1 and  practiced  in  V isconsiu 
before  settling  in  Corvallis  in  1937. 


522 

Northwest  Medicine,  June  1962 


PRESIDENTS  page 


BLAIR  J.  HENNINGSGAARD,  M.D. 


Bv  the  time  this  reaches  our  membership  some 
mighty  decisions  may  have  been  reached.  Looking 
ahead  to  mid-June,  I would  predict  a symphony  of 
sound  and  fury  emanating  from  Washington,  D.  C. 
which  may  make  the  medical  audience  acutely 
uncomfortable.  A symphony  is  a harmonious  com- 
bination of  dissimilar  notes  and  instruments.  The 
analogy  to  the  medical  profession  is  obvious.  We, 
too,  are  such  a combination  of  dissimilar  parts.  We, 
too,  must  eliminate  discordant  notes  to  have  a 
pleasing  effect  upon  our  audience.  We,  too,  must 
practice  continuously  to  achieve  and  maintain  per- 
fection. In  short,  we  too  must  know  the  “score.” 

There  exists  at  the  present  time  mounting  evi- 
dence that  more  and  more  physicians  are  becoming 
aware  of  the  “score.”  They  are  being  forced  to  accept 
as  a fact  of  life  the  continuing  drive  for  govern- 
mental control  of  our  profession  through  govern- 
mental control  of  our  patients.  By  the  middle  of 
June  our  “orchestra”  should  include  20,000  dedi- 
cated and  educated  instruments  playing  full  fortis- 
simo. The  overtones  of  our  concert  must  reach  from 
every  corner  of  the  country  to  Washington,  D.  C. 
The  refrain  must  echo  from  the  mail,  the  telegrams 
and  telephones  of  every  elected  official.  The  music 
must  be  harmonious.  The  message  must  be  clear. 
We  must  prevent  medical  care  from  falling  into  the 
pit  of  Social  Security. 

Recent  polls  have  shown  a greater  public  aware- 
ness of  the  inadequacy  of  Anderson-King,  of  the 
political  motivation  behind  the  hysterical  promul- 


gation of  this  legislation,  and  of  the  great  disparity 
in  statistics  relevant  to  need.  These  polls  have  shown 
a decline  in  public  acceptance  of  the  government’s 
proposals.  Our  task  is  to  continue  the  public  edu- 
cation essential  to  true  understanding  of  these  pro- 
posals and  to  be  sure  this  public  opinion  is  com- 
municated to  Washington.  We  must  continue  to 
dedicate  ourselves  to  these  tasks  of  public  responsi- 
bility. 

Shortly  after  you  read  this  we  will  meet  in  Chi- 
cago for  the  Annual  AMA  meeting.  This  will  be 
the  most  important  meeting  of  our  profession  in  our 
lifetime.  Here  we  will  no  doubt  learn  of  our  fate; 
here  we  will  plan  our  future.  This  meeting  should 
be  attended  by  every  physician  who  can  possibly 
break  away  from  his  practice.  We  must  present  a 
unified  and  dedicated  profession  to  our  detractors 
in  government  and  to  our  loving  and  loyal  public. 
We  must  be  strong  in  the  face  of  criticism;  we  must 
be  resolute  in  protecting  our  professional  ideals  and 
ethics;  we  must  be  determined  to  preserve  for  future 
generations  a free  profession.  United  we  form  a 
tower  of  harmony  and  strength;  divided  we  form 
a tower  of  Babel.  The  decision  as  to  which  it  shall 
be  must  be  made  now,  not  as  we  fall. 
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WASHING  TO  A 


Washington  State  Medical  Association  — 1309  seventh  avenue,  Seattle  i, Washington 

president  Willard  B.  Reic,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


Bellingham  Host  City  for  General  Practice  Group 


Featured  speaker  at  meeting  of  the  Washington 
Academy  of  General  Practice  at  Bellingham,  May 
18,  19,  was  Alexander  Brunschwig  of  New  York, 
but  he  was  not  by  any  means  alone  as  a contributor 
to  an  excellent  meeting.  A.  D.  Claman  of  Vancou- 
ver, British  Columbia,  John  F.  Fairbairn  II,  of  Roch- 
ester, Minnesota,  and  Robert  D.  Jensen,  of  Spokane, 
gave  excellent,  practical  discussions  and  a local 
physician  shattered  an  old  myth  about  the  source 
of  good  speakers.  Robert  F.  Kaiser,  a Bellingham 
opthalmologist.  gave  one  of  the  most  interesting  dis- 
cussions of  the  meeting  and  was  virtually  swamped 
by  questioners  seeking  further  information  after  his 
lecture  on  early  diagnosis  in  eye  disease. 

Facilities  at  Bellingham  were  excellent  for  the 
meeting,  first  major  medical  session  in  that  city 
since  the  meeting  of  Washington  State  Medical 
Association  in  1938.  Registration  included  nearly 
400  physicians,  guests  and  exhibitors.  A pleasant 
added  feature  was  the  leisurely  cruise  to  Rosario, 
Orcas  Island,  on  the  second  day  of  the  meeting. 
M rs.  William  B.  Cook,  whose  amusing  books  enjoy 
great  popularity,  and  Malcolm  Heath,  the  “Island 
Hopping  Physician  of  the  San  Juans,”  vied  for  hon- 
ors as  the  most  entertaining  at  the  Rosario  dinner 
and  achieved  a draw. 

This  was  the  first  trip  to  the  Pacific  Northwest 
for  Dr.  Brunschwig,  whose  surprisingly  mild  manner 
made  it  almost  impossible  to  believe  that  he  is  one 
of  the  world’s  leading  practitioners  of  ultra-radical 
surgery.  He  described  and  showed  photographs  of 
the  results  of  some  of  his  operations  that  may  only 
be  described  as  mutilating  but  which  in  some  cases 
have  saved,  and  made  useful,  lives  otherwise  cer- 
tainly doomed  by  cancer.  In  spite  of  his  espousal 


of  radical  operations,  he  is  quite  conservative  about 
cancer  and  pregnancy.  Also  he  hopes  that  the  sur- 
gery making  him  famous  will,  some  day,  be  rendered 
obsolete  by  some  type  of  vaccination,  basing  his 
belief  on  spontaneous  cure  of  a number  of  cases 
after  absolute  and  undeniable  proof  of  malignancy. 

Diabetic  and  prediabetic  women  have  more  preg- 
nancy complications  than  others,  according  to  Dr 
Claman.  This  is  such  a constant  finding  that  it  has 
been  confirmed  in  retrospective  analysis  of  the 
pregnancy  records  of  women  developing  diabetes 
after  the  menopause  even  though  there  had  been 
no  prior  suspicion  of  the  disease.  Abnormal  glueost 
metabolism  sometimes  appears  only  during  preg- 
nancy and  is  not  detected  by  fasting  blood  sugar. 
Full  glucose  tolerance  test  should  be  run.  Routim 
urine  test  during  pregnancy  should  not  be  done  on 
a morning  sample  but  that  collected  two  hours  after 


Erroll  W.  Rawson  (left)  of  Seattle  was  formerly  instructor 
in  anatomy  at  the  University  of  Chicago.  One  of  his 
students  was  Alexander  Brunschwig  (right),  guest  speaker 
at  meeting  of  the  Washington  Academy  of  General 
Practice. 
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the  heaviest  meal.  Diabetics  and  prediabetics  should 
not  be  given  ordinary  diabetic  care  during  preg- 
nancy but  must  have  extraordinary  care  if  the  com- 
plication rate  is  to  be  reduced. 

Refreshing  view  of  the  responsibility  of  physicians 
was  voiced  by  Dr.  Fairbairn,  who  said  that  use  of 
anticoagulants  should  be  decided  by  each  practi- 
tioner on  the  basis  of  his  own  experience.  This  is 
in  marked  contrast  to  the  testimony  of  a medical 
school  professor  before  the  Kefauver  Committee  last 
summer  when  he  said  that  private  physicians  in  this 
country  could  not  be  trusted  to  evaluate  the  effi- 
cacy of  drugs.  Medical  literature  is  replete  with 
statistics  on  use  of  anticoagulants  in  a variety  of 
conditions  but  variations  in  criteria  render  valid  con- 
clusions impossible.  Antibiotic  therapy,  fever,  sali- 


cylates, impaired  hepatic  function,  barbiturates  and 
several  other  factors  may  alter  results  from  anti- 
coagulants. Patients  on  continued  anticoagulation 
should  have  test  of  prothrombin  time  at  least  every 
two  weeks. 

In  discussing  peripheral  vascular  disease,  Dr.  Fair- 
bairn distinguished  clearly  between  thromboangiitis 
obliterans  and  arteriosclerosis  obliterans,  stating  that 
pathologists  might  quibble  over  findings  in  Buer- 
ger’s disease  but  that  it  is  and  always  will  be  a 
clinical  entity.  He  lamented  the  fact  that  knowledge 
of  vascular  pathology  and  physiology  is  meager  and 
that  teaching  of  these  subjects  in  medical  schools  is 
poor.  Careful  differential  diagnosis  is  based  largely 
on  careful  evaluation  of  minor  differences  in  symp- 
toms common  to  both  types  of  occlusive  disease. 


Surgeons  to  Meet  in  Tacoma 


The  annual  meeting  of  the  Washington  State 
Chapter  of  the  American  College  of  Surgeons  will 
a fg  be  held  in  Tacoma  on 
July  14,  1962.  Warfield 
M.  Firor,  of  Baltimore, 
guest  speaker  at  the  ses- 
sions,  will  discuss  sur- 
gery of  the  thyroid,  and 
common  duct. 

Open  to  all  physicians, 
the  meeting  will  be  held 
at  the  Doric  Motel  and 
Winthrop  Hotel.  The 
$15.00  fee  includes 
breakfast,  luncheon  and 
dinner,  and  six  credits 
Warfield  m.  firor,  M.D.  wi]]  Re  given  to  mem- 
bers of  the  AAGP.  Following  is  the  program  of  the 
sessions : 


8:30  a.m. 


10:00  a.m. 


11:30  a.m. 
12:15  p.m. 


Panel  discussion:  The  Treatment  of 
Varicose  Veins 

Panel:  Dean  K.  Crystal,  Seattle 

Robert  F.  Welty,  Spokane 
S.  F.  Herrmann,  Tacoma 
Moderator:  Edmund  A.  Kanar, 
Tacoma 

CLINICAL  SESSION 

Carcinoid  Tumor  of  the  Small  Bowel. 

J.  B.  Gustafson,  Yakima 
Intestinal  Obstruction  after  Gastric 
Surgery  Simulating  Stomal  Ob- 
structions. David  Metheny,  Seattle 
Surgical  Correction  of  Imperforate 
Anus  in  a 20-year-old  Male. 

Gordon  H.  Congdon,  Wenatchee 
A Review  of  Surgery  of  the  Thyroid. 

Warfield  M.  Firor,  Baltimore 
Business  meeting.  Election  of  Officers 
Luncheon 


2:00  p.m.  CLINICAL  SESSION 

Present  Day  Concepts  in  the  Manage- 
ment of  Intracranial  Aneurysms. 
John  S.  Tvtus  and  Hale  Haven, 
Seattle 

Revascularization  of  the  Liver,  Utiliz- 
ing the  Splenic  Artery.  G.  Douglas 
Romney,  Yakima 
The  Care  of  The  Diabetic  Foot. 
Clinton  A.  Piper  and  Thomas  O. 
Murphy,  Tacoma 

Problems  of  Common  Duct  Surgery. 
Warfield  M.  Firor,  Baltimore 
3:30  p.m.  Intermission 

3:45  p.m.  Selection  of  Patients  for  Internal 

Carotid  Artery  Endarterectomy. 
Sherman  W.  Day  and  Arthur 
Biddle  (by  invitation) 

The  Case  of  the  Missing  Fecalith. 
Thomas  E.  Monfore,  (Capt.,  USA), 
Madigan  Hospital 
Selective  Gastric  Vagotomy. 

Charles  A.  Griffith,  Bellevue 
Award-Winning  Resident’s  Paper: 
Treatment  of  the  Dumping  Syn- 
drome with  Serotonin  Antagonists. 
Lloyd  P.  Johnson,  Ass’t  Resident  in 
Surgery,  Veterans  Administration 
Hospital,  Seattle 

Discussion  of  afternoon  papers  by 
Dr.  Firor 


Medical  Students  Receive  Awards 

Medical  organizations  awarded  a number  of 
scholarships  and  prizes  to  students  at  the  University 
of  Washington  School  of  Medicine  on  Medical  Hon- 
ors Day,  May  20. 

A $1,000  scholarship,  made  available  through  the 
Spokane  County  Medical  Society,  was  awarded  to 
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Michael  Smith,  third-year  student.  Funds  for  this 
scholarship  are  contributed  by  four  Spokane-area 
pharmacies  in  lieu  of  Christmas  gifts  formerly  dis- 
tributed. 

Group  Health  Cooperative  of  Puget  Sound  award- 
ed a $525  scholarship  to  Stephen  L.  Johnson,  first- 
year  student. 

Bronko  Borozan,  fourth-year  student,  received  a 
$100  prize  from  the  King  County  Medical  Society 
Scholarship  Committee  for  hospital  extension  work. 
Howard  Huntington,  fourth-year  student,  received  a 
S250  Seattle  Gynecologic  Society  prize,  while  John 
Wolf,  also  a senior,  received  a $250  Seattle  Surgical 
Society  prize. 

Donald  Ellingson,  second-year  student,  received  a 
$100  Medical  School  Auxiliary  scholarship  award, 
while  Ronald  Le  Mire  received  a $50  prize  from 
the  student  wives’  organization,  the  Medical  Mrs., 
on  the  basis  of  character  and  inspiration. 

Fredrik  I.  Lottsfeldt  was  given  the  Norman  W. 
Clein  Thesis  Award  for  a thesis  entitled  “The  Effect 
of  Inosine  on  Iron  Metabolism  in  Experimental 
Porphyria.” 

Eighty-nine  medical  students  received  summer 
research  fellowships  to  pursue  research  of  their  own 
choosing  at  the  School  of  Medicine.  The  fellowships 
are  sponsored  by  various  institutes  and  foundations. 
The  students  receive  about  $350  per  month. 


Speaker  for  Endocrine  Society  Meet 

E.  Perry  McCullagh,  distinguished  endocrinologist, 
of  Cleveland,  Ohio,  will  be  one  of  the  galaxy  of  stars 
to  address  the  fourteenth  post  graduate  session  of  the 
Endocrine  Society,  at  Se- 
attle, July  30-August  3. 

He  will  give  three  lec- 
tures: Clinical  Disorders 
of  Anterior  Pituitary 
Function  — Acromegaly 
a n d Hypopituitarism; 

Hypophysectomy,  Pitui- 
tary Stalk  Section  and 
Pituitary  Irradiation  in 
Diabetes;  and  Secondary- 
Hypogonadism  and 
Cryptorchidism.  Dr.  Mc- 
Cullagh has  had  access 
to  an  unusually  large 
number  of  endocrine  problems  at  the  Cleveland 
Clinic  and  was  a pioneer  in  the  field  of  gonadal  hor- 
mones. Full  program  of  the  Endocrine  Society  meet- 
ning,  planned  and  arranged  by  Robert  H.  Williams, 
was  published  in  the  March  issue  of  this  journal. 
Those  wishing  to  reserve  accommodations  for  the 
time  of  the  meeting  should  write  to  C.  Alvin  Paul- 
sen, M.D.,  732  Broadway,  Seattle  22. 


Seattle  Men  Get  Film  Award 

Top  award  in  the  annual  film  contest  conducted 
by  the  American  College  of  Chest  Physicians  goes, 
this  year,  to  Edward  Allen  Bovden,  Ph.D.,  and 
Franklin  R.  Smith,  of  Seattle.  The  award  will  be 
made  and  the  film,  on  surgical  anatomy  of  the 
pulmonary  hilum,  will  be  shown  at  the  meeting  in 
Chicago,  June  25. 

Short  Course  in  Epidemiology  to  be  Held 

An  intensive  short  course  in  epidemiology  is 
scheduled  for  July  9-13,  1962  at  the  University  of 
Washington.  The  University’s  Department  of  Pre- 
ventive Medicine,  the  Washington  State  Department 
of  Health  and  the  Communicable  Disease  Center  in 
Atlanta,  Georgia,  have  shared  in  the  development  of 
the  course.  Brian  MacMahon  of  Harvard  University 
and  a number  of  other  distinguished  speakers  will 
participate.  Special  lectures  on  measles  vaccines, 
respiratory  diseases,  enterovirus  diseases  and  meth- 
ods of  epidemiological  investigation  and  research 
are  included  in  the  program.  Further  information 
may  be  obtained  from  the  Department  of  Preventive 
Medicine  of  the  University  or  the  Department  of 
Health  in  Seattle  or  Olympia. 


OBITUARIES 

dr.  frank  s.  miller,  medical  director  of  Edge- 
cliff  Sanatorium  in  Spokane  since  1919,  died  on 
February  1 from  uremia.  Born  in  Ontario,  Canada. 
Dr.  Miller  graduated  in  1914  from  the  University 
of  Buffalo  School  of  Medicine  in  New  York.  During 
the  first  World  War,  he  served  as  a first  lieutenant 
in  the  U.S.  Army  Medical  Corps. 

dr.  ralph  n.  westfall  of  Vancouver  died  Febru- 
ary 17  of  a myocardial  infarction  at  the  age  of  48. 
Born  in  Marysville,  Missouri,  Dr.  Westfall  gradu- 
ated from  St.  Louis  University  School  of  Medicim 
in  1940.  He  served  as  a commander  in  the  Nary 
for  more  than  6 years  and  practiced  in  Portland 
from  1948  to  1961  when  he  joined  the  staff  of  the 
Veterans  hospital  in  Vancouver. 

dr.  Walter  j.  howells  died  from  a cerebral  in- 
farction on  April  4.  He  was  88.  Born  in  Buffalo. 
New  York,  he  graduated  in  1895  from  the  University 
of  Buffalo  School  of  Medicine.  From  1900  to  1904 
he  teas  superintendent  of  Eastern  State  Hospital  at 
Medical  Lake.  Dr.  Howells  practiced  in  Spokane 
from  1905  to  1949  at  which  time  he  moved  to  Se- 
attle  where  he  continued  to  practice  until  his  retire- 
ment in  1957. 

(Continued  on  Page  530 
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WILLARD  B.  REW,  M.D. 


The  negotiations  which  have  been  in  progress  be- 
tween the  WSMA  and  the  Osteopathic  State  Asso- 
ciation (WSOMA)  have  been  developing  quite 
rapidly  in  the  past  few  weeks,  and  it  seems  appro- 
priate now  to  make  a brief  progress  report.  You 
have  all,  I think,  had  a letter  from  the  National 
Osteopathic  Association  blasting  the  effort  I wish 
to  describe. 

Chronologically,  about  one  and  a half  years  ago, 
after  the  announcement  of  development  of  the 
amalgamation  plan  in  California,  some  tentative 
feelers  were  put  out  by  the  Washington  State  Osteo- 
pathic Association.  Dr.  Humiston  and  Dr.  Tucker 
held  some  preliminary  conversations  with  them. 
With  the  approval  of  the  WSMA  Executive  Com- 
mittee, a Liaison  Committee  was  appointed  to  meet 
with  the  Osteopathic  Liaison  Committee.  They  were 
E.  Harold  Laws,  Frederick  A.  Tucker,  Jess  W.  Read, 
and  Wayne  W.  Zimmerman. 

A series  of  meetings  were  held  during  which 
various  facets  of  the  problem  were  discussed,  areas 
of  agreement  were  explored,  and  actions  which 
seemed  possibly  feasible  were  studied.  No  agree- 
ments were  made. 

While  this  was  going  on,  another  event  occurred. 
The  Moses  Lake  District  Hospital  and  hospital  staff 
were  served  notice  of  a suit  by  a Dr.  Williamson, 
D.O.,  of  Moses  Lake,  to  force  membership  by  court 
order  on  the  hospital  staff  and  to  collect  $75,000 
damages.  Legal  counsel  for  Dr.  Williamson  is  being 
furnished  by  the  WSOMA  in  the  person  of  Mr. 
Grieve  of  Seattle.  This  suit  is  still  in  the  process. 
WSMA  has  backed  the  Moses  Lake  group  to 
$2,500.00,  and  will  probably  give  further  financial 
support. 

In  September,  1961,  at  the  State  Meeting,  the 
House  of  Delegates  approved  of  the  efforts  of  the 
Liaison  Committee,  and  following  the  State  Meeting 
the  four  men  were  reappointed. 

Recently  the  discussions  of  this  group  with  the 
WSOMA  Liaison  Committee  reached  an  impasse  at 
a point  where  it  became  apparent  that  the  official 


PRESIDENTS  page 

position  of  the  Osteopathic  Association  was  unalter- 
ably opposed  to  discussion  of  merger  along  the  lines 
of  the  California  plan.  Further,  the  WSOMA  has 
threatened  expulsion  of  any  members  applying  for 
M.D.  degrees  or  negotiating  under  any  position 
which  was  not  that  approved  by  the  parent  organi- 
zation. 

It  was  evident,  however,  to  our  committee  that 
this  position  did  not  have  the  sympathy  and  support 
of  a significant  percentage  of  the  osteopathic  mem- 
bership which  they  claim  to  represent. 

Our  Liaison  Committee  brought  this  information 
to  the  WSMA  Executive  Committee  who  endorsed 
the  efforts  being  made  to  develop  procedures 
whereby  qualified  osteopaths  could  receive  M.D. 
degrees  from  a medical  school  which  had  been 
fully  accredited  by  the  Liaison  Committee  of  the 
American  Medical  Association  and  the  Association 
of  American  Medical  Colleges. 

Further,  the  WSMA  Executive  Committee  au- 
thorized our  Liaison  Committee  to  deal  with  osteo- 
pathic groups  who  are  not  representatives  of  the 
WSOMA. 

In  the  meantime,  the  Osteopathic  State  Society 
began  their  suit  against  the  King  County  Bureau, 
and  against  King  County  Medical  Society.  Shortly, 
one  of  the  osteopaths  filed  for  a court  injunction  to 
prevent  the  State  Osteopathic  Association  from  using 
their  treasury  funds  to  prosecute  the  suit  against 
King  County  and  King  County  Bureau. 

At  the  present  time,  several  things  are  going  on. 
Our  Liaison  Committee  is  in  communication  with 
the  AMA  Joint  Board  of  Accreditation,  and  is  con- 
sulting with  Dean  Aagaard  of  the  University  of 
Washington  School  of  Medicine,  and  with  the  Wash- 
ington State  Medical  Licensing  Board.  A tentatively 
favorable  conversation  with  the  president  of  the 
California  Medical  College  has  occurred.  The  osteo- 
paths are  being  canvassed  and  a recent  report  indi- 
cated that  over  50  per  cent  of  the  members  of  the 
WSOMA  had  signified  their  desire  to  amalgamate 
with  the  WSMA  provided  the  plan  is  approved  and 
accredited  by  the  proper  AMA  authority. 

The  details  of  the  plan  are  not  complete,  but  are 
very  similar  to  the  California  plan.  The  granting 
of  M.D.  degrees  would  be  implemented  through  an 
accredited  medical  college. 

Requirements  would  be  as  follows: 

1.  An  unrevoked  license  to  practice  medicine  and 
surgery  in  the  State  of  Washington. 

2.  A clean  legal  record. 

3.  Five  medical  sponsors. 

4.  Approval  of  transcript  of  educational  records 
by  the  California  Medical  College. 

(Continued  on  Page  530 
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"How  are 
things  now,j( 

Miss  G.?"  . . Joicd^a ^L-cuyuMa l 

Jbt-  'THij  J^rris  aJL&n<^  UkJ&j.  . I I 

J <xc4-JU&l  J} "Peel  sleepy  during  the  dar? 
Eating  well?"  Tlor'..  /iuUi^  OfyuCtck 


In  the  treatment  of  mild  to  moderate  ten- 
sion and  anxiety,  the  normalizing  effect  of 
trepidone  leaves  the  patient  emotionally 
stable,  mentally  alert.  Adult  dose:  One 
400  mg.  tablet,  four  times  daily.  Supplied: 
Half-scored  tablets,  400  mg.,  bottle  of  50. 


this  could  be  your  “anxiety  patient 


MEPHENOXAIONE  LE 


Request  complete  informat  on  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Depaj'ent 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


In  Dysmenorrhea . . . 


cramps  don’t  cramp  her  style... 

when  you  prescribe 

Trancofl/w 

Aspirin (5  grains)  300  nig. 

Trancopal®  (brand  of  chlormezanone) 50  mg. 


Traneoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Traneoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  pain  which,  in  turn. 


produces  more  pain,  Traneoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Traneoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


LABORATORIES 

New  York  18,  N.Y. 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 
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Continued  from  Page  527) 

Agreement  would  include  that,  first,  the  osteo- 
paths would  agree: 

1.  To  work  as  a group  with  WSMA  to  secure  state 
legislative  action  to  set  up  state  law  to  license 
only  M.D.s  for  practice  of  medicine  and  sur- 
gery with  no  further  licensing  of  D.O.s. 

2.  To  practice  as  M.D.s  and  drop  the  title  of 
Osteopath. 

and,  secondly,  WSMA  would  agree  to: 

1.  Set  up  a County  Medical  Society  at  large  which 
the  amalgamating  osteopaths  would  be  asked 
to  join,  thus  insuring  membership  in  the 
WSMA  and  AMA. 

In  the  transferring  to  regular  County  Medical 
Society  memberships  and  in  obtaining  hospital  staff 
appointments,  they  would  be  judged  upon  their 
merits  as  are  other  M.D.s. 

There  will  be  some  WSMA  members  in  this 
state  who  will  have  some  reservations  regarding  the 
standards  which  are  to  be  set  for  this  granting  of 
degrees;  but  under  the  circumstances,  it  is  generally 
felt  that  this  is  a desirable  and  worthwhile  project. 
From  a long  range  standpoint,  the  benefits  of  the 
absorption  of  this  group  may  be  as  satisfactory  as 
was  the  absorption  of  the  homeopaths  of  a half- 
century  ago. 

In  effect,  we  are  attempting  to  insure  that  there 
will  be  one  standard  of  education,  one  standard  of 


licensure,  and  most  important  of  all,  at  least  ulti- 
mately, one  standard  of  medical  practice. 

a (xL. 


Continued  from  Page  526) 

dr.  paul  e.  bishop,  47,  Coupeville,  died  from  a 
coronary  occlusion  on  March  3.  A native  of  Wash- 
ington, he  graduated  from  Washington  State  College 
and  the  University  of  Oregon  Medical  School.  He 
completed  his  internship  at  Good  Samaritan  Hos- 
pital in  Portland  and  served  in  the  medical  corps 
during  World  War  II.  Dr.  Bishop  had  practiced 
medicine  at  Coupeville  for  the  past  13  years. 

dr.  steven  s.  Sanderson,  57,  Tacoma  radiologist, 
died  March  20  of  a coronary  occlusion.  Born  in  De- 
troit, Michigan,  Dr.  Sanderson  was  a 1927  graduate 
of  the  University  of  Michigan  Medical  School.  H< 
moved  to  Washington  in  1936. 

dr.  Charles  l.  templeton,  Seattle  physician  for 
42  years,  died  from  a cerebrovascular  accident  on 
March  26  at  the  age  of  84.  Following  his  retirement 
in  1947,  he  moved  to  Marysville  where  he  resided 
until  his  death.  Dr.  Templeton  was  a 1906  graduate 
of  the  Jefferson  Medical  College  of  Philadelphia. 


Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Robert  E.  Staley,  M.D.,  Kellogg 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  27-30,  1962,  Sun  Valley 


Plans  for  the  70th  Now  Complete 

Final  plans  for  the  70th  annual  meeting  of  your 
Idaho  State  Medical  Association  at  Sun  Valley,  June 
27-30  are  now  complete. 

Another  outstanding  program  of  excellent  scien- 
tific lectures,  sparkling  social  events,  House  of  Dele- 
gates sessions,  amusing  and  entertaining  recreational 
activities,  have  been  assembled  with  infinite  care  to 
provide  you  and  your  wife  a few  days  of  much- 
needed  relaxation  and  an  opportunity  to  visit  with 
old  friends  and  make  new  acquaintances. 

The  Program  Committee,  under  the  direction  of 
James  R.  Kircher,  Burley,  has  worked  hard  to  make 
the  70th  the  “best  medical  meeting”  on  record. 

Special  note  to  members  of  the  House  of  Dele- 
gates: The  first  meeting  will  be  held  on  Wednesday, 
June  27,  1962,  in  the  Duchin  Room  of  the  Lodge. 
Luncheon  will  be  served.  The  Credentials  Commit- 
tee will  meet  in  the  Lobby  of  the  Lodge  at  12 
noon.  The  first  session  will  get  underway  at  12:30. 
All  Delegates  or  Alternate  Delegates  are  asked  to 
be  present. 

Each  Delegate  will  be  mailed  a special  folder, 
provided  by  the  W.  B.  Saunders  Co.,  Philadelphia, 
containing  association  reports  and  resolutions  for 
consideration  by  the  House.  Please  bring  the  folder 
with  you  to  Sun  Valley! 

Following  the  presentation  of  reports  and  reso- 
lutions on  Wednesday,  June  27,  the  House  of  Dele- 
gates will  hold  open  hearings  for  the  purpose  of 
discussing  the  reports  and  resolutions. 

Additional  meetings  of  the  House  are  scheduled 
to  be  held  on  Friday,  June  29,  and  Saturday,  June 
30,  at  which  time  all  past-presidents  of  the  Associa- 
tion will  be  honored.  Idaho’s  official  representatives 
to  the  American  Medical  Association  — Alexander 


Barclay,  Jr.,  of  Coeur  d’Alene,  AMA  Delegate;  and 
Donald  K.  Worden,  Lewiston,  AMA  Alternate  Dele- 
gate-will present  their  reports  of  the  meeting  held 
in  Chicago,  June  25-28. 


State  Board  of  Medicine 

The  following  physician  received  a temporary 
license  in  April: 

Robert  E.  Rush,  Pocatello;  College  of  Medical 
Evangelists,  1958.  Internship— Los  Angeles  County 
General  Hospital,  1958-59.  Obstetrics-Gynecology. 


Idaho  Students  Enter  Medical  School  Through  WICHE 

The  following  Idaho  students  have  been  certified 
through  the  Western  Interstate  Commission  for 
Higher  Education  (WICHE)  for  enrollment  as 
freshmen  in  medical  school  in  September: 

Robert  W.  Ellis,  Fruitland,  University  of  Oregon 
Medical  School;  Ralph  W.  Higer,  Emmett,  Univer- 
sity of  Oregon  Medical  School;  Carl  W.  Winterstein, 
New  Plymouth,  University  of  Washington  School 
of  Medicine;  John  L.  Lynch,  Idaho  Falls,  Univer- 
sity of  Utah  College  of  Medicine;  Jo  Ann  E.  Sprute, 
Grangeville,  University  of  Oregon  Medical  School; 
Alan  D.  Sudweeks,  Idaho  Falls,  University  of  Colo- 
rado School  of  Medicine;  Larry  R.  Eidelmiller, 
Caldwell,  University  of  Oregon  Medical  School; 
Pete  B.  Kelly,  Twin  Falls,  University  of  Washington 
School  of  Medicine;  Theodore  K.  Teske,  Boise, 
University  of  Washington  School  of  Medicine;  Dean 
B.  Barnhouse,  Twin  Falls,  University  of  Oregon 
Medical  School;  Robert  B.  Hubbard,  Soda  Springs, 
University  of  Oregon  Medical  School,  and  Jack  A. 
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Cox,  Pocatello,  University  of  Utah  College  of  Medi- 
cine. 

At  the  present  time  Idaho  has  33  additional  stu- 
dents enrolled  in  some  phase  of  the  study  of  medi- 
cine. The  new  group  brings  to  45  the  number  of 
Idaho  students  enrolled  in  medical  school  under  the 
WICHE  program. 


Radiologists  Elect 

The  Idaho  State  Radiological  Society  installed 
Robert  A.  Butz,  Idaho  Falls,  as  president  at  its 
meeting  in  Boise  on  April  14.  He  succeeds  Paul  B. 
Heuston  of  Twin  Falls.  Claude  W.  Barrick,  Boise, 
was  chosen  as  president-elect  and  George  H.  Harris 
of  Pocatello  was  reelected  secretary-treasurer. 

Guest  speaker  at  the  meeting,  John  Loop,  Seattle, 
assistant  professor  of  radiology  at  the  University  of 
Washington  School  of  Medicine,  presented  a paper 
on  “Refinements  of  Intravenous  Pyelography.” 


Hospital  Service  Holds  Elections 

The  Board  of  Directors  of  the  Idaho  Hospital 
Service  (Blue  Cross)  held  elections  at  their  annual 
meeting  in  Boise  on  April  13.  Maurice  K.  Heninger, 
Idaho  Falls,  was  reelected  for  a three  year  term, 
and  William  P.  Marineau,  Moscow,  was  chosen  to 


succeed  Russell  T.  Scott,  Lewiston  (three  year 
term).  Other  physicians  on  the  board  are  H.'  M. 
Chaloupka  of  Boise  and  Samuel  C.  Taylor  of  Nampa. 


OBITUARIES 

DR.  LEO  PAUL  caertner,  Montpelier,  died  in  Phoe- 
nix, Arizona,  early  in  February,  at  the  age  of  73. 
A native  of  Wayne,  Nebraska,  Dr.  Gaertner  received 
his  medical  education  at  Creighton  Medical  College, 
graduating  on  May  1,  1911.  He  interned  at  St.  James 
Hospital,  Butte,  Montana,  the  following  year,  moving 
to  Montpelier  in  1919.  In  1951,  Dr.  Gaertner  was 
President  of  the  Bear  Lake  - Caribou  Medical  So- 
ciety. 

DR.  TRACY  RICHARDSON  MASON,  87,  of  Kellogg, 
died  February  9 of  carcinoma.  Born  in  Neoga,  Illi- 
nois, Dr.  Mason  obtained  his  medical  education  at 
the  American  Medical  College,  St.  Louis,  Missouri 
receiving  his  degree  in  1898.  He  opened  his  practia 
in  Wardner  later  that  year.  He  moved  his  practice 
from  Wardner  to  Kellogg  in  1912,  and  after  serving 
on  the  city  council  for  four  years  was  elected  Mayor 
in  1917,  serving  until  1926.  In  1918,  Dr.  Mason 
was  elected  Democratic  State  Senator  from  Shoshone 
County  and  then  served  again  in  the  State  Senate 
in  1937  and  1941. 


When  treatment  for 


is  indicated 


ANDROGEN-  THYROID  -COMBINATION 


in  taco  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . . 

. . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . . 

. .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. .50  mg. 

Thiamine  HCI  

. . .10  mg. 

Thiamine  HCI  

. .10  mg. 

INDICATIONS:  Impotence  in  male. 

Average  Dose:  One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Mcthyltcstostcronc-Thyroid  in  Treating  Impotence.  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp.  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endocrinology 
and  Metabolism,  August  1959. 

Write  for  samples  and  literature .. . 

fBRQlWfc  THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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GENERAL  NEWS 


VA  speeds  up  payments 

The  Veterans  Administration  is  speeding  up  pay- 
ments to  private  physicians  participating  in  the 
agency’s  home-town  medical  program  for  treatment 
of  veterans  with  service-connected  conditions. 

A new  mechanized  procedure  for  making  the 
payments  went  into  effect  in  Oregon,  Washington 
and  Idaho  on  March  1,  1962.  Time  required  for 
payment  is  now  reduced  by  the  automatic  data 
processing  system,  to  15  days  or  less  in  some 
instances. 

Checks  under  the  new  system  will  be  issued  by 
the  Regional  Disbursing  Offices  of  the  United  States 
Treasury,  whose  machines  accept  input  data  from 
the  VA. 

The  new  system  also  will  provide  information 
useful  for  physicians’  records  and  bookkeeping. 

A separate  mechanized  procedure,  using  the  same 
punch  cards,  has  been  devised  by  the  VA  to  renew 
its  authorizations  to  physicians  for  treatment  of 
veterans  receiving  home-town  care.  This  system  has 
been  tested  in  the  Philadelphia,  Chicago  and  Mil- 
waukee areas  and  will  be  used  by  the  VA  for  issuing 
its  fiscal  year  1963  authorizations  for  treatment  to 
physicians  in  all  50  states. 

Renewal  authorization  machine  punch  cards  will 
be  mailed  to  the  physicians  in  the  program,  instead 
of  the  VA  typewritten  authorization  document  for- 
merly used  to  establish  agreements  to  provide  medi- 
cal service. 


Chest  physicians  establish  resident  loan  fund 

The  American  College  of  Chest  Physicians  has 
established  a fund  providing  for  loans  to  resident 
physicians  to  stimulate  interest  in  postgraduate  study 
of  chest  diseases  and  to  assist  postgraduate  students 
in  continuation  of  studies  in  diseases  of  the  chest  (in- 
cluding diseases  of  the  heart  and  lungs). 

Distribution  of  the  funds  is  under  the  jurisdiction 
of  the  Committee  on  Resident  Loan  Fund  of  the  Col- 
lege. M.  Jay  Flipse,  Miami,  is  Chairman  of  the  Com- 
mittee. Other  committee  members  are  David  A. 
Cooper,  Philadelphia,  and  Philip  H.  Narodick,  Seat- 
tle. 

Any  physician  who  has  completed  an  internship  of 
one  year  or  more  in  an  acceptable  hospital  may  apply 


for  a loan  to  continue  in  the  specialty  of  chest  di- 
seases. Loans  are  made  only  to  physicians  serving 
residencies  in  chest  medicine  and  cannot  be  made  to 
physicians  engaged  in  practice. 

Application  forms  may  be  secured  by  writing  to 
the  Committee  on  Resident  Loan  Fund,  in  care  of 
the  Executive  Offices  of  the  American  College  of 
Chest  Physicians,  112  E.  Chestnut  Street,  Chicago 
11,  Illinois. 


Veterinary  Education  Changes  Planned 

Awaiting  final  approval,  a proposed  plan  to  reduce 
the  time  required  to  earn  a doctor  of  veterinary 
medicine  degree  by  9 Vi  months  may  go  into  effect 
at  Texas  A & M College  of  Veterinary  Medicine  in 
September,  1963,  according  to  the  Journal  of  the 
AMVA. 

Under  the  proposal,  a trimester  program,  the  first 
trimester  would  be  from  September  7 to  December 
21,  1963;  the  second  from  January  4 to  April  18, 
1964;  and  the  third  from  April  25  to  August  18, 
1964.  Vacation  periods  would  be  as  follows:  Thanks- 
giving, two  days;  Christmas,  two  weeks;  Easter,  one 
day;  Spring,  one  week;  Fourth  of  July,  one  day;  and 
summer,  four  weeks. 


American  Cancer  Society  to  meet  in  New  York  City 

The  1962  scientific  session  of  the  American  Can- 
cer Society  to  be  held  on  October  22-23  at  the  Bilt- 
more  Hotel  in  New  York  City  will  commemorate  the 
25th  anniversary  of  the  National  Cancer  Institute. 
The  theme  will  be  “The  Clinical  Impact  of  a Quarter 
Century  of  Cancer  Research.”  Papers  will  be  pre- 
sented by  leading  scientists  on  the  causation  of  can- 
cer, the  biological  aspects  of  cancer,  detection  and 
diagnosis  of  cancer  and  therapy  of  cancer.  Emphasis 
will  be  on  research  developments  which  have  clinical 
application  today.  For  further  information,  write: 

Director  of  Professional  Education 
American  Cancer  Society 
521  West  57th  Street 
New  York  19,  N.Y. 
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SPECIAL  ARTICLE 


The  Negro  Physician  in  AMA 

PETER  M.  MURRAY,  M.D.  New  York,  New  York 


Mr.  Speaker,  ladies  and  gentlemen  of  the  House: 
This  is  an  emotional  time  for  me  because  it  was 
exactly  12  years  ago  I first  came  to  this  House  of 
Delegates  in  the  San  Francisco  meeting.  In  the 
language  of  the  politicians,  if  you  will  bear  with  me, 
I would  like  “to  point  with  pride  and  view  with 
alarm”  some  things  on  the  American  medical  scene 
during  the  past  twelve  years. 

During  this  period  many  things  have  happened. 
Since  1950  the  world  has  witnessed  changes  which 
were  figuratively  and  literally  earthshaking— the  Ko- 
rean conflict  and  unrest,  civil  and  military,  in  prac- 
tically all  sections  of  the  globe.  The  rapid  emergence 
and  development  of  nations  with  ideologies  differ- 
ent from  ours  make  this  quite  a different  world  from 
the  world  many  of  us  had  known  before  these  fateful 
dozen  years. 

Against  this  background  definite  areas  of  progress 
and  improvement  can  be  documented.  At  the  time  of 
the  1957  San  Francisco  meeting  of  the  AMA  and  the 
passage  of  the  now  historic  resolution,  membership 
of  Negro  physicians  in  county  medical  societies,  and 
consequently  in  the  state  societies  and  the  AMA 
throughout  the  17  southern  states  and  the  District 
of  Columbia  was  practically  non-existent. 

Recognition  grows 

Today,  I have  it  on  good  authority  that  Negro 
physicians  are  now  members  of  some  county  societies 
in  all  of  these  states  except  Louisiana.  Let  us  look  at 
the  record.  I believe  the  members  of  the  House  of 
Delegates  ought  to  know  what  the  real  picture  is  of 
the  progress  that  has  been  made. 

Maryland  now  grants  full  membership  to  all  Negro 
physicians;  Texas  grants 
full  membership;  Okla- 
homa grants  full  mem- 
bership; Arkansas  grants 
full  membership  and  Ar- 
kansas now  has  a presi- 
dent-elect of  a county  so- 
ciety who  is  a Negro 
physician.  In  Missouri, 

Negro  physicians  are  eli- 
gible for  membership  in 
county  and  state  medical 
societies.  Alabama  State 

PETEH  M.  MURRAY,  M.D. 


Medical  Society  has  Negro  members.  They  are  eli- 
gible if  accepted  by  the  county  society. 

In  Florida,  one  of  the  first  southern  states  to  admit; 
Negroes  to  membership,  practically  all  county  medi 
cal  societies  accept  Negro  physicians,  and  a Negri 
has  been  president  of  a county  society. 

Louisiana  does  not  permit  any  type  of  membership 
for  Negro  physicians.  Tennessee  grants  full  member 
ship  if  they  are  members  of  the  component  societv 
Kentucky  grants  full  membership  to  Negro  physi- 
cians if  they  are  members  of  the  component  societv 
Mississippi  grants  scientific  memberships,  the  same 
membership  that  applies  to  veterans  of  the  Armed! 
Forces;  and  West  Virginia  accepts  for  membership 
all  Negro  physicians  upon  recommendation  of  the 
county  society. 

In  1956  the  North  Carolina  Medical  Society  au- 
thorized a scientific  membership  that  permitted 
Negro  physicians  all  the  privileges,  including  votes, 
in  the  Society’s  activities.  In  1956  Negro  physicians 
became  eligible  to  full  membership,  depending  upon 
their  membership  in  the  county  societies. 

In  Virginia  a 1954  constitutional  change  made 
membership  in  the  state  society  open  to  Negro  phy- 
sicians, depending  upon  county  membership. 

In  Georgia,  admission  of  Negro  physicians  to 
county  medical  societies  and  hospital  staffs  is  pretty 
generally  accepted  throughout  the  State. 

Exclusion  has  not  ended 

Let  me  review  now  “with  alarm.”  I shall  take  the 
liberty  of  speaking  frankly  with  you  because  I am 
among  friends.  It  is  always  helpful  to  see  ourselves 
as  others  see  us.  Continued  exclusion  of  Negro  phy- 
sicians from  membership  in  county  and  state  societies 
in  the  South,  a prerequisite  for  membership  in  flu 
AMA,  is  a part  of  the  image,  and  may  I add  a ven 
damaging  part,  of  the  AMA  with  which  the  public, 
with  no  lack  of  prodding  by  the  detractors  of  AMA. 
is  flooded  at  every  opportunity.  Exclusion  continues 
in  many  county  societies  in  the  South.  This  applies, 
for  example,  to  my  own  state  of  Louisiana  which. 

Address  delivered  to  AMA  House  of  Delegates  at  the  1961 
Clinical  Session,  Denver,  Colorado,  November  29,  1961.  or 
the  occasion  of  his  retirement  as  a delegate.  Dr.  Murray 
one  of  the  most  respected  members  of  the  House,  was  giv- 
en a standing  ovation  at  the  conclusion  of  his  remarks. 
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according  to  my  information,  has  not  admitted  a 
single  Negro  physician  to  any  county  society. 

Gentlemen,  I wish  to  emphasize  that  point  be- 
I cause  it  is  not  only  the  Negro  physicians  themselves 
I but  a great  many  people  who  consider  themselves 
liberal  and  who  are  unstable  in  their  attitude  toward 
the  AMA,  against  the  AMA,  because  there  is  a gen- 
I erally  accepted  opinion  throughout  the  country  that 
the  Negro  doctor  is  denied  membership  in  the  AMA. 
We  must  correct  this  image  and  we  must  correct  it 
i by  telling  the  truth.  It  is  presumed  by  those  high 
in  government  and  among  medical  socio-economic 
proponents  that  all  Negro  physicians  are  anti-AMA 
i by  reason  of  this  exclusion.  I can  state  categorically 
that  the  great  body  of  Negro  physicians  are  not 
only  not  anti-AMA,  although  deprived  of  county 
| societies  in  many  areas,  but  they  identify  a com- 
1 munity  of  interest  in  the  AMA. 

This  was  well  noted  last  summer  at  the  annual 
convention  of  the  National  Medical  Association, 
which  is  composed  of  Negro  physicians,  which  met 
at  New  York  City.  A strong  effort  was  made  to  put 
the  convention  and  the  Negro  physician  on  record 
in  favor  of  the  King-Anderson  bill.  After  considerable 
, debate  on  the  floor  of  the  House  of  Delegates,  the 
i convention  voted  overwhelmingly  to  support  the  cur- 
' rent  Kerr-Mills  bill  in  preference  to  the  King-Ander- 
son bill. 


Rich  friendship 

I have  experienced  evidences  of  rich  friendship 
during  my  service  in  the  House  of  Delegates  of  the 
AMA,  and  this  has  included  every  official  from  the 
President  on  down.  I have  received  every  courtesy 
and  consideration  from  all  of  the  presidents  under 
whom  I have  served,  from  Dr.  Larson,  our  present 
President,  our  Speaker,  Dr.  Welch,  and  Vice  Speak- 
er, Dr.  Rouse,  and  the  officials  at  Headquarters  have 
been  most  helpful  in  the  development  of  the  coop- 
eration and  interest  in  my  area  of  primary  concern. 

I shall  carry  with  me  many  pleasant  memories  of 
my  experiences  in  the  twelve  years  which  I have 
served  in  the  House  of  Delegates  of  the  American 
Medical  Association. 

I wish  to  conclude  by  saying  a few  words  to  my 
own  delegation.  You  work  with  people  and  there 
are  a great  many  things  you  take  for  granted  that 
are  left  unsaid,  but  I want  to  here  say  publicly  and 
for  the  record  that  1 have  deep  affection  for  every 
single  member  of  the  delegation  from  New  York 
State;  without  exception,  they  could  not  have  been 
kinder  and  more  cooperative  and  supported  me  in 
the  little  things  that  I tried  to  acomplish  in  this 
House  of  Delegates.  While  I retire  from  the  House, . 
I shall  not  retire  from  the  fight.  I’ll  be  found  on  the 
front  line  trenches  fighting  for  the  ideals  of  the 
American  Medical  Association.  ■ 


n 

V^_>lc>ca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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Component  Society  Monthly  Meetings 


OREGON 

Baker 

Pres.,  Donald  F.  Campbell,  Baker 
Sec.,  John  R.  Higgins,  Baker 
First  Monday— 8 a.m.— St.  Elizabeth 

Hospital,  Baker 
Benton 

Pres.,  D.  B.  McKitrick,  Corvallis 
Sec.,  Charles  Schroff,  Corvallis 
First  Monday  — 6:30  p.m.  — Country 
Club,  Corvallis 
Central  Oregon 

Pres.,  Bradford  N.  Pease,  Bend 
Sec.,  George  D.  McGeary,  Bend 
First  Monday — 7:30  p.m. — Pine  Tavern, 
Bend 

Clackamas 

Pres.,  Roy  E.  Heckard,  Molalla 
Sec.,  Edward  N.  McLean,  Oregon  City 
First  Tuesday  after  First  Saturday — 
6:30  p.m. — Seid's  Restaurant,  Ore- 
gon City 
Clatsop 

Pres.,  Charles  W.  Browning,  Astoria 
Sec.,  R.  P.  Moore,  Astoria 
Fourth  Monday — 7:30  p.m. — St.  Mary's 
Hospital,  Astoria 

Columbia 

Pres.,  George  E.  Muehleck,  Jr.,  St. 
Helens 

Sec.,  O.  L.  Zeschin,  St.  Helens 
First  Tuesday — 9:00  a.m.  — Columbia 
District  Hospital,  St.  Helens 

Douglas 

Pres.,  Warren  A.  Kadas,  Sutherlin 
Sec.,  Daniel  A.  Halferty,  Roseburg 
Second  Tuesday— 6:30  p.m.— Roseburg 
Country  Club 
Jackson 

Pres.,  Ralph  E.  Hibbs,  Medford 


WASHINGTON 

Benton-Franklin 

Pres.,  Robert  E.  Franco,  Richland 
Sec.,  Orval  W.  Patchett,  Pasco 
Third  Tuesday— 6:30  p.m.— Black  An- 
gus Motel,  Kennewick 

Chelan 

Pres.,  Thomas  C McGranahan,  Cash- 
mere 

Sec.,  Alpha  B.  Baldwin,  Wenatchee 
First  Monday— 6:30  p.m.  — Wenatchee 
Golf  and  Country  Club 
Clallam 

Pres.,  Frank  J.  Skerbeck,  Pt.  Angeles 
Sec.,  Kingsley  M.  Morrison,  Pt.  Angeles 
Third  Monday  — 8 p.m.  — Generally 
Olympic  Memorial  Hospital,  Port 
Angeles 
Clark 

Pres.,  G.  Campbell  Dowd,  Vancouver 
Sec.,  Dennis  Seacat,  Vancouver 
First  Tuesday— 6:30  p.m.— Royal  Oaks 
Country  Club,  Vancouver 
Cowlitz 

Pres.,  Fred  H.  Bishop,  Longview 
Sec.,  Wm.  B.  Blackstone,  Longview 
Third  Tuesday  — 7:30  p.m.  — Bart's 
Charcoal  Broiler,  Longview 
Grant 

Pres.,  John  McNamara,  Soap  Lake 


Sec.,  Alan  S.  Markee,  Medford 
Second  Wednesday— 7 p.m.  — Rogue 
Valley  Country  Club 
Josephine 

Pres.,  D.  G.  Mackie,  Grants  Pass 
Sec.,  Duane  R.  McCarthy,  Grants  Pass 
Time  and  Location  by  Announcement 

Klamath 

Pres.,  George  R.  Nicholson,  Klamath 
Falls 

Sec.,  Miriam  Luten,  Klamath  Falls 
Second  Tuesday— 7:00  p.m.— Klamath 
Falls 

Lake 

Pres.,  W.  P.  Wilbur,  Lakeview 
Sec.,  Paul  G.  Kliewer,  Lakeview 
Second  Tuesday  each  month 
Lane 

Pres.,  George  K.  Hemphill,  Eugene 
Sec.,  Richard  E.  Turner,  Eugene 
First  Tuesday — 6:30  p.m.— Eugene  Hotel 

Lincoln 

Pres.,  Ernest  A.  Yeck,  Newport 
Sec.,  Karl  M.  Rottluff,  Newport 
No  regular  date 

Linn 

Pres.,  Oscar  K.  Williams,  Albany 
Sec.,  Carl  S.  Yaillen,  Albany 
Second  Monday— 6:30  p.m.— Varies 

Malheur 

Pres.,  Dorin  S.  Daniels,  Vale 
Sec.,  David  W.  Sarazin,  Nyssa 
No  regular  schedule 

Marion-Polk 

Pres.,  J.  I.  Moreland,  Salem 
Sec.,  Raymond  A.  Schneider,  Salem 
Third  Tuesday  — 6:30  p.m.  — lllahee 
Country  Club,  Salem 


Sec.,  Wallace  Rutherford,  Ephrata 
Second  Monday  — 7:30  p.m.  — Moses 
Lake  or  Ephrata 

Grays  Harbor 

Pres.,  John  C.  Korvell,  Hoquiam 
Sec.,  John  D.  Fletcher,  Aberdeen 
Third  Wednesday — 6:30  p.m. — Grays 
Harbor  Country  Cub 

Jefferson 

Pres.,  Harry  Plut,  Port  Townsend 
Sec.,  Bruce  Brydges,  Port  Townsend 
Second  week — Rotate  between  mem- 
bers homes 

King 

Pres.,  James  W.  Haviland,  Seattle 
Sec.,  Gayton  S.  Bailey,  Seattle 
First  Monday  (Feb,  May,  Oct.,  Dec.) 

Kitsap 

Pres.,  Frank  C.  Taylor,  Bremerton 
Sec.,  Benjamin  T.  Strehlow,  Bremerton 
Second  Monday— 6:30  p.m.  — Hearth- 
stone, Bremerton 

Kittitas 

Pres.,  Floyd  J.  Rogalski,  Cle  Elum 
Sec.,  Carl  W.  Olander,  Ellensburg 
First  Tuesday— 7:30  p.m. — Elks  Club, 
Ellensburg 


Mid-Columbia 

Pres.,  Robert  H.  Rice,  The  Dalles 
Sec.,  Dean  M.  Wilcox,  The  Dalles 
Second  Tuesday— 6:30  p.m.— Alternate 
between  Hood  River  and  The  Dalles 
Multnomah 

Pres.,  Norman  A.  David,  Portland 
Sec.,  Willis  J.  Irvine,  Portland 
First  Tuesday  (Oct.,  Nov.,  Dec.,  Mar 
May) — 6:00  p.m. 

Southwestern  Oregon 

Pres.,  Edwin  Quinn,  Coos  Bay 
Sec.,  Robert  Chiapuzio,  North  Bend 
Third  Wednesday  (Sept. -June)— 8 p.m 
— Timber  Inn,  Coos  Bay 
Tillamook 

Pres.,  Dorothy  W.  White,  Wheeler 
Sec.,  Robert  A.  Chesnut,  Wheeler 
Second  Friday— 7 p.m.— Victory  House 
Tillamook 
Umatilla 

Pres.,  J.  W.  Grondahl,  Pendleton 
Sec.,  Bienvenido  Duarte,  Pendleton 
Third  Tuesday— 7:30  p.m.  — Pendleton 
Country  Cub 
Union 

Pres.,  John  Vanderbilt,  La  Grande 
Sec.,  Paul  T.  Stennfeld,  La  Grande 
On  call  of  president 
Washington 

Pres.,  Forrest  E.  Bump,  Forest  Grove 
Sec.,  A.  O.  Pitman,  Jr„  Hillsboro 
First  Monday  — 8:00  p.m.  — Location 
variable 

Yamhill 

Pres.,  Ethel  G.  Reuter,  McMinnville 
Sec.,  Elton  Kessel,  McMinnville 
First  Tuesday— 7 p.m.— Oriental  Gar- 
den, McMinnville 


Klickitat-Ska  mania 

Pres.,  Harland  W.  Holderby,  Golden- 
dale 

Sec.,  Robert  L.  Becker,  Goldendale 
No  regular  meetings— annually— alter 
noting  between  Goldendale,  White 
Salmon  and  Stevenson 
Lewis 

Pres.,  Carl  Lofberg,  Chehalis 
Sec.,  W.  J.  Dugaw,  Toledo 
Second  Monday— 8 p.m. — local  hospi 
tal  in  Chehalis  or  Centralia,  alternately 
Lincoln 

Pres.,  John  E.  Anderson,  Wilbur 
Sec.,  Jesse  Q.  Sewell,  Harrington 
Three  times  annually 
Okanogan 

Pres.,  William  J.  Henry,  Twisp 
Sec.,  Lyle  J.  Cowan,  Omok 
On  call  at  Okanogan 
Pacific 

Pres.,  Donald  C.  MacDonald,  Raymond 
Sec.,  J.  Claude  Proffitt,  South  Bend 
Second  Wednesday  — 6:30  p.m.  — 
Bridges  Inn,  Raymond 
Pierce 

Pres.,  George  M.  Whitacre,  Tacoma 
Sec.,  Arnold  J.  Herrmann,  Tacoma 
Second  Tuesday  — 8:15  p.m  — Medicol 
Arts  Bldg.  Auditorium,  Tacomo 
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Skagit 

Pres.,  William  Monzingo,  Concrete 
Sec.,  Robert  Powers,  Burlington 
Fourth  Monday— 7 p.m.— Dale's  Res- 

taurant, Mt.  Vernon 

Snohomish 

Pres.,  Jack  E.  Swander,  Everett 
Sec.,  Rollin  G.  Wyrens,  Everett 
First  Tuesday— 7:30  p.m.— Everett  Golf 
& Country  Club 

Spokane 

Pres.,  Gilman  E.  Sanford,  Spokane 
Sec.,  Robert  W.  Burroughs,  Spokane 
Fourth  Tuesday— Time  and  place  an- 
nounced, Spokane 


IDAHO 

Ada 

Pres.,  L.  T.  Swinehart,  Boise 
Sec.,  W.  R.  Tregoning 
Third  Tuesday— each  month 

Bear  River  Valley 

Pres.,  E.  F.  Landers,  Montpelier 
Sec.,  Glenn  Schoper,  Montpelier 
First  Friday— 7:30  p.m.— alternately  be- 
tween Preston,  Soda  Springs  and 
Montpelier 
Bonner-Boundary 

Pres.,  F.  H.  Siemsen,  Sandpoint 
Sec.,  C.  J.  Edwards,  Bonners  Ferry 
Irregular 
Idaho  Falls 

Pres.,  R.  M.  Jones,  Idaho  Falls 
Sec.,  W.  L.  Nielsen,  Idaho  Falls 


Stevens 

Pres.,  Eugene  F.  Darling,  Colville 
Sec.,  Merle  B.  Snyder,  Chewelah 
First  Tuesday — 8 p.m. — Chewelah  Hos- 
pital and  Colville  Hospital  alter- 
nately 

Thurston-Mason 

Pres.,  William  A.  Ehlers,  Lacey 
Sec.,  J.  Stuart  Pritchard,  Olympia 
Fourth  Tuesday — Olympic  Country  and 
Golf  Club 

Walla  Walla  Valley 

Pres.,  Wm.  F.  Holmes,  Walla  Walla 
Sec.,  Frederic  Davis,  Walla  Walla 
Second  Thursday — 6:30  p.m.  — Walla 
Walla  Country  Club 


Second  Tuesday — every  other  month — 
6 p.m. — Bonneville  Hotel 
Kootenai-Benewah 

Pres.,  E.  R.  W.  Fox,  Coeur  d'Alene 
Sec.,  D.  A.  Daugharty,  Coeur  d'Alene 
Second  Tuesday — 7:00  p.m. 

North  Idaho 

Pres.,  J.  W.  Armstrong,  Lewiston 
Sec.,  R.  C.  Colburn,  Lewiston 
Third  Wednesday — each  month 
Shoshone 

Pres.,  H.  E.  Bonebrake,  Osburn 
Sec.,  G.  M.  Whitesel,  Kellogg 
January  11  and  May  16 
South  Central 

Pres.,  R.  P.  Sutton,  Burley 
Sec.,  E.  H.  Holsinger,  Burley 


Whatcom 

Pres.,  T.  W.  Crowell,  Bellingham 
Sec.,  Warren  E.  Bergholz,  Bellingham 
First  Monday  (except  June,  July,  Aug.) 
— 6:30  p.m. — Leopold  Hotel,  Belling- 
ham 

Whitman 

Pres.,  Maurice  E.  Bryant,  Colfax 
Sec.,  Ralph  M.  Buttermore,  Pullman 
Third  Tuesday — each  month 

Yakima 

Pres.,  Jack  R.  Gustafson,  Yakima 
Sec.,  Guy  E.  Marcy,  Yakima 
Second  Tuesday — 6:30  p.m. — Yakima 
Country  Club,  Yakima 


Second  Tuesday — First  month  of  each 
quarter— 7:30  p.m. — place  varies 
Southeastern  Idaho  District 
Pres.,  D.  L.  Wight,  Pocatello 
Sec.,  Arch  T.  Wigle,  Pocatello 
Thursday  (announced) — 7 p.m.— Ban- 

nock Hotel,  Pocatello 
Southwestern  Idaho  District 

Pres.,  R.  George  Wolff,  Homedale 
Sec.,  Henry  Wesche,  Nampa 
Third  Thursday  — announced  in  ad- 
vance of  meeting 
Upper  Snake  River 

Pres.,  B.  H.  Passey,  Rexburg 
Sec.,  L.  J.  Peterson,  Rexburg 
First  Monday— Dinner  meeting— 7:30 
p.m.— Silver  Horseshoe,  St  Anthony 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 
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THE  MARCHING  CHILDREN 


How  long  would  it  take  500,000  children  to  pass  through  your  office? 

That’s  a tremendous  army  of  patients— but  it  is  the  number  of  children  under  14  whose  lives  you 
and  your  colleagues  have  saved  since  1935  in  just  four  diseases— tuberculosis,  syphilis,  influenza  and 
pneumonia.  And  among  working-age  victims  2,000,000  are  alive  today  who  would  not  have  survived 
if  the  1935  death  rate  had  remained  constant. 

In  the  past  25  years,  new  and  potent  drugs  have  played  a significant  role  in  reducing  mortality 
from  these  diseases.  Such  an  achievement  results  from  the  combined  efforts  of  many  organizations, 
professions  and  enterprises . . . including  people  working  in  medical  and  pharmaceutical  research,  pro- 
duction, and  distribution,  who  make  drug  products  available  to  doctors  and  dentists,  hospitals  and 
pharmacies,  and  to  public  and  voluntary  health  agencies. 

The  prescription  drug  industry  is  proud  of  its  role  in  this  great  work. 

THIS  MESSAGE  IS  BROUGHT  TO  YOU  ON  BEHALF  OF  THE  PRODUCERS  OF  PRESCRIPTION  DRUGS. 
PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K.  STREET,  N.  W .,  WASHINGTON,  D.  C 
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See  it... 

With  this  Sanborn  Viso-Scope®  a surgeon,  anesthetist  or  nurse  can  easily  keep  a constant 
watch  on  the  condition  of  a patient,  even  from  another  room.  The  17-inch  ’scope  provides  a 
brilliant,  uncrowded  display  of  up  to  8 physiological  phenomena  such  as  ECG,  EEG,  pressure 
and  other  dynamic  events  when  used  in  conjunction  with  Sanborn  multi-channel  recording 
systems.  Important  in  the  operating  room  — the  Model  769  Viso-Scope  and  other  “760” 
Series  monitor  instruments  are  designed  for  safe  use  in  the  presence  of  explosive  gases. 
Researchers  and  teachers  will  find  the  Viso-Scope  useful  for  displaying  tape-recorded 
phenomena  from  the  Sanborn  Series  2000  Magnetic  Data  Recorder. 

Behind  this  monitoring  equipment  is  the  more  than  30  years  of  experience  that  goes  into 
our  electrocardiographs  — the  2-speed  Model  100  Viso  ...  its  mobile  counterpart  the  Model 
100M  . . . and  the  compact,  fully  port- 
able, 18-pound  Model  300  Visette.  Our 
purpose  is  to  provide  dependable 
instruments  that  deliver  needed  infor- 
mation in  its  most  usable  form. 

on  a 

Sanborn 

monitoring 

* scope 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1 144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 


Uremia:  biochemistry,  pathogenesis  and  treatment. 

By  George  E.  Schreiner,  M.D.,  F.A.C.P.,  Professor  of 
Medicine,  Georgetown  University  School  of  Medi- 
cine; Director,  Renal  and  Electrolyte  Division, 
Georgetown  University  Hospital,  Consultant  to  the 
National  Institutes  of  Health,  National  Naval  Medi- 
cal Center,  Mt.  Alto  Veterans  Administration  Hos- 
pital, Andrews  Air  Force  Base,  Washington,  D.C.; 
and  John  F.  Maher,  M.D.,  Instructor  in  Medicine, 
Georgetown  University  School  of  Medicine,  Asso- 
ciate Director,  Renal  Clinic,  Georgetown  University 
Hospital,  Washington,  D.C.  487  pp.  Illustrated.  Price 
$16.00.  Charles  C Thomas,  Springfield,  111.  1961. 

Measurements  of  exocrine  and  endocrine  functions  of 
the  pancreas. 

Proceedings  of  the  second  applied  seminar  of  the 
Association  of  Clinical  Scientists.  Edited  by  F.  Wil- 
liam Sunderman,  M.D.,  Ph.D.,  Sc.D.;  Director,  Divi- 
sion of  Metabolic  Research  and  Clinical  Professor  of 
Medicine,  Jefferson  Medical  College,  Philadelphia, 
Pa.;  and  F.  William  Sunderman,  Jr.,  M.D.,  Instructor 
in  Medicine,  Jefferson  Medical  College,  Philadelphia; 
Consultant  in  Clinical  Pathology,  Harrisburg  Hos- 
pital, Harrisburg,  Pa.  203  pp.  $11.00.  Illustrated. 
J.  B.  Lippincott  Company,  Philadelphia.  1961. 

A sex  primer  for  George's  wife. 

By  J.  Edmund  Doming,  M.D.  32  pp.  Price  $2.50. 
Pageant  Press,  New  York.  1961. 


SOME  BOOKS  ARE  TO  BE  TASTED,  OTHERS  TO  Bt 
SWALLOWED,  AND  SOME  FEW  TO  BE  CHEWED  \ND 
DIGESTED.  —FRANCIS  BACON 


The  roentgenological  aspect  of  nonpenetrating  chest 
injuries. 

B\  John  Riley  Williams,  M.D.,  Fellow  in  Radiolog>. 
The  University  of  Texas  Southwestern  Medical 
School,  Parkland  Memorial  Hospital,  Dallas,  Texas, 
formerly,  chief,  department  of  Radiology,  U.  S. 
Naval  Hospital,  Jacksonville,  Florida,  and  Frederick 
J.  Bonte,  M.D.,  F.A.C.R.,  Professor  and  Chairman. 
Department  of  Radiology,  The  University  of  Texas 
Southwestern  Medical  School;  Director,  Department 
of  Radiology,  Parkland  Memorial  Hospital,  Dallas, 
Texas.  135  pp.  $7.50.  Charles  C Thomas,  Spring 
field.  111.  1961. 

The  Pfizer  handbook  of  microbial  metabolites. 

By  Max  W.  Miller,  Ph.D..  Pfizer  Medical  Research 
Laboratories,  Chas.  Pfizer  & Co.,  Inc.,  772  pp.  Price 
$15.00.  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  New  York.  1961. 

The  story  of  x-rays  from  roentgen  to  isotopes. 

By  Alan  R.  Bleich,  B.A.,  M.D.,  Assistant  Clinical 
Professor  of  Radiology,  New  York  Medical  College. 
Clinical  Instructor  of  Radiology,  New  York  Univer- 
sity—Bellevue  Medical  Center,  College  of  Medicine 
Diplomate,  American  Board  of  Radiology.  186  pp. 
Illustrated.  Price  $1.35.  Dover  Publications,  Inc  . 
New  York.  1961. 

The  aqueous  veins. 

By  Karl  W.  Ascher,  M.D.,  F.A.C.S.,  Associate  Pro- 
fessor of  Ophthalmology,  retired.  College  of  Medi- 
cine, University  of  Cincinnati,  Professor  Extraordfa- 
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arius  Emeritus  of  Ophthalmology,  University  of 
Prague.  269  pp.  56  illustrations.  Price  $12.00.  Char- 
lies C Thomas,  Springfield.  111.  1961. 


Introduction  to  anesthesia,  ed.  2. 

The  principles  of  safe  practice.  By  Robert  D.  Dripps, 
M.D.,  Professor  and  Chairman,  Department  of  Anes- 
thesiology, Schools  of  Medicine,  University  of  Penn- 
sylvania; James  E.  Eckenhoff,  M.D.,  Professor  of 
Anesthesiology,  Schools  of  Medicine,  University  of 
Pennsylvania;  and  Leroy  D.  Vandam,  M.D.,  Clinical 
Professor  of  Anesthesia,  Harvard  Medical  School. 
413  pp.  Illustrated.  Price  $8.00.  W.  B.  Saunders 
Company,  Philadelphia.  1961. 


May o clinic  diet  manual,  ed.  3. 

By  the  Committee  on  Dietetics  of  the  Mayo  Clinic. 
222  pp.  Price  $5.50.  W.  B.  Saunders  Company, 
Philadelphia.  1961. 


Clinical  hematology,  ed.  5. 

By  Maxwell  M.  Wintrobe,  M.D.,  Ph.D.,  D.Sc. 
(Hon.),  Professor  and  Head,  Department  of  Medi- 
I cine  and  Director,  Laboratory  for  Study  of  Heredity 
i and  Metabolic  Disorders,  University  of  Utah,  Col- 
lege of  Medicine,  Salt  Lake  City,  formerly  Associate 
in  Medicine,  Johns  Hopkins  University,  Associate 
Physician,  Johns  Hopkins  Hospital,  and  Physician-in- 
| Charge,  Clinic  for  Nutritional,  Gastro-Intestinal  and 
Hemopoietic  Disorders,  Baltimore,  Maryland.  1186 
pp.  265  illustrations  in  black  and  white,  50  illustra- 
tions in  color.  Price  $18.50.  Lea  & Febiger,  Philadel- 
j phia.  1961. 


Textbook  of  medical  treatment,  ed.  8. 

Edited  by  Sir  Derrick  Dunlop,  B.A.  (Oxon.),  M.D., 
F.R.C.P.'  Ed.,  F.R.C.P.  London,  Professor  of  Thera- 
peutics and  Clinical  Medicine,  University  of  Edin- 
1 burgh,  Physician,  Royal  Infirmary,  Edinburgh;  Sir 
Stanley  Davidson,  B.A.,  M.D.,  Hon.  M.D.  (Oslo), 
F.R.C.P.  Ed.,  F.R.C.P.  London,  formerly  Professor 
of  Medicine,  University  of  Edinburgh,  Physician- 
in-Charge,  Royal  Infirmary,  Edinburgh;  and  S.  Al- 
stead,  C.B.E.,  M.D.,  F.R.C.P.  Ed.,  F.R.C.P.  Lon- 
i don,  F.R.F.P.S.,  Regius  Professor  of  Materia  Medica 
and  Therapeutics,  Glasgow  University,  Physician, 
Stobhill  General  Hospital,  Glasgow.  983  pp.  38  illus- 
trations. Price  $12.50.  E.  & S.  Livingstone,  Ltd., 
Edinburgh.  1961. 


Atlas  of  surgical  operations,  ed.  3. 

By  Robert  M.  Zollinger,  M.D.,  Professor  and  chair- 
man of  the  Department  of  Surgery,  Ohio  State  Uni- 
versity College  of  Medicine,  and  Chief  of  the  Sur- 
gical Service,  University  Hospitals,  Ohio  State  Uni- 
versity; formerly,  Professor  of  Surgery,  Harvard 
University  and  Surgeon  at  the  Peter  Bent  Brigham 
Hospital;  and  Elliot  C.  Cutler,  M.D.,  Late  Moseley 
Professor  of  Surgery,  Harvard  University,  and  Chief 
Surgeon,  Peter  Bent  Brigham  Hospital,  formerly, 


Professor  of  Surgery,  Western  Reserve  University, 
and  Director  of  Surgery,  Lakeside  Hospital.  236  pp. 
110  illustrations.  Price  $18.00.  The  Macmillan  Com- 
pany, New  York.  1961. 


The  pharmacologic  principles  of 
medical  practice,  ed.  5. 

By  John  C.  Krantz,  Jr.,  Professor  of  Pharmacology, 
School  of  Medicine,  University  of  Maryland,  Member 
of  the  General  Committee  of  Revision  of  the  United 
States  Pharmacopeia  and  C.  Jelleff  Carr,  Chief, 
Pharmacology  Unit,  Psychopharmacology  Service 
Center,  National  Institute  of  Mental  Health,  formerly 
Professor  of  Pharmacology,  School  of  Pharmacy,  Pur- 
due University  and  Professor  of  Pharmacology, 
School  of  Medicine,  University  of  Maryland.  1498 
pp.  Illustrated.  Price  $5.00.  Williams  & Wilkins 
Company,  Baltimore.  1961. 


Stages  of  human  development  before  birth. 

By  E.  Blechschmidt,  M.D.,  Professor  of  Anatomy, 
Director  of  the  Institute  of  Anatomy,  University  of 
Gottingen,  Germany.  684  pp.  759  illustrations. 
Price  $23.00.  W.  B.  Saunders  Company,  Philadel- 
phia. 1961. 


Poliomyelitis. 

Papers  and  Discussions  presented  at  the  Fifth 
International  Poliomyelitis  Conference,  Copen- 
hagen, Denmark,  July  26-28,  1960.  Compiled  and 
edited  for  the  International  Poliomyelitis  Congress. 
435  pp.  Illustrated.  Price  $7.50.  J.  B.  Lippincott, 
Philadelphia.  1961. 


Handbook  of  emergency  toxicology,  ed.  2. 

By  Sidney  Kaye,  M.Sc.,  Ph.D.,  Toxicologist,  Office 
of  the  Chief  Medical  Examiner,  State  Health  De- 
partment, Commonwealth  of  Virginia,  Associate  Pro- 
fessor of  Legal-Medicine,  Medical  College  of  Vir- 
ginia, Consulting  Toxicologist,  Veteran’s  Administra- 
tion, Richmond,  Va.;  Director,  Poison  Control  Cen- 
ter, Richmond,  Va.  377  pp.  Price  $10.75.  Charles 
C Thomas,  Springfield,  111.  1961. 


Respiration  in  health  and  disease. 

By  R.  M.  Cherniack,  M.D.,  M.Sc.,  F.  R.  C.  P.  (C.), 
Assistant  Professor  of  Medicine,  University  of  Man- 
itoba School  of  Medicine,  Director,  Respiratory 
Division,  Clinical  Investigation  Unit,  Assistant  Physi- 
cian, Winnipeg  General  Hospital,  Consultant  in  Res- 
piratory Diseases  to  Children’s  Hospital  and  Muni- 
cipal Hospitals,  Winnipeg,  Canada;  and  L.  Cher- 
niack, M.D.,  B.Sc.,  M.R.C.P.,  (London),  F.R.C.P. 
(C.),  F.A.C.P.,  Assistant  Professor  of  Medicine,  Uni- 
versity of  Manitoba  School  of  Medicine,  Associate 
Physician,  Winnipeg  General  Hospital,  Physician, 
Division  of  Medicine,  Winnipeg  Clinic,  Winnipeg, 
Canada.  403  pp.  92  illustrations.  Price  $10.50.  W.  B. 
Saunders  Company,  Philadelphia.  1961. 
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Cerebral  apoplexy. 

By  Philip  Schwartz,  M.D.,  Director,  Department  of 
Pathology,  Warren  State  Hospital,  Warren,  Pa.,  Pro- 
fessor Emeritus  of  General  Pathology  and  Pathologi- 
cal Anatomy,  University  of  Frankfurt  am  Main, 
Germany,  formerly  Director,  Department  of  Patholo- 
gy, University  Istanbul,  Turkey.  140  pp.  Illustrated. 
Price  $6.50.  Charles  C Thomas,  Springfield,  111.  1961. 


Rehabilitation  of  a child's  eye,  ed.  3. 

By  Herbert  M.  Katzin,  M.D.,  F.A.C.S.,  Director  and 
Board  Member,  Eye  Bank  Laboratory,  and  Attend- 
ing Surgeon,  Manhattan  Eye,  Ear  and  Throat  Hos- 
pital, New  York,  N.Y.;  and  Geraldine  Wilson,  R.  N.. 
Orthoptic  Technician,  New  York,  N.Y.  107  pp 
Price  $3.75.  The  C.  V.  Mosby  Company,  St.  Louis 
Mo.  1961. 


REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed 
by  any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County 
Medical  Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The 
library  appreciates,  but  does  not  demand,  reimbursement  for  postage. 


The  parenchyma  of  law. 

By  David  W.  Louisell,  LL.B.,  Professor  of  Law,  Univ.  of  Calif.; 
and  Harold  Williams,  M.D.,  LL.B.  517  pp.  Price  $12.50.  Profes- 
sional Medical  Publications,  Rochester,  New  York.  1961. 

It  is  disappointing  that  this  book  cannot  be 
given  the  unqualified  approval  that  the  bulk  of  it 
deserves.  It  can’t  because  it  is  a Doctor  Jekyll  and 
Mr.  Hyde  sort  of  thing. 

It  is  the  joint  effort  of  a law  professor  and  one 
of  his  students  with  an  M.D.  degree.  “This  book,” 
they  say,  “is  principally  an  endeavor  to  help  the 
doctor  comprehend  the  realities  of  law  and  its  admin- 
istration in  the  world  today.  To  do  this,  he  must 
understand  the  administrators— lawyers,  judges  and 
juries;  know  something  of  the  bases  of  law,  both 
judge-made  and  legislated;  inquire  fundamentally 
into  a few  of  the  chief  impingements  of  the  law  upon 
the  doctor’s  professional  life;  and  consider  the  law 
as  a dynamic  institution,  evolving  even  as  we  write 
these  words.” 

The  authors  do  an  excellent,  and  much  needed, 
job  of  interpreting  the  mechanics  and  rationale  of 
law  and  legal  proceedings  in  terms  that  make  sense 
to  the  physician-mind;  and  if  they  stopped  there  all 
would  be  well.  But  when  they  go  beyond  that  and 
try  to  tell  us  what  the  law  should  be,  we  have  to  call 
a halt.  We  find  an  implied  acceptance  of  crypto- 
totalitarian  philosophy,  and  a half-conscious  rejection 
of  all  that  makes  Anglo-American  law  superior  to 
Continental  law,  and  made  American  medicine  great. 

Strangely  enough,  in  matters  pertaining  to  med- 
icine, the  “anti-individualist”  thinking  seems  to  come 
more  from  the  physician  than  the  lawyer.  As  an 
indication,  the  lawyer  wanted  to  call  the  final  chap- 
ter “Medicine,  Law  and  Liberty.”  The  physician 
wanted  to  call  it  “Medicine,  Law  and  Justice.”  The 
physician  won. 

The  book  contains  a glossary,  an  appendix  of 
illustrative  cases,  and  an  excellent  index. 

F.  B.  EXNER,  M.D. 


Resuscitation  of  the  unconscious  victim,  ed.  2. 

By  Peter  Safar,  M.D.,  Chief,  Department  of  Anesthesiology, 
Baltimore  City  Hospitals;  Assistant  Professor  of  Anesthesiology, 
The  Johns  Hopkins  University  School  of  Medicine,  Baltimore, 
and  Martin  C.  McMahon,  Captain,  Baltimore  Fire  Department 
Ambulance  Service.  Illustrations  by  Colin  E.  Thompson,  Jr 
87  pp.  Price  $2.00  (Paperbound).  Charles  C Thomas,  Spring- 
field,  III.  1961. 

“Resuscitation  of  the  unconscious  victim”  is  a 
small  easily  read  paper-covered  booklet  of  some 
eighty  pages  with  illustrations.  This  brief,  somewhat 
technical  handbook  covers  the  technique,  physiology 
and  handling  of  most  forseeable  variations  met  in  car- 
ing for  the  patient  who  has  had  airway  obstruction 
and  needs  assisted  respiration.  Safar  and  McMahon 
have  teamed  up  to  produce  an  excellent  manual  for 
people  with  some  background  in  physiology,  first  aid. 
and  patient  care.  This  does  not  impress  me  as  a vol- 
ume for  the  totally  uninstructed  person.  It  would 
make  an  excellent  text  but  needs  explanation  if  used 
by  people  with  no  medical  background.  It  would  pro- 
vide excellent  instruction  for  nurses,  ambulance  per- 
sonnel and  first-aid  people  generally.  I think  this 
would  be  a fine  text  to  use  in  the  training  of  police 
and  other  emergency  personnel. 

A brief  description  of  closed  chest  heart  mas- 
sage is  included.  I,  personally,  hope  that  all  the  pro 
cautions  are  respected  in  this  last  topic.  Even  though 
the  book  is  not  designed  for  trained  medical  men,  it 
would  be  an  excellent  reminder  for  a large  portion 
of  the  doctors  whose  daily  work  leads  them  far  afield 
from  emergency  care.  It  should  be  an  excellent  tool 
for  training  a large  number  of  people  well  in  tin- 
field  of  respiratory  resuscitation  under  many  condi- 
tions. 

GENE  T.  MCCALLUM,  M.D. 

Health  education;  a guide  for  teachers  and  a 
text  for  teacher  education,  ed.  5. 

Joint  Committee  on  Heolth  Problems  in  Education  of  the 
National  Education  Association  and  the  Americar  Medical 
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Association.  Edited  by  Bernice  R.  Moss,  Ed.D.,  Professor  of 
Health  Education,  University  of  Utah.  Associate  Editors,  Warren 
H.  Southworth,  Dr. P H.,  Professor  of  Health  Education,  Univer- 
sity of  Wisconsin;  and  John  L.  Reichart,  M.D.,  Chicago.  429  pp. 
Illustrated.  Price  $5.00.  National  Education  Association,  Wash- 
ington, D.C.  1961, 

This  joint  project  of  the  National  Education  As- 
sociation and  the  American  Medical  Association  has 
been  completely  re-written  in  this  edition  with  the 
hope  that  it  will  serve  as  a source  book  for  teachers, 
a text  for  teacher  education  and  a reference  for  pro- 
fessional workers  in  the  field  of  health  education. 
The  authors  point  out  that  health  education  has  de- 
veloped as  an  integral  part  of  education  function 
for  the  last  120  years.  This  full  health  program  is 
visualized  as  consisting  of  three  interrelated  parts— 
healthful  school  living,  school  health  service  and 
health  education.  The  general  needs  in  these  three 
areas  are  outlined  not  only  for  school  system  admini- 
strators, but  for  the  various  grades  from  kindergarten 
through  university  and  adult  education.  The  outline 
of  what  is  needed  for  each  age  group,  while  stated  in 
general  terms,  is  adequate.  I feel  that  by  using  this 
book  with  a source  book  in  public  health,  a standard 
anatomy  and  Best  & Taylor’s  Physiological  Basis  of 
Medical  Practice,  plus  the  cooperation  of  the  local 
county  health  department,  I could  set  up  a detailed 
outline  for  the  health  activities  of  a school  system 
and  a teaching  outline  for  its  individual  teachers.  For 
one  with  such  interests  and  desires,  this  book  is 
highly  recommended. 

K.  K.  SHERWOOD,  M.D. 

Medical  almanac  1961-62. 

A compilation  of  general  information,  statistics  and  other 
data  relating  to  medical  care,  medical  education,  medical 
organizations  and  literature,  incidence  of  illness  and  economic 
aspects  of  medical  practice.  Compiled  by  Peter  S.  Nagan, 
A.B.,  M.A.,  M.S.  528  pp.  Price  $5.00  (Paperbound).  W.  B. 
Saunders  Company,  Philadelphia.  1961. 

The  editor’s  intention  is  clearly  stated  in  his 
preface:  “The  purpose  of  this  Almanac  is  to  bring 
together  in  one  volume  a wide  range  of  descriptive 
and  statistical  material  about  the  non-clinical  side 
of  medicine.  It  is  designed  to  be  a time-saving  tool 
for  physicians,  medical  administrators,  government 
officials,  librarians,  editors,  writers,  and  all  those 
who  have  need  for  facts  about  the  profession  and 
its  various  phases.  It  is  respectfully  suggested  that 
the  reader  ‘browse’  a little  through  the  book.  Its 
range  is  broad  and  the  necessarily  abbreviated 
description  in  the  table  of  contents  does  not  really 
reflect  either  the  sweep  of  coverage  or  the  intrinsic 
interest  of  some  of  the  entries.  I am,  in  other  words, 
offering  the  notion  to  many  in  medicine,  and  to  some 
others  who  are  outsiders  but  who  love  it,  this  book 
may  serve  not  only  as  a reference  source  but  as  a 
pleasant  and  rewarding  idle-hour  companion.” 

Mr.  Nagan,  M.A.  and  M.S.,  in  qualifying  him- 
self as  one  outside  the  profession,  modestly  omits 
what  necessarily  requires  mention,  that  individuals 


with  abilities  and  interests  on  so  high  a level  are  very 
much  a part  of  modern  medicine  in  the  genuine  con- 
tributions they  afford  both  patient  and  physician. 

One  reader  cannot  attest  to  the  accuracy  of  the 
vast  amount  of  information  put  together  here.  This 
does  not  restrain  one,  however,  from  acknowledging 
the  clarity  of  the  presentation.  The  topics  under 
Chapter  IV,  Vital  Statistics  (82  pages)  are  popu- 
lation, birth,  marriage  and  divorce  rates;  illegitimate 
births;  life  expectancy;  death  rates  and  causes  of 
death;  incidence  and  prevalence  of  various  infec- 
tious, chronic  and  industrial  diseases;  limitations  on 
activities  because  of  illness;  desirable  and  average 
weights  for  men  and  women. 

The  chiefs  in  federal  medicine  are  listed,  in  part, 
on  pages  62-67.  One  looks  in  vain  for  evidence  of  a 
full-blooded  redskin.  And  surely,  somehow,  the 
Washington,  D.C.— Bethesda  tribe  could  improve 
their  nomenclature,  e.g.  “Laboratory  of  Germ  Free 
Animal  Research  Chief.”  But  then,  he  is  probably  a 
nice  little  man  with  steel-rimmed  glasses,  a steel 
chair,  a steel  desk  in  the  corner  of  a windowless 
room,  a nice  little  man  who  desperately  needs  a shot 
of  firewater  and  some  riotous  warpaint. 

GERALD  R.  NOWLIS,  M.D. 

The  spinal  cord;  basic  aspects 
and  surgical  considerations. 
By  George  Austin,  M.D.,  Professor  and  Head,  Division  of  Neu- 
rosurgery, University  of  Oregon  Medical  School.  532  pp. 
Illustrated.  Price  $26.50.  Charles  C Thomas,  Springfield,  III. 
1961. 

This  is  a large  volume  covering  the  surgery  of 
the  spinal  cord,  chiefly  in  the  adult,  with  basic  con- 
siderations of  anatomy,  physiology  and  pathology, 
together  with  the  all-important  urological  relation- 
ships. Practically  all  the  surgical  sections  are  the 
work  of  the  primary  author  while  the  basic  associated 
sections  on  physiology,  anatomy,  pathology,  neuro- 
roentgenology, urology  and  rehabilitation  are  writ- 
ten by  well-known  authorities  in  these  special  fields. 

This  book  is  well  organized,  divided  by  sections 
into  the  major  topics,  with  chapters  under  the  var- 
ious sections.  It  covers  thoroughly  and  clearly  the 
surgery  of  trauma  to  the  cord,  tumors,  the  interver- 
tebral disc  problem,  as  well  as  excellent  coverage  of 
the  problem  of  intractable  pain  and  its  management. 

The  first  172  pages  of  the  532-page  work  are 
given  over  to  the  surgical  considerations  of  the  allied 
topics  and  the  next  303  pages  deal  largely  with  the 
basic  concepts  in  related  areas  and  twenty-five  pages 
contain  a listing  of  702  bibliographic  references.  The 
remaining  contains  excellent  name  and  subject  in- 
dices. The  two-column,  large-type  format  makes  for 
rapid,  easy  reading.  Anyone  interested  in  any  facet 
of  spinal  cord  surgery  or  function  will  find  much  of 
value  in  this  book,  not  only  as  a possible  text  in  the 
field  but  as  a reference  volume  as  well. 

HALE  HAVEN,  M.D. 
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Medical  pharmacology;  principles  and  concepts. 

By  Andres  Goth,  M.D.,  Professor  of  Pharmacology  and  Chair- 
man of  the  Department,  The  University  of  Texas  Southwestern 
Medical  School,  Dallas,  Texas.  551  pp.  Illustrated.  Price 
$11.00.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mo.  1961. 

Dr.  Goth,  in  his  first  edition  of  this  text,  has 
constructed  a reliable  and  nicely  organized  refer- 
ence on  medical  pharmacology. 

The  first  two  sections  include  several  chapters 
of  concise  review  of  basic  pharmico-physiology.  The 
newer  concepts  are  smoothly  integrated  with  empha- 
sis upon  the  practical  application  of  the  ever-grow- 
ing number  of  pharmacological  agents.  Many  of 
the  remaining  chapters  are  introduced  to  the  read- 
er by  manner  of  historical  reference  to  the  discoveries 
and  chronological  development  of  important  drugs. 
These  historical  inclusions  are  neither  lengthy  nor 
cumbersome.  They  seem  to  serve  as  stimuli  for  the 
reader-physician’s  revivescence  of  basic  concepts  ac- 
quired during  medical-school  years. 

The  author  makes  no  claim  to  comprehensive- 
ness or  encyclopedic  detail  to  his  work.  Excessive 
detail  has  yielded  to  moderate  but  accurate  brevity 
where  principles,  new  and  old,  of  drug  action  are 
discussed.  He  uses  bold  print  for  sub-headings  in  all 
chapters— which  improves  the  ease  of  subject  find- 
ing. The  subject  of  side-effects  of  various  potent  and 
useful  agents  would  be  more  conspicuous  if  bold 
printed  rather  than  italicized. 

The  chapter  dealing  with  the  tranquilizing  drugs 
embraces  most  of  the  substances  currently  in  use 
and  classifies  them  according  to  type  of  action  and 
chemical  structure. 

An  internist  with  a precise  interest  in  gastro- 
enterologic  therapy,  or  perhaps  in  problems  of  fat 
metabolism,  would  probably  desire  a more  volumi- 
nous reference.  However,  many  physicians  includ- 
ing those  in  special  fields  will  find  this  text  an  effi- 
ciently usable  addition  to  their  libraries  when  con- 
fronted with  the  frequent  problems  of  drug  action 
and  their  application  in  medical  practice. 

C.  A.  KRUSE,  M.D. 

The  closed  treatment  of  common  fractures,  ed.  3. 
By  John  Charnley,  B.Sc.,  M.B.,  F.R.C.S.,  Orthopaedic  Surgeon, 
Manchester  Royal  Infirmary;  The  Park  Hospital,  Wrightington 
Hospital.  272  pp.  Illustrated.  Price  $10.00.  The  Williams  & 
Wilkins  Co.,  Baltimore.  1961. 

This  review  was  undertaken  with  great  curiosi- 
ty because  of  my  personal  interest,  generated  by  the 
first  edition  of  1950.  Then,  as  now,  the  avowed  pur- 
pose to  provide  a work  of  value  to  both  the  inexper- 
ienced and  experienced  fracture  man  seemed  an 
almost  impossible  accomplishment.  Then,  as  now, 
this  aim  has  been  marvelously  attained.  Particularly 
stimulating  are  the  remarks  on  the  Thomas  splint, 
used  with  initial  closed  reduction,  and  in  a manner 
not  ordinarily  carried  out  on  this  side  of  the  Atlantic. 
The  additions  to  this  edition  come  as  extensions  of 
the  same  line  of  reason  previously  expressed,  even 


though  there  is  somewhat  more  agreement  with  the 
teachings  in  this  country  of  the  advisability  of  open 
reduction  and  metallic  fixation  in  certain  fractures. 
Unfortunately,  Mr.  Charnley ’s  comment  that  the  re- 
sults of  skillful  open  methods  are  commonly  con- 
trasted with  the  results  of  unskilled  closed  method  is 
probably  correct.  Thus  we  frequently  tend  to  per- 
sist in  the  lack  of  understanding  of  the  manipulative 
principles  so  well  expressed  in  this  volume. 

ROSCOE  S.  MOSIMAN,  M.D. 

Textbook  of  biochemistry,  ed.  3. 

By  Edward  S.  West,  Ph.D.,  Professor  of  Biochemistry,  University 
of  Oregon  Medical  School,  Senior  Scientist,  Oregon  Primate 
Research  Center;  and  Wilbert  R.  Todd,  Ph.D.,  Professor  of  Bio 
chemistry.  University  of  Oregon  Medical  School.  1423  pp.  Illus 
trated.  Price  $16.75.  Macmillan  Company,  New  York.  1961 

This  book  provides  comprehensive  treatment  of 
the  principles  of  mammalian  biochemistry,  with  spe- 
cial emphasis  on  topics  related  to  medicine.  In  this 
third  edition,  there  has  been  an  extensive  revision 
of  biochemical  material  in  keeping  with  the  rapid 
expansion  of  biochemical  knowledge.  Special  atten- 
tion has  been  given  to  enzyme  kinetics,  bioenergetics, 
biological  oxidations  and  reductions,  intermediary 
metabolism,  protein  chemistry,  fluids  and  electro- 
lytes. New  chapters  dealing  with  nucleic  acid  metab- 
olism and  with  the  composition  and  metabolism  of 
special  tissues  have  been  added.  The  presentation  of 
principles  of  physical  chemistry,  organic  chemistrs 
and  physiology  fundamental  to  the  understanding  of 
biochemical  processes  has  been  retained. 

Ample  use  is  made  of  structural  formulas,  dia- 
grams, figures  and  tables  to  clarify  the  presentation 
and  to  emphasize  various  topics.  All  chapters  con- 
tain many  specific  references  to  original  work  while 
some  provide  additional,  general  references  to  mono- 
graphs, books  or  reviews  on  the  subject.  The  index- 
ing has  been  thorough. 

This  book  contains  far  more  material  than  may 
be  selected  for  use  in  a biochemistry  course.  In  addi- 
tion to  its  value  as  a textbook,  it  will  serve  admir- 
ably as  a reference  source  for  students  and  physicians 
alike. 

ALEX  KAPLAN,  PH.D. 

A traveler's  guide  to  good  health;  the  do's  and  don'ts 
of  staying  healthy  while  seeing  the  world 
By  Colter  Rule,  M.D.  240  pp.  Price  .95.  A Dolphin  Handbook 
Doubleday  & Co.,  New  York.  1961. 

This  paperbound  handbook  is  a worthwhile 
addition  to  the  American  tourist’s  luggage.  It  is 
interesting  and  well  written.  It  is  the  “Dr.  Spock 
for  the  traveler  with  similar  format.  There  is  ex- 
tremely helpful  information  regarding  inoculations 
clothing,  footwear,  water,  food  and  various  illnesses 
ranging  from  calluses  to  plague.  The  few  pages  on 
the  psychology  of  travel  is  good.  In  addition  to  first 
aid  and  self  treatment  of  relatively  minor  ailments. 
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most  valuable  of  all  are  the  directions  in  obtaining 
the  best  medical  help  in  a foreign  land. 

The  disadvantage  of  an  all  inclusive  book  such 
as  this  is  that  the  timid  American  may  become 
frightened  and  may  not  be  willing  to  hazard  all  the 
numerous  ills  that  are  outlined.  If  the  instructions 
and  suggestions  are  followed  to  the  letter,  half  of 
the  allowed  travel  weight  would  consist  of  medical 
gear  and  pills  and  a good  part  of  the  time  would 
be  spent  inquiring  from  local  agencies  and  authorities 
regarding  water  and  food  contamination  and  other 
health  hazards. 

At  the  end  of  the  book  is  a guide  to  medical 
requirements  and  suggestions  before  entry  and  dur- 
ing a stay  in  various  areas  of  the  world.  And  there 
is  a fairly  extensive  glossary  of  medical  terms  and 
phrases  in  four  languages.  This  handbook  is  recom- 
mended for  the  traveler. 

ABBY  FRANKLIN,  M.D. 


Exercise  electrocardiogram  in  office  practice 

By  E.  Grey  Dimond,  M.D.,  director.  Institute  for  Cardiopul- 
monary Diseases,  Scripps  Clinic  and  Research  Foundation, 
lajolla,  Calif.  169  pp.  Illustrated.  Price  $10.00.  Charles  C 
Thomas,  Springfield,  III.  1961. 

This  book  gives  the  author’s  experience  with  the 
exercise  electrocardiogram  which  was  first  popular- 
ized by  Master  several  years  ago.  The  present  work 
is  based  upon  approximately  1300  double  exercise 
tracings,  performed  according  to  Master’s  definition. 

The  resultant  tracings  are  placed  in  a number 
of  classes  beginning  with  those  which  are  normal 
and  ending  with  those  which  show  positive  patholo- 
gic responses.  Between  these  extremes  are  a num- 
ber of  so-called  “innocent  variants,  equivocal  re- 
sponses, alterations  secondary  to  digitalis,  alterations 
secondary  to  idiopathic  pericarditis,  and  changes 
which  are  secondary  to  left  ventricular  hypertrophy.” 
I agree  with  the  author  when  he  says,  “I  realize  that 
this  is  an  artificial  and  somewhat  complicated  meth- 
od of  classification.  It  is  based  on  clinical  observa- 
tion and  is  obviously  empiric  and  personal.” 

The  second  half  of  the  book  consists  of  an  atlas 
of  electrocardiograms  illustrating  with  numerous  ex- 
amples the  various  classes  of  response.  These  illus- 
trations are  well  produced  and  are  clearly  discussed 
and  explained. 

The  exercise  electrocardiogram  certainly  has  a 
place  in  the  diagnosis  of  coronary  heart  disease. 
However,  it  is  surprising  how  seldom  this  procedure 
is  necessary  when  a patient  has  the  benefit  of  a 
complete  history  and  physical  examination  and  rest- 
ing electrocardiograms  which  have  been  correlated 
with  the  former  by  an  observant  physician.  In  defi- 
nite angina  pectoris  the  exercise  test  is  not  necessary 
to  make  the  diagnosis.  It  is  more  often  featured  in 
the  bizarre  and  atypical  type  of  distress  which  is 
only  suspect  of  being  coronary  heart  disease.  Un- 
fortunately this  is  often  the  time  when  the  most 


equivocal  exercise  response  is  obtained.  The  author 
is  to  be  commended  for  attempting  to  explore  this 
diagnostic  dilemma,  but  it  seems  to  me  that  once 
again  this  is  an  example  of  attempting  a too  rigid 
scientific  classification  of  a mechanical  procedure. 
The  electrical  response  of  the  heart  may  be  at  times 
very  perverse  and  unwilling  to  lend  itself  to  any 
such  classification. 

The  book  offers  much  of  interest,  however,  to 
anyone  performing  exercise  tests.  In  particular  I 
felt  that  the  utilization  of  the  corrected  QT  interval 
as  applied  to  the  exercise  test  is  particularly  well 
explained.  This  I believe  has  not  been  utilized  to  its 
fullest  extent  by  most  of  us  in  the  past. 

JOHN  D.  COLLINS,  M.D. 


Traitor  within:  our  suicide  problem 
By  Edward  Robb  Ellis  and  George  N.  Allen.  237  pp.  Price 
$3.95.  Doubleday  & Co.,  Inc.,  Garden  City,  N.Y.  1961. 

This  book  was  written  for  the  general  public  by 
two  journalists.  The  authors  have  succeeded  in  dra- 
matizing with  numerous  newspaper  accounts  the 
immensity  of  this  widely  ignored  problem.  Today 
suicide  ranks  eleventh  as  a cause  of  death  in  the 
United  States.  One  of  the  many  statistical  tables  in 
the  book  shows  that  Seattle  in  the  years  1936-1945 
had  the  highest  suicide  rate  of  any  American  City. 
Sociological  studies  on  suicide  are  reviewed  briefly. 
The  presentation  of  psychiatric  findings  and  re- 
search is  weak  and  at  times  inaccurate.  For  exam- 
ple, they  state  that  patients  who  unsuccessfully  at- 
tempt suicide  demonstrate  less  serious  psychiatric 
illness  than  those  who  kill  themselves.  Recent  stud- 
ies, including  one  by  this  reviewer,  prove  the  op- 
posite to  be  true.  Of  special  interest  to  physicians, 
is  the  excellent  chapter  on  the  clinics  which  have 
been  established  to  prevent  suicide.  The  appendix 
describes  the  work  of  a successful  suicide  prevention 
program  in  Miami. 

THEODORE  L.  DORPAT,  M.D. 


Appraisal  of  current  concepts  in  anesthesiology 

Edited  and  assembled  by  John  Adriani,  M.D.,  professor  of 
surgery,  Tulane  University  School  of  Medicine,  New  Orleans, 
La.;  clinical  professor  of  surgery  and  pharmacology,  Louisiana 
State  University  School  of  Medicine,  New  Orleans,  director  of 
anesthesiology.  Charity  Hospital  of  Louisiana,  New  Orleans. 
279  pp.  Price  $7.75.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mo.  1961. 

After  reading  this  book  I had  the  feeling  that  I 
had  been  reading  incomplete  transcripts  of  the  week- 
ly resident  seminars  from  Dr.  Adriani’s  resident  pro- 
gram. 

Forty-five  subjects  were  chosen  for  review,  to 
be  of  interest  to  other  trainees  or  “to  the  specialists 
in  anesthesiology  who  are  engaged  in  strictly  clinical 
practice.”  This  material  is  ‘old’  as  far  as  current 

(Continued  on  Page  547 
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PROFESSIONAL  class ified 


Practice  Opportunities 

PRACTICE  IN  THRIVING  DISTRICT-SEATTLE 

Active,  lucrative  practice  available  for  purchase  of 
depreciated  price  of  equipment  and  furnishings. 
Worth  investigating.  All  inquiries  answered  confi- 
dential. Write  Box  16-D,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 


GENERAL  PRACTICE  OPPORTUNITY 

Suburban  Seattle  offers  excellent  opportunity.  There 
is  a need  for  several  general  practitioners  in  the 
northern  area  of  the  city.  Good  hospital  facilities, 
office  space,  opportunities  for  association  if  desired, 
and  a well  rounded  medical  compliment  of  special- 
ties are  present.  Write  Leonard  S.  Allott,  M.D., 
6503  N.E.  181st.,  Seattle  55,  Wash. 


GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 


GP  WANTED-SUBURBAN  SEATTLE 

General  practitioner  with  well  established  practice 
wants  an  associate.  Salary  to  start,  parnership  with- 
in a short  time.  For  further  information  write  Box 
3-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


GP  ASSOCIATE  WANTED 

Established  GP  in  Eastern  Washington  will  con- 
sider office  sharing,  salaried  assistant  or  eventual 
partnership.  Contact  E.  M.  Allen,  M.D.,  Box  F, 
Grand  Coulee,  Wash. 


PUBLIC  HEALTH  PHYSICIANS  WANTED 

Physicians  with  experience  and/or  training  for  MCH, 
Radiological  Health,  V.D.  Control  Programs,  also 
County  Health  Officer  positions.  Must  be  eligible  for 
licensure  in  Oregon.  Salary  open  depending  on  quali- 
fications within  monthly  range  of  $990  to  $1,330. 
Apply  to:  Mr.  Alfred  T.  Johnson,  personnel  director, 
Oregon  State  Board  of  Health,  P.O.  Box  231,  Port- 
land 7,  Oregon. 


MENTAL  HEALTH  PHYSICIAN  WANTED 

State  mental  health  facility'  located  in  the  heart 
of  the  famed  Pacific  Northwest  recreational  area. 
Outstanding  opportunity  to  participate  in  medical,  i 
surgical  and  geriatric  program;  staff  consists  of  13 
psychiatrists,  12  physicians  and  14  consultants  in 
various  specialties.  Salary  range  $10,000-$  14.000, 
depending  upon  experience  and  training.  Retire-  i 
ment  plan  and  unique  annuity  insurance  program  ! 
available.  Write  William  D.  Voorhees,  Jr.,  M.D., 
Superintendent,  Box  309,  Sedro- Woolley,  Wash. 


Locations  Desired 

INTERNIST  DESIRES  SEATTLE  AREA  LOCATION 

Out  of  state  board  qualified  internist  with  sub-spe- 
cialty' in  hematology  plans  to  settle  in  Seattle  or  en- 
virons July  1962.  Available  for  half-time  medical 
service  while  starting  in  private  practice.  Full-time 
duty'  could  be  arranged  for  one  year.  Graduate  of 
University  of  Michigan  1955.  Write  Robert  Tobe. 
M.D.,  2125  W.  Main  St.,  Muncie,  Ind. 


GENERAL  SURGEON  DESIRES  LOCATION 

American  board  certified  surgeon,  age  30,  will  he 
available  for  practice  June  1963.  Military  obliga- 
tion completed  then.  Write  Wm.  G.  Moore,  \1.D 
U.S.  Army  Hospital,  Fort  Hood,  Texas. 


Office  Space 

MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 


MEDICAL  SUITES— BELLINGHAM,  WASH 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine. 
500  Wall  St.,  Seattle,  Wash. 


546 

Northwest  Medicine,  June  1962 


MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 


i Vicinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building.  3 
blocks  Holy  Family  Convalescent  hospital.  Contact 
William  K.  Norwood,  D.D.S.,  West  22  Central  Ave., 
Spokane  19,  Wash. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 


OFFICE  SPACE-TACOMA 

Established,  well  equipped  medical  center  has  office 
space  available  for  general  specialties  and  general 
practices.  Low  overhead.  1302  North  I Street. 
FU  3-1717. 

PHYSICIANS  SUITE— BENSON  MEDICAL  CENTER-RENTON 

924  sq.  ft.  available  in  Benson  Road  Medical  Center 
Bldg.  3 miles  So.  of  Renton.  Rapidly  growing  area 
greatly  in  need  of  physicians.  Ample  parking.  10 
min.  to  Renton  General  Hospital.  Write  Mr.  H.  M. 
Hall,  3842  East  Mercer  Way,  Mercer  Island,  Wash, 
or  call  AD  2-2439. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Equipment 


X-RAY  AND  EQUIPMENT 

100  ma  rotating  anode  x-ray,  automatic  table,  fluor- 
oscope,  darkroom  and  accessories.  Reasonable.  S. 
Kase,  M.D.,  706  N.  Meridian,  Puyallup,  Wash.  TH 
5-8121. 


MEDICAL  EQUIPMENT 

Profex  100  ma  x-ray,  with  fluoroscopy  attachment, 
$2,500;  Raytheon  microtherm,  $500;  Bovie  portable 
electrocautery,  $150;  Burdick  EKG,  $400;  Sklar 
suction  machine  and  stand,  with  set  of  nasal  attach- 
ments, $100;  Underwood  posting  machine,  $450. 
All  in  excellent  condition,  used  very  little.  Contact 
Jack  N.  Martin,  M.D.,  4036  S.  Sixth  St.,  Klamath 
Falls,  Ore.,  phone  TU  4-7303  or  4-7766. 


WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY, 

Attn.:  Mr.  J.  A.  Jones,  521  Medical  Arts  Bldg., 
1117  2nd  Ave.,  MA  4-0426,  Seattle  1,  Washington. 


Continued  from  Page  545) 

journals  are  concerned  but  ‘new’  in  regard  to  inclu- 
sion in  standard  textbooks.” 

The  subjects  reviewed  might  not  fit  anyone’s 
choice  but  they  all  have  some  importance  to  anes- 
thesia, either  directly  or  indirectly.  Unfortunately, 
the  material  is  incomplete.  The  bibliography  for 
one-fourth  of  the  subjects  was  inadequate,  to  the 
point  of  being  non-existent  for  two  subjects.  The 
material  is  “old,”  in  the  case  of  most  subjects,  even  a 
superficial  reading  of  the  standard  journals  of  anes- 
thesia would  keep  the  reader  better  informed  than 
this  book. 

The  book  is  easy  to  read  and  could  serve  new 
residents  in  the  specialty  towards  organizing  their 
reading  by  following  the  chapter  sequence. 

The  thing  missing  in  this  book  is  the  discussion 
that  must  take  place  in  any  resident  seminar.  This 
would  complete  this  material  and  the  “transcripts.” 

HENRY  D.  GREEN,  M.D. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dim  ant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Chica- 
go, June  24-28,  1962;  Atlantic  City, 
June  17-21,  1963;  San  Francisco, 

June  22-26,  1964 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963;  Miami  Beach,  Nov.  29-Dec. 
3,  1964. 

Oregon  State  Medical  Society — Sept.  26- 
29,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 

Idaho  State  Medical  Association 

June  27-30,  1962;  June  23-27,  1963, 
Sun  Valley 

North  Pacific  Society  of  Internal  Medi- 
cine— Sept.  7-8,  1962,  Vancouver, 

B.C. 

Pres.,  R.  B.  Hanford.  Spokane 
Sec.,  F.  E.  Cleveland,  Seattle 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres..  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes.  Seattle 

Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 

Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 

Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres..  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 

Biennial  Western  Conference  on  Anes- 
thesiology— Mar.  25-28,  1963,  Hono- 
lulu 

Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O’Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs.  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis.  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 


DIRECTORY  OF 

Advertisers 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 

Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gynecological  Society — Sept.  10- 
12,  1962,  3rd  W'ednesday  (except 

June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 


Ames  Company,  Inc. 

Uristix  486 

Boyle  & Company 

T riva  485 

Breon  Laboratories,  Inc. 

Caroid  and  Bile  Salts  469 

Brown  Pharmaceutical  Company 

Android  532 

Burroughs-Wellcome  & Company 
(U.S.A)  Inc. 

“ Sporin ” ointments  493 

Campbell  Soup  Company 

Soups  for  special  diets  S17 

Ciba 

Ser-ap-es  491 

Coca  Cola  535 

Cook  County  Graduate  School  of 
Medicine 

Continuing  education 

courses  478 


Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 

Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  1 1th  year  of  scheduled  meetings.  Through  these 
Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  55,000  physicians 
have  had  the  opportunity  to  hear  and  question  authorities  on  important  advances  in  clinical 
medicine  and  surgery.  You  have  a standing  invitation  to  attend  any  of  these  Symposia  with 
your  wife  for  whom  a special  program  is  planned. 
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Now,  with  Adult  Dip-Tet,  you  can  extend  the  good  diphtheria 
and  tetanus  programs  of  childhood  into  adolescence  and  adult- 
hood, or  establish  routine  primary  immunity  with  f^r  less  danger 
of  serious  patient  reactions.  Tests  show'  that  under  such  usage  a 
good  antitoxic  immunity  will  be  obtained1. 

Reduction  of  reactivity  in  Adult  Dip-Tet  is  achieved  through 
extreme  purification  of  the  toxoids  (particularly  the  diphtheria 
toxoid)  which  reduces  their  volume,  and  through  their  adsorp- 
tion on  Alhydrox  (aluminum  hydroxide)  which  slows  absorp- 
tion. Developed  and  used  by  the  armed  forces  since  1955,  this 
type  of  vaccine  is  specifically  recommended  for  children  over 
8 years  of  age,  teenagers  and  adults. 

DIPHTHERIA  AND  TETANUS  PROTECTION  FOR  ALL  YOUR  PATIENTS 
FROM  8 TO  80  WITH  FAR  LESS  DANGER  OF  SERIOUS  REACTIONS 

1.  Graham,  B.  S.,  et  at.  J.A.M.A.  766:1586,  1958. 
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The  incidence  of  postoperative  wound  infections,  particularly  among  debilitated  patients,  pre- 
sents a serious  hospital  problem.1  These  infections  are  caused  in  many  cases  by  strains  of  staph- 
ylococci resistant  to  most  antibiotics  in  common  use.1’2’3  In  such  instances,  CHLOROMYCETIN 
should  be  considered,  since  “...the  very  great  majority  of  the  so-called  resistant  staphylococci 

are  susceptible  to  its  action.”4 

Staphylococcal  resistance  to  CHLOROMYCETIN  remains  surprisingly  infrequent,  despite  wide- 
spread use  of  the  drug.2’4’5'7  In  one  hospital,  for  example,  even  though  consumption  of 
CHLOROMYCETIN  increased  markedly  since  1955,  there  was  little  change  in  the  susceptibility 

of  staphylococci  to  the  drug.7 

Characteristically  wide  in  its  antibacterial  spectrum,  CHLOROMYCETIN  hasalso  proved  valuable 
in  surgical  infections  caused  by  other  pathogens-both  gram-positive  and  gram-negative.7’8 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including 
Kapseals"'  of  250  mg.,  in  bottles  of  16  and  100. 

See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such 
reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms  which  are 
susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  potentially  danger- 
ous agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral  infections 
of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  ;s  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood 
studies  may  detect  early  peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become 
irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  development  of 

aplastic  anemia. 

References:  (1)  Minchew,  B.  H„  & Cluff,  L.  E.:  J.  Chron.  D/s.  1 3:354, 1961.  (2)  Wallmark,  G.,  & Finland,  M.:  Am.J.M. 
Sc.  242:279,  1961.  (3)  Wallmark,  G„  & Finland,  M.:  J.A.M.A.  175:886,  1961.  (4)  Welch,  H.,  in  Welch,  H,  & 
Finland,  M.:  Antibiotic  Therapy  for  Staphylococcal  Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  14. 
(5)  Hodgman,  J.  E.:  Pediat.  Clin.  North  America  8:1027,  1961.  (6)  Bauer,  A.  W.j  Perry,  D.  M.,  & Kirby,  W.  M.  M.: 
J.A.M.A.  173:475,  1960.  (7)  Petersdorf,  R.  G.,  et  al.-.  Arch.  Int.  Med.  105:398,  
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3.  In  laryngopharyngitis 
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s.  In  bronchiectasis  6 .In  osteomyelitis 
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• “...now  the  leading  cause  of  death  in  diabetic  patients.”1 

Diseases  of  the  cardiovascular-renal  system  account  for  about  three-fourths  of  deaths  among 
diabetic  patients,  with  heart  disease  responsible  for  approximately  one-half  the  total,2-3  and 
coronary  atherosclerosis  the  major  cause  of  cardiac  lesions.1  While  some  feel  that  diabetics 
are  predisposed,  perhaps  by  heredity,  to  early  onset  of  vascular  disease,  considered  opinion  is 
that  vascular  degeneration  can  be  delayed  or  modified  with  “. . . careful  and  consistent  control 
of  diabetes  from  the  time  of  diagnosis ”4 

As  a major  step  toward  achieving  careful  and  consistent  control,  you  can  teach  your  patients 
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Clinitest®  Urine-Sugar  Analysis  Set. 

for  quantitative  estimation 

color-calibrated 

O clinitest 

urine  sugar 

• continued,  close  control 

• graphic  Analysis  Record  encourages  co- 
operation., .reveals  degree  of  control  at  a 
glance... helps  patient  maintain  control 


for  “yes-or-no”  enzymatic  testing 

new,  improved 

cHnistix 

urine  glucose 
10-second  reading... longer  strip  for 
easier  handling... new  color  chart  and 
color  barrier  for  test  area... in  glass 
for  protection 


Supplied:  Clinitest  Urine-Sugar  Analysis  Set  (with  bottle  of  36  tablets  and  2 foil-wrapped  tablets);  refill  boxes 
of  24  Sealed-in-Foil  Reagent  Tablets  and  bottles  of  36  tablets.  Clinistix  Reagent  Strips  in  bottles  of  60. 

References:  (1)  Root,  H.  F.,  and  Bradley.  R.F.,  in  Joslin,  E.  R;  Root,  H.  F.;  White.  R,  and  Marble,  A.:  The 
Treatment  of  Diabetes  Mellitus,  ed.  10,  Philadelphia,  Lea  & Febiger,  1959,  pp.  411,  437.  (2)  Joslin,  E.  R; 
Root,  H.  F.;  White,  R,  and  Marble,  A.:  ibid.,  pp.  188-189.  (3)  Marks,  H.  H..  el  at.:  Diabetes  9:500,  1960. 
(4)  Marble,  A.,  in  Summary  of  Conference  on  Diabetic  Retinopathy,  Survey  Ophth.  (Part  2)  6:611-612,  1961. 


Ames  products  are  available  through  your  regular  supplier. 


AMES 


COMPANY.  INC 
Elkhort  • Ind'ono 
Toronto  * Conodo 


214C2 


(RmuDesrm^icine 


OREGON 

Action  Against  King-Anderson  604 

UOMS  Student  Heads  SAMA  605 

Ambulance  Service  Survey  608 

Grondahl  Appointed  to  Board  of  Health  608 

Faculty  Members  Go  Abroad  608 

Motarazzo  Receives  Award  609 

Hypnosis  Groups  Meet  609 

National  Billirubin  Survey  609 


WASHINGTON 

Northwest  Proctologic  Society  616 

Seminar  on  Alcoholism  625 

FEATURES 

Obituaries  609 

President’s  Page,  Oregon  612 

President’s  Page,  Washington  617 

Books  621 

CLASSIFIED  626 

MEDICAL  MEETINGS  628 

DIRECTORY  OF  ADVERTISERS  628 


559 

Northwest  Medicine,  July  1962 


Now  with  the  Oxford  PROTHROMETER* 

PROTHROMBIN  TESTS 

can  be  performed  conveniently  at 
OFFICE -LABORATORY -BEDSIDE 


Assures  Reliable  Anticoagulant  Control 
...with  These  Advantages: 

• Only  one  drop  of  fingertip  blood  required. 

• Painful  venipuncture  eliminated. 

• Test  can  be  run  in  less  than  60  seconds. 

• Simple  technique  ...  no  special  training. 

• Immediate  adjustment  of  anticoagulant  dosage. 

• Excellent  correlation  with  older  methods. 

• Cost  of  each  test  measured  in  pennies. 

The  Oxford  Prothrometer  is  available  from  leading 
surgical  supply  dealers  and  may  be  obtained  on  a 
trial  basis.  For  brochure,  including  a bibliography, 
mail  attached  coupon. 

$1495°  Complete,  FOB  Redwood  City 


□ Send  me  one  Prothrometer  □ Send  me  brochure 


NAME 


ADDRESS 


CITY 


STATE 


OXFORD  LABORATORIES 

961  Woodside  Road,  Redwood  City  19,  California 


Rehabilitation  Institute 
of  Oregon 

Announces  Good  News 

New  Facility 

New  Staff 

New  Program 

New  Equipment 

New  Free  Schedule  Based  on 
Ability  to  Pay 

New  Approach  to  Diagnosis 
and  Treatment  Based  on 
Clinically  Proven  Methods 

Full  Time  Medical  Director 
V.  E.  Mikkelson,  M.D. 

Phys.  Med.  & Rehab. 

2010  N.TT.  Kearney  St.,  Portland  9 

CA  2-1968 

A TAX  FREE  NON- 
PROFIT CORPORATION 
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big  reasons 

why  you  will  prefer 


vi-syneral  vitamin  drops  fortified 

1.  provides  vitamin  Bjo. 

2.  100%  natural  vitamin  A complex. 

3.  100%  natural  vitamin  D complex. 

4.  vitamin  E to  reduce  susceptibility  of  red  blood  cells 
to  hemolysis. 

5.  vitamins  A,  D,  and  E made  aqueous*  for  far  faster 
and  more  complete  absorption  and  utilization. 

6.  vitamin  B6  . . . anticonvulsant  vitamin. 

7.  lipotropic  agents. 

8.  other  essential  B complex  factors  and  vitamin  C. 

9.  delicious  fruity  flavor. 

10.  no  burps  ...  no  fish  oil  taste  or  odor  . . . allergens 
removed. 

‘Protected  by  U.S.  Pat.  No.  2,417,299  owned  and  controlled  by 
U.S.  Vitamin  and  Pharmaceutical  Corporation. 

SAMPLES  of  VI-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 

u.s.  vitamin  & pharmaceutical  corporation  • pharmaceuticals 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.Y. 
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THROUGHOUT  THE  PRACTICE  OF  MEDICINE 


continues 


THOROUGHLY 


O 

SERVICE 

TO 

MEDICINE 


® * 


to  be  a favored  prescription 

to  manage  anxiety  and  tensioi, 

DOCUMENTED  SPECIFIC  HIGH  INDEX  OF  SAFETY 

Equanil  is  specific  for  the  relaxation  of  mental  anc 
muscular  tensions.  With  Equanil  your  anxious,  tenst 
patients  are  better  able  to  cope  with  situations  of  stress 
and  are  more  amenable  to  psychotherapeutic  treatment 

predictable  action 

Equanil  acts  almost  exclusively  on  the  central  nervou: 
system;  no  disturbing  autonomic  effects.  Does  no 
increase  appetite;  does  not  cause  ataxia,  extrapyramida 
symptoms,  or  other  bizarre  neurological  reactions. 

Wyeth  Laboratories  Philadelphia  1,  Pa. 


the  advantages  of  EQUANIL  are  also  available  in 
convenient  continuous-release  capsule  form- 
EQUANIL  L-A  Capsules. 


*Meprobamate,  Wyeth.  Side  effects,  which  occur  infrequenth 
are  manifested  as  transient  drowsiness  and  a rare  allergic  reaction 
usually  dermatologic  (purpura).  For  further  information  on  limit.: 
tions, administration,  and  prescribing  of  Equanil  and  Equanil  l- 
Capsules,  see  descriptive  literature  or  current  Direction  Circulai 


Emotional  control  regained... a family  restored... 
thanks  to  a doctor  and  'Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 
confirms  the  fact  that,  in  most  patients, 
the  potential  benefits  of  ‘Thorazine’  far 


outweigh  its  possible  undesirable  effects. 

Of  special  value  in  mental  and  emotional 
disturbances:  Tablets  for  initial  therapy; 
Injection  (Ampuls  and  Vials)  for  prompt 
control;  Spansule®  sustained  release  cap- 
sules for  all-day  or  all-night  therapy  with 
a single  oral  dose. 

Smith  Kline  & French  Laboratories 


Thorazine® 

brand  of  chlorpromazine 

A fundamental  drug 

in  both  office  and  hospital  practice 


|l 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


Posed  by  professional  models. 


for  complete  medication 

ESTOMUL  alone 


In  ulcer  therapy  “the  emphasis  should  be  on  total  management,  including  use 
of  antacids,  anticholinergic  drugs  and  sedatives,  avoidance  of  gastrointestinal  irritants, 
and  skillful  attention  to  emotional  problems. ”f 


ESTOMUL  alone  provides  prompt  and  prolonged  relief  to  the  ulcer  patient  by  combin- 
ing an  antacid  gel,  an  antipeptic  and  gastric  demulcent,  and  a unique  mild  anticholinergic. 


The  results  are  total  medication  with  a single  prescription;  patient  co-operation;  and 
rapid,  sustained  relief.  This  relief  has  been  documented  in  studies  involving  29  investi- 
gators and  579  patients.  They  reported  these  results: 

Excellent 74.3% 

Good 22.1% 

Fair 0.9% 

Poor 2.8% 

Additional  studies,  involving  another  27  investigators  and  approximately  500  patients, 
confirmed  the  above  results. 


ESTOMUL  Tablets 
(1  or  2 tablets 
three  times  daily) 
Each  tablet  contains: 


25  mg  Orphenadrine*  hydrochloride 

25  mg  Bismuth  aluminate 

45  mg  Magnesium  oxide 

500  mg  Co-precipitate  of 

aluminum  hydroxide 
and  magnesium  carbonate  . 


ESTOMUL  Liquid 
(1  or  2 tablespoons 
three  times  daily) 
Each  tablespoon  contains: 

25  mg 

50  mg 


918  mg 


Physicians’  brochure  available  on  request. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

fKirsner,  J.  B„  J.A.M.A.,  166:1727,  1958.  ^Patent  Nos.  2,567,351;  2,991,225. 


RIKER  LABORATORIES,  INC. 
NORTHRIDGE,  CALIFORNIA 


These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Duple  ret  a/' 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low, 

SUPPLIED:  SER-AP-ES  Tablets,  each  containing  0.1  mg.  SERPASIL*  (reserpine  CIBA),25  mg. 
APRESOLINE*  hydrochloride  (hydralazine  hydrochloride  CIBA),and  1 5 mg.  ESIDRIX* 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions,  and  side  effects),  see  current  Physicians’  Desk  Reference  or  write  CIBA. 

1 . Dupler,  D.A.,  Greenwood,  R.J.,  and  Connell,  J.T.:J.A.M. A.  174:1  23  (Sept.  1 0)  1 960. 

2.  Hobbs,  L.F.:  To  be  published,  i/iozmb 

CIBA 

SUMMIT,  N . J . 


Northwest  Medicine,  July  1962 

566 


"relief  of  symptoms  is  striking  with  Rautrax-N”* 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

fHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


'RAUDIXIN*®,  'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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DR.  SCOTT’S  ELECTRIC 

ASTONISHING  CURES. 

This  remarkable  Brush,  which  has  won  its  way  to 
Royal  favor  in  England,  been  cordially  indorsed  by 
the  Prince  and  Princess  of  Wales,  and  written  upon 
by  the  Rt.  Hon.  W.  E.  Gladstone,  is  now  brought  to 
the  notice  of  the  American  public.  It  cures  by  natural 
means,  will  always  do  good,  never  harm, 
and  is  a remedy  lasting  for  many  years.  It 
should  be  used  daily.  The  back  of  the  Brush 
is  made  of  a new  material  resembling 
ebony,  beautifully  carved  and  elegantly 
mounted.  It  is  a combination  of 
substances  producing  a permanent 
Electro-Magnetic  Current.  Al- 
ways doing  good,  it  cannot  harm, 
while  its  application  gives  a most 
agreeable  sensation,  there  being 
no  shock  or  unpleasant  feeling 
whatever.  Its  power  can  always 
be  tested  by  the  silver  compass 
which  accompanies  each  Brush. 

IT  CURES 

Rheumatism  and  Diseases  of  the 


Blood  — Nervous  Complaints  - 
Neuralgia— ^oothache_^^Talarm 
^am£ness^^^al£itation- 
J?agalysis_and_^ains^aus£cM}^ 
Impaired  Circulation.  It  promptly 
alleviates_J[ndigestion  ^Constiga^ 
^ion— Kidne^_am^^ivei^^roubles 
— J^uickl^jremoves^hose^Back 
£ches^j>eculia£^o^adiesijind>mv 
gartsgvonderfuWigog^o^hg^hole 
body. 


As  soon  as 
you  receive 
the  Brush,  if  not  well 
satisfied  with  your 
bargain,  write  us,  and  we  will  return 
the  monev.  What  can  be  fairer? 


Money  Returned  If  Not  As  Represented. 


I feel  it  my  duty  to  make  the 
following  statement.  My  sis- 
ter had  been  a great  sufferer 
from  chronic  Rheumatism 
for  MANY  YEARS  and  could 
find  no  relief  from  medicines 
or  applications.  She  has  been 
using  your  Electric  Flesh 
Brush  for  a short  time,  and 
is  RELIEVED  FROM  ALL 
PAIN,  and  is  perfectly  cured. 
She  is  willing  you  should  give 
this  publicity,  and  expresses 
gratitude.  Mrs.  E.  L.  Smith. 


It  keeps  the  skin  healthy, 
beautifies  the  complexion, 
and  acts  immediately  on  the 
blood,  nerves,  and  tissues. 
People  of  sedentary  habits 
and  impaired  nervous  power 
will  find  it  a valuable 
companion. 


These  days ...  IN  VULVOVAGINITIS 

You  can  almost  match  the  “olden-time  cures  of  100%" 

Legitimately,  with . . . TRI\A  combination 


® Regardless  of  cause  I Monilia,  Trichomonas,  Non-Specific),  85%  of  255  consecutive  vulvovaginitis 
patients  were  clear  3,  or  more,  months  after  treatment. 

® Diagnosis  and  “cure’"  were  based  on  the  most  definitive  and  objective  testing  methods  ever  reported 
— methods  determined  only  after  exhaustive  and  rigorously  controlled  studies. 

® Side  effects  (burning  and/or  irritation)  were  minimal.  Although  some  patients  did  complain,  these 
complaints  were  no  more  than  could  be  expected  from  a non-selective  clinical  study. 

TRIVA  Combination  I Douche  & Jel)  is  simple  and  convenient  to  use  . . . patient  cooperation  is  out- 
standing — particularly  since  the  therapeutic  course  is  so  short,  only  16  days. 

For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action,  dosage,  administration  and 
precautions. 

Reference:  1.  Moore.  J.  G.  and  Hindle,  W.  H.:  “Practical  Treatment  of  Clinical  Vulvovaginitis.’  de- 
livered at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver,  Colo.,  September 
12.  I960. 


BO\  LE  & COMPANY,  Hell  Gardens,  California 


oru 
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FOR  OVER  80%  OF  YOUR  PATIENTS 


Isolyte • M 


Don  Baxter,  Inc. 


COMPOSITION  PER  LITER 

Dextrose 

Gm. 

Milliequivalents 

Calories 

mOs. 

Na+ 

K + 

CL- 

Lact- * 

HPOj= 

50 

40 

35 

40 

20 

15 

180 

400 

halves 

the  dosage  requirements 
in  most  cases 
of  ringworm 


improved,  ultra-fine  form -new  125  mg. 
tablet- for  greater  patient  economy 

3 times  greater  Improved  ^ Higher  ^ Greater 

surface  area  absorption  blood  levels  efficiency 

Supplied:  Fulvicin-U/F  Tablets,  scored,  125  mg.,  250  mg.  and  500  mg.,  each  in  bottles  of  60  and  250  tablets.  For  com- 
plete details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Depart- 
ment, Schering  Corporation,  Bloomfield,  New  Jersey. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


When  treatment  for 


is  indicated 


ANDROGEN-  THYROID  -COMBINATION 


in  tdvo  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . . 

. . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . . 

. .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . 50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCI  

. .10  mg. 

INDICATIONS:  Impotence  in  male. 

Average  Dose:  One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Mcthyltcstosteronc-Thyroid  in  Treating  Impotence,  A.  S.  TiteflF, 

Gcticral  Practice,  Vol.  25,  No.  2,  February,  1962.  pp.  6-8. 

2.  Thyroid- Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endocrinology 
and  Metabolism,  August  1959. 

Write  for  samples  and  literature .. . 

THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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The  Milibis®  vaginal  suppository 
is  soft  and  pliant  as  a tampon.  It  offers 
proved  therapeutic  action*  in  an  exceptional 
vehicle.  The  suppository  is  clean,  odorless  and 
non-staining.  The  course  of  treatment  of  vaginitis 
(trichomonal,  bacterial  and  monilial)  with  Milibis  is  shorl 
-only  10  suppositories  in  most  cases.  Milibis®  vaginal  suppositories 
are  supplied  in  boxes  of  10  with  applicator 


LABORATORIES 

New  York  18,  N.  Y. 


Before  prescribing  be  sure  to  consult  Winthrop’s 
literature  for  additional  information  about  dosage, 
possible  side  effects  and  contraindications. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a study  of  510  cases. 


Milibis  (brand  of  glycobiarsol) 


j 


; 

I 


RALEIGH  HILLS  HOSPITAL * 


Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 


EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 


by  Conditioned  Reflex  and  Adjuvant  Methods 


MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 


Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Rood  Portlond  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 


CONTINUING  EDUCATION  COURSES 

STARTING  DATES  — FALL,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  September  10,  Neve  ber  S 
SURGERY  OF  COLON  AND  RECTUM,  One  Wee-  Sep-e- 

ber  17 

UROLOGY,  Two  Weeks,  October  29 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Wee-  Ser 

tember  10 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Wee-  C to 

ber  8 

GYNECOLOGY.  OFFICE  AND  OPERATIVE,  Two  Wee-s.  Se: 

tember  17 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week  Se. 

tember  10 

GENERAL  PRACTICE  REVIEW,  One  Week,  October  f 
GALLBLADDER  SURGERY,  3 Days,  October  8 
SURGERY  OF  HERNIA,  3 Days.  October  II 
BASIC  ELECTROCARDIOGRAPHY,  One  Week  October 
BOARD  REVIEW,  INTERNAL  MEDICINE— Part  i Sec-  - b<  - 
ADVANCES  IN  MEDICINE,  One  Week,  October  S 
ADVANCES  IN  SURGERY,  One  Week,  December  10 
BLOOD  VESSEL  SURGERY,  One  Week  October  22 
BOARD  OF  SURGERY  REVIEW— Part  I,  Two  Wee-  Nc 
ber  5 

BOARD  OF  SURGERY  REVIEW— Part  II.  Two  Weeks.  Nove- 

ber  26 

FRACTURES  AND  TRAUMATIC  SURGERY,  Two  Wee-  C tc 

ber  I 

Information  concerning  numerous  other  continuation  course 
available  upon  request. 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR.  707  South  Wood  Street,  Chicago  12  III 


POSTURE  CHAIRS 

BY  HARTER 

For  Patients  with  Problems  of  Physical  Structure 

Harter  Chair  No.  67T  is 
designed  for  “bad  back” 
problems.  Its  precise  finger 
tip  control  permits  fitting 
it  to  the  user.  The  tilt 
action  seat  allows  the  feet 
to  remain  on  the  floor 
when  one  leans  back  for 
complete  relaxation. 

You  too  Doctor  should 
treat  yourself  to  the  com- 
fort of  a 67T.  Other  models 
in  stock  for  secretarial  and 
clerical  employees.  A wide 
selection  of  fabrics  and 
colors  are  available  to  har- 
monize with  your  present 
or  anticipated  office  in- 
terior. 


TRICK  & MURRAY 


115  Seneca  Street 
Phone:  MAin  2-1440 


Seattle  1,  Washington 
Free  Parking 
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CORTISPORIN’ 

OTIC  DROPS  (sterile) 

the  #1  therapy  for  inflamed,  infected  ears 


Because  it  provides  Polymyxin  B for  the  eradication  of  Pseudomonas,  the 
prime  cause  of  external  otitis,  ‘Cortisporin"  is  the  logical  choice  of  treatment 
for  inflamed,  infected  ears.  Polymyxin  B is  the  antibiotic  specific  for  Pseu- 
domonas aeruginosa  infections,  and  is.  for  this  pathogen,  the  standard  of 
effectiveness  against  which  other  antibacterials  are  measured. 


Each  cc.  contains: 

‘Aerosporin’®  brand  Polymyxin  B sulfate 

Neomycin  Sulfate 

(Equivalent  to  3.5  mg.  Neomycin  Base) 
Hydrocortisone 

Bottles  of  5 cc.  with  sterile  dropper. 

Literature  available  on  request. 


10.000  units 
5 mg. 

10  mg.  (1%) 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

ANTIDIARRHEAL 


TABLETS  and  LIQUID 

lowers  motility  / relieves  cramping  / controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere1  estab- 
lished that  a single  dose  of  10  mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”-  but  “efficacious3 
where  other  drugs  have  failed.  . . 

dosage:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (Vz  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

note:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  literature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  0.  Box  5110, 
Chicago  80,  Illinois. 

1.  Demeulenoere,  l.:  Action  du  R 1132  sur  le  transit  gastrointestinal,  Acta  Gostroent 
Belg.  21  674-680  (Sepf.-Ocl.)  1958. 

2.  Kasich.  A M : Treatment  of  Diarrhea  in  Irritable  Colon,  Including  Preliminary  Ob 
servofions  with  a New  Antidiarrheal  Agent,  Diphenoxylate  Hydrochloride  (lomo»il|. 
Amer.  J.  Gostroent.  35  46-49  (Jan.)  1961. 

3.  Werngorten,  B . Weiss,  J..  and  Simon,  M.:  A Clinical  Evaluation  of  a New  Ant. 
aiorrheol  Agent,  Amer.  J.  Gostroent.  35  628-633  (June)  1961. 


g.  d.  SEARLE  & co. 

Research  in  the  Service  of  Medicine 
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The  State  Meeting 


Peculiar  things  are  happening  in  the  house  of 
medicine  today.  Washington  bureaucrats  are 
using  computers  to  determine  what  J.  Jones, 
M.D.  can  charge  his  patients  when  government 
funds  are  involved.  And  many  hospitals  are  creat- 
ing a public  image  that  the  fount  of  medical 
knowledge  rests  on  Hill-Burton  foundations 
rather  than  in  the  office  of  the  family  physician. 
With  this  ominous  change  in  the  structure  of 
medical  practice  comes  an  equally  disturbing 
decline  of  the  county  and  state  society  role  in 
the  important  area  of  postgraduate  medical  ed- 
ucation. 

In  the  early  days,  the  county  society  was  the 
"doctors’  fraternity,”  and  the  annual  state  meet- 
ing was  eagerly  anticipated  as  a source  of  pro- 
fessional knowledge.  At  that  time,  professional 
exchange  of  experience  and  avid  attendance  at 
lectures  provided  the  best  avenue  for  continued 
medical  education. 

What  a change!  Today,  the  practitioner  is 
bombarded  with  literature;  swamped  with  a 
multiplicity  of  elaborate  brochures;  interrupted 
in  the  care  of  patients  by  earnest  and  persistent 
detail  men;  and  his  presence  is  demanded  at 
frequent  hospital  staff  meetings. 

In  this  situation  many  state  medical  meetings 
find  themselves  among  the  “also  rans.”  They 
can  provide  neither  the  glamour  of  an  AMA 
meeting  nor  the  social  pull  of  the  resort  confer- 
ences. 

Yet,  a state  medical  meeting  has  something 
of  special  value  to  the  practitioner,  which  is 
worth  preserving.  It  is  the  finest  “grass  roots” 

Adapted  from  the  Bulletin  of  the  Medical  Society  Execu- 
tive’s Conference. 


meeting  which  can  be  developed.  Big  enough 
to  provide  a stimulating  program  with  out-of- 
state  speakers,  and  to  encourage  the  presentation 
of  good  scientific  exhibits,  it  is  still  small  enough 
to  provide  renewed  fellowship  with  former  class- 
mates and  teachers  to  a degree  lacking  in  a 
national  conference. 

Why,  then,  is  the  average  state  meeting  suf- 
fering from  attendance  malnutrition?  Sometimes 
a lack  of  imagination  in  program  planning  may 
be  the  answer.  Panels,  demonstrations,  movies, 
TV,  “wet  clinics”— all  are  important  in  a modern 
medical  convention,  and  the  program  committee 
failing  to  utilize  these  devices  is  issuing  a blanket 
invitation  to  stay  away. 

Certain  physicians  regard  technical  exhibits 
as  “commercialization”  of  the  scientific  program, 
and  refrain  from  stopping  at  any  of  the  booths. 
However,  many  others  from  smaller  communi- 
ties welcome  the  opportunity  to  see  what  new 
drugs  and  appliances  are  being  offered,  with- 
out the  pressure  of  a waiting  room  full  of  pa- 
tients. 

Many  of  the  scientific  exhibits  are  supported 
by  funds  from  commercial  houses.  The  physician 
often  accepts  the  lectures  and  demonstrations 
with  little  recognition  that  without  exhibit  sup- 
port he  would  be  asked  to  pay  a registration 
fee  of  $25  to  $50. 

In  some  areas,  physicians,  by  their  failure  to 
provide  active  support  on  a state  level,  are 
threatening  to  bring  about  the  demise  of  a meet- 
ing which  has  much  to  offer. 

Your  state  meeting  is  worthy  of  your  support 
—and  it  can  only  remain  a vital  factor  in  the  life 
of  your  state  if  you  attend  and  take  an  active 
role  in  all  aspects.  ■ 


■ 
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sign  symbol 

of  of 

infection?  therapy! 


Ilosone'®  is  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach.  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 
against  the  gram-positive  organisms— the  offending  pathogens  in  most  common  bacterial  infec- 
tions of  the  respiratory  tract  and  soft  tissues. 

The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg.  per  pound  every 
six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  For  adults  and  for  chil- 
dren over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours.  In  more  severe  or  deep-seated 

infections,  these  dosages  may  be  doubled.  Ilosone  is  available  in  three  convenient  

forms:  Pulvules®— 125  and  250  mg.*;  Oral  Suspension— 125  mg*  per  5-cc.  teaspoon- 

ful;  and  Drops— 5 mg.*  per  drop,  with  dropper  calibrated  at  25  and  50  mg.  

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  Ilosone®  (erythromycin  estolate,  Lilly)  *Base  equivalent 

292589 

Ilosone  works  to  speed  recovery 
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Tuberculosis  Control  in  a University  Student  Body 

A Thirty-one  Year  Experience  at  the  University  of  Oregon 

MARIAN  G.  HAYES,  M.  D.  / FRED  N.  MILLER,  M.D.  Eugene,  Oregon 

Twenty-five  years  after  their  original  report,  the  authors  restate  their  convic- 
tion that  tuberculosis  case  findings  is  an  essential  activity  of  a university  health 
service.  The  intervening  years  have  served  to  confirm  their  earlier  decision 
that  case  finding  requires  careful  tuberculin  testing  followed  by  x-ray  exami- 
nation of  positive  reactors.  Cases  are  still  being  discovered,  in  spite  of  the 
near  miraculous  reduction  of  tuberculosis  in  the  general  population  and  exami- 
nation of  contacts  occasionally  leads  to  a previously  unrecognized,  open  case, 

even  in  a distant  city. 


In  1937  we  published  an  account  of  a 6 year 
(experience  in  the  diagnosis  of  tuberculosis  in 
students  at  the  University  of  Oregon.  The  re- 
sults of  this  short  experience  shown  in  table  1 
seemed  clearly  to  indicate  that  special  efforts 
to  locate  tuberculosis  can  be  successful,  not  only 
in  finding  disease,  but  in  finding  it  early  in  such 
an  apparently  healthy  population. 

This  program,  either  of  tuberculin  testing  fol- 
lowed by  x-raying  of  the  positive  reactors  or  in 
some  years  of  miniature  x-rays  of  all  entering 
students,  has  been  continued  to  the  present  time. 

multiple  contacts 

As  we  pointed  out  25  years  ago,1  there  are 
some  special  reasons  for  our  concern  with  this 
problem.  University  students  come  for  the  most 


part  from  a vulnerable  age  group.  The  associa- 
tions in  rooming  houses  on  a campus  with  many 
boarding  students  (as  opposed  to  day  students) 
are  more  extensive  but  equally  close  to  those 
that  exist  in  a family.  One  boy  in  a fraternity 
instead  of  contacting  a family  of  4 or  5 might 
live  intimately  with  40  or  50.  The  University 
which  requires  living  in  approved  housing  has 
a responsiblity  to  the  occupants  of  such  approved 
houses.  A sound  control  program,  thoroughly 
executed  in  a university  community,  can  be  used 
both  in  classes  in  hygiene  and  in  individual  con- 
ferences in  making  the  problem  of  tuberculosis 
relevant  to  the  student  as  a person  and  as  a 
member  of  his  community. 

What  then  have  been  the  tangible  results  of 
this  program? 


Table  1 


The  first  six  years.  Evolution  of  the  examination  program  at  University  of  Oregon 
(adapted  from  table  published  in  1937)1 

Active  cases  Inactive 


Academic 

Students 

PPD0 

Reactors 

Roentgeno- 

Minimal 

Minimal 

Mod  adv. 

years 

admitted 

tests 

grams 

Pos  sputum 

Neg  sputum 

Pos  sputum 

’30- ’31 

1342 

21 

0 

0 

1 

0 

’31 -’32 

1056 

20 

0 

0 

1 

1 

’32-’33 

785 

15 

0 

0 

0 

0 

’33-’34 

871 

74 

0 

poo 

0 

0 

’34-’35 

1174 

645 

145 

236 

0 

1 

1 

3 

’35-’36 

1217 

1063° 00 

457 

558 

1 

5 

1 

4 

’Old  tuberculin  was  used  23  times  and  PPD  909  in  '34-'35  but  only  645  were  completed  and  re- 
corded. First  strength  only  was  used.  OT  was  used  28  times  the  following  year.  Reactors  listed 
for  '34-’35  were  to  first  strength  PPD. 

’’One  of  these  cases  was  listed  erroneously  in  the  original  article.  The  student  had  spontaneous 
pneumothorax,  diagnosed  as  tuberculous  by  a specialist  of  international  reputation.  Non-tubercu- 
ious  pneumothorax  was  not  generally  recognized  at  that  time.  The  other  case  was  pleural  effusion, 
tuberculous,  diagnosed  by  guinea  pig  innoculation.  Four  months  prior  to  the  onset  of  effusion 
there  had  been  negative  reading  after  Saranac  OT  1/1000. 

“’Second  strength  PPD  was  used  after  negative  reading  on  first  strength.  OT  was  used  28  times. 
Reactors  include  those  having  positive  reading  after  OT  or  first  or  second  strength  PPD. 
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incidence  of  tuberculosis 

During  these  last  25  years  at  least  one  active 
case,  usually  more,  has  been  found  each  year 
and  the  results  for  the  last  six  years  are  shown 
in  table  2.  Tuberculosis,  despite  popular  articles 
to  the  contrary,  has  not  been  conquered.  In  the 
state  of  Oregon-  from  1930-1960  the  death  rate 
has  decreased  from  43.2  to  3.6  per  100,000  but 
the  decrease  in  cases  reported  has  been  much 
less  dramatic,  from  83.7  to  27.8.  Modern  surgery 
and  chemotherapy  have  shortened  sanitarium 
care  to  a degree  reducing  the  number  of  beds 
needed  in  the  state.  A recent  warning  issued  by 
Leonard  W.  Larson,3  President  of  the  American 
Medical  Association  is  needed,  however,  to  dis- 
pel the  all  too  prevalent  idea  that  tuberculosis 
is  no  longer  an  important  public  health  problem: 

Tuberculosis  is  still  the  chief  killer-disease  of 
Americans  between  15  and  34;  it  will  kill  an 
estimated  12,000  this  year.  True  we  have  re- 
duced TB  s death  toll  drastically,  but  it  could 
be  cut  further  if  we  took  full  advantage  of 
early  detection  methods. 

This  warning  seems  especially  timely  in  view 
of  a significant  increase  in  the  number  of  cases 
reported  in  this  county,  ( as  this  is  being  written ) 
for  during  the  first  seven  months  of  1961  there 
have  been  33  cases  per  100,000  as  compared  to 
27.8  for  all  of  I960.4  The  point  needs  stressing, 
especially  in  the  university  classroom,  that  “re- 
search” and  “science”  have  not  and  will  not 
automatically  “conquer”  this  disease  but  con- 
tinued efforts  by  public  health  workers,  doctors 
in  private  practice,  and  an  informed  citizenry 
are  necessary  if  we  are  not  to  lose  the  gains  al- 
ready made. 

An  important  new  dimension  has  been  added 
to  this  problem  on  many  campuses  because  of 
the  large  increase  in  foreign  students.  On  our 
campus  many  come  from  counties  in  Asia  where 
tuberculosis  is  rampant.3  During  the  past  six 
years  at  this  university  we  have  admitted  16,832 
new  students.  Thirteen  active  and  42  inactive 
cases  have  been  found.  Eleven  of  the  active 
cases  were  in  foreign  students  who  make  up  only 
approximately  6 per  cent  of  our  student  body 
while  the  94  per  cent  of  our  students,  who  are 
natives,  contributed  only  2 active  cases.  During 
this  time  there  were  27  foreign  and  15  native 
students  with  inactive  tuberculosis.  It  must  be 
remembered  in  evaluating  these  results  that  in- 
termingling of  foreign  and  native  students  exists 
not  only  in  the  classroom  but  throughout  the 
university  community. 

Equally  striking  differences  in  foreign  and 


native  students  are  revealed  in  table  3 giving 
tuberculin  reactor  rates  of  over  90  per  cent  for 
the  foreign  students  and  less  than  10  per  cent  for 
native  students.  It  has  long  been  our  opinion 
that  more  care  could  and  should  be  exercised  I 
in  the  selection  of  foreign  applicants,  not  onh 
to  protect  our  own  students  but  to  give  a higher 
return  to  the  countries  from  which  these  students! 
come. 

case  finding  program 

Unless  special  efforts  are  made,  cases  of  tuber-, 
culosis  will  be  missed1  or  diagnosed  after  con-1 
siderable  progression  of  the  disease  has  oc  cured  i 
and  a number  of  previously  negative  students  | 
have  been  grossly  exposed.  At  times  during  this 
25  year  period,  reliance  has  been  placed  on  initial 
miniature  x-ray  films,  but  during  the  last  five 
years  we  have  returned  to  the  tuberculin  test! 
which  has  many  advantages  (and  some  disad- 
vantages) over  mass  x-rays. 

As  the  tuberculin  rate  has  decreased  (Tables 
1 and  3 ) the  initial  test,  with  retesting  in  selected 
cases,  has  become  much  more  valuable  as  will 
be  shown  later.  This  reduces  considerably  the  i 
criticism  of  “too  much  x-ray”  frequently  heard 
when  a miniature  unit  is  used3  but  it  is  well  to 
know  that,  although  the  miniature  unit  used  in 
our  surveys  delivered  120  mr  to  the  chest,  the 
gonadal  dosage  was  only  0.4  mr  per  70  mm.  film 
exposure.7  Surely  the  possible  genetic  damage 
from  a dosage  of  this  order  is  not  sufficient  to 
interdict  use  of  miniature  films,  if  it  is  found 
impractical  to  administer  a tuberculin  testing 
program.8 

It  has  been  our  opinion  that  the  hazard  of 
hepatitis  in  mass  testing  is  sufficient  to  dissuade 
us  from  using  a single  syringe  with  platinum 
needle  flamed  between  tests.  We  now  use  a fresh  j 
needle  and  syringe  for  each  test. 

It  is  most  important  that  tuberculin  testing 
be  done  and  interpreted  carefully.  At  the  present 
time  we  use  PPD  intermediate  test  or  5 TU, 
0.0001  mg.9-11  The  methods  used  in  preparing, 
administering  and  interpreting  the  test  have  con- 
tinuously followed  the  recommendations  made 
by  Aronson13 13  in  1934  and  observed  and  prat 
ticed  by  one  of  us  (MGH)  while  at  Phipps  In- 
stitute for  6 months.  Full  size,  14x17,  chest  film 
is  taken  immediately  on  those  with  positive  tu- 
berculin reaction  or  with  history  of  BCG  vac- 
cination. 

Because  most  of  our  active  cases  have  been 
among  our  Asian  students  and  over  90  per  cent  of 
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Table  2 

Cases  found  in  the  last  six  years 


Students 
continued  on 


Academic 

Total 

Students 

Active 

Inactive 

observation 

years 

Enroll. 

admitted 

Gastric  or  Sputum 
Positive  Negative 

Foreign 

° Native 

Foreign  Native 

Foreign 

Native 

’55-’56 

5562 

2378 

2 

0 

1 

1 

1 

2 

0 

2 

’56-’57 

6008 

2464 

4 

0 

4 

0 

2 

2 

2 

4 

’57-’58 

6557 

2558 

1 

0 

1 

0 

5 

4 

5 

4 

’58-’59 

6795 

2713 

1 

0 

1 

0 

6 

2 

10 

2 

'59- ’60 

7410 

3056 

1 

0 

0 

1 

6 

4 

8 

5 

’60-’61 

8333 

3663 

2 

2 

4 

0 

7 

1 

10 

9 

Total 

16,832 

11 

2 

11 

2 

27 

15 

35 

26 

» 

Foreign  students,  for  the 

purpose  of 

this  table, 

are  those 

from  Asia, 

Africa, 

South  America, 

and  a few  countries  in  Europe.  Because  students  sometimes  give  the  most  recent  prior  address 
instead  of  the  country  of  origin,  there  are  no  exact  figures  on  the  number  of  “foreign”  students 
but  they  make  up  approximately  6 percent  of  new  students  each  year. 


hese  students  have  been  tuberculin  positive,  it 
las  been  our  practice  to  secure  films  on  these 
tudents  without  waiting  for  the  results  of  tu- 
ierculin  tests.  The  films  are  scanned  immediately, 
"oreign  students  whose  history  is  negative  are 
fiven  PPD  0.00002  mg.  to  be  followed,  if  nega- 
ive,  by  PPD  intermediate  strength,  0.0001  mg., 
is  many  will  develop  painful  reactions  from 
he  intermediate  strength  if  it  is  used  routinely. 

An  attempt  is  made  to  secure  a careful  history 
out  in  the  case  of  the  foreign  students  this  is 
often  initially  unsatisfactory,  partly  because  of 
anguage  difficulties  and  partly  because  of  re- 


luctance to  admit  any  significant  history. 

Both  the  immediate  scanning  and  the  later, 
more  careful  study,  of  all  the  14x17  films  have 
been  done  by  one  of  us  (MGH).  Any  question- 
able positive  film  is  sent  to  the  State  Department 
of  Health,  where  Ambrose  S.  Churchill  has  been 
most  cooperative  and  helpful,  or  to  one  of  the 
State  sanitariums  or  both.  Every  attempt  is  made 
to  avoid  undue  delay  in  reaching  decision.  As 
soon  as  doubtful  or  positive  films  are  found, 
notices  are  sent  out  requesting  the  suspected 
students  to  return.  Great  care  is  taken  not  only 
to  avoid  missing  any  significant  lesion  but  also 


Table  3 

TUBERCULIN  TEST  RESULTS 

Total  tested 


Number 

reactors 


Per  cent 
reactors 


1957  - 1958 

Native 

Foreign 

Men 

Women 

Men 

Women 

1154 

728 

81 

24 

95 

29 

61 

13 

8.2 

4.0 

75.3 

54.2 

1958  - 1959 

Native 

Foreign 

Men 

Women 

Men 

Women 

1266 

877 

73 

26 

97 

38 

69 

20 

7.7 

4.3 

94.5 

77.0 

1959  - 1960 

Native 

Foreign 

Men 

Women 

Men 

Women 

1703 

1287 

47 

35 

92 

44 

45 
32 

5.4 

3.4 
95.8 
91.4 

Men 

1983 

123 

6.2 

( 8.4) 

1 960  1 96 1 

Native 

Women 

1519 

72 

4.7 

( 7.3) 

Foreign 

Men 

56 

49 

87.5 

(91.0) 

Women 

20 

19 

95.0 

(96.6) 

For  every  year  except  1960-61  the  percentage  of  positive  reactors  is  calculated  only  on 
those  actually  tested  and  not  on  all  entering  students.  The  percentages  in  parentheses  are  cor- 
rected to  include  those  tested  and  those  giving  a history  of  a previous  positive  test  or  disease  so 
that  these  percentages  indicate  the  true  reaction  rate  of  all  entering  students.  Of  3663  new  stu- 
dents only  22  who  gave  a negative  history  refused  the  tuberculin  test — mostly  for  religious  reasons 
— and  these  22  were  x-rayed.  In  addition  22  who  gave  a history  of  BCG  vaccination  were  not 
tested  with  tuberculin  but  were  x-rayed.  All  other  tests  were  completed. 
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to  avoid  over-diagnosis  or  unnecessary  restriction 
or  interference  with  a student’s  plans.  It  is  also 
important  to  answer  a student’s  questions  about 
his  test  in  a way  to  give  him  a reasonable  under- 
standing of  its  significance  and  to  avoid  any  un- 
due anxiety. 

double  responsibility 

The  University  physician  has  a dual  role  to 
play.  lie  is  both  personal  physician  to  the  stu- 
dent and  the  public  health  officer  of  the  Uni- 
versity7 community.  As  health  officer,  only  he  can 
take  responsibility7  for  clearing  any  given  student 
for  rooming  with  other  students.  If  tuberculin 
testing  or  mass  x-ray  surveys,  or  both,  are  to 
be  used  and  relied  upon,  the  program  must  not 
only  be  carefully  set  up  but  carefully  supervised 
and  accepted  criteria  insisted  upon.  If  one  hopes 
to  make  a diagnosis  at  the  earliest  possible  date, 
one  must  search  for  and  learn  to  recognize  minor 
changes.  It  is  frequently7  necessary  to  take  addi- 
tional views  and  follow-up  views  after  a short 
interval  before  definite  conclusion  is  reached. 
Dual  reading  of  all  questionable  films,  along 
with  appropriate  laboratory  studies,  is  recom- 
mended. 

If  at  all  possible  we  obtain  three  24  hour 
samples  of  sputum  from  students  suspected  of 
harboring  active  disease.  However  most  of  our 
students,  especially  our  foreign  students,  deny 
raising  any  sputum  and  usually  deny7  coughing. 
When  obtained,  sputum  is  examined  by7  direct 
smear  and  culture.  When  no  satisfactory  sputum 
is  obtained  three  gastric  aspirations'*  are  done 
and  sent  to  the  state  laboratory  for  culture. 
Gastric  washings  are  sometimes  repeated  at  in- 
tervals in  certain  cases  under  continuing  obser- 
vation. 

The  tuberculin  test  is,  as  Myers  has  stated, 
“the  master  key.”‘r>  The  more  often  it  is  used 
the  more  valuable  it  becomes  in  finding  cases 
and  especially  in  finding  early  unsuspected  cases, 
particularly  in  the  study  of  contacts. 

The  separation  of  reactors  from  non-reactors 
is  the  first  big  step.  At  the  present  time  the  pro- 
gram here  includes  periodic  recheck  of  positive 
reactors  but  is  incomplete  in  not  requiring  peri- 
odic recheck  of  the  non-reactors.  However,  some 
students  are  retested  for  food-handling  approval, 
for  teaching  certification  because  of  later  con- 
tacts, or  merely  as  a part  of  a physical  examina- 
tion. It  is  hoped  that  more  may  be  done  in  this 
direction. 


follow-up  after  initial  survey 

During  the  year  1960-61,  in  which  there  w ere 
3,663  new  students,  four  active  cases,  all  in  for- 
eigners, were  found. 

Of  the  four  active  cases,  two  were  found  tel 
have  positive  sputa  and  were  admitted  to  the 
state  sanitarium.  All  of  these  students  had  had 
chest  films,  which  were  reported  as  essentially 
negative,  in  their  own  country.  One  case  was 
diagnosed  almost  immediately.  The  student  was 
hospitalized  in  our  infirmary  8 days  after  arrival! 
on  the  campus  before  tubercle  bacilli  were  foundl 
on  sputum  or  gastric  examination.  A w7eek  later! 
he  was  in  the  state  sanitarium,  never  having* 
shared  a room  with  another  student. 

It  has  proved  to  be  most  helpful  to  secure! 
our  own  immediate  films  on  students  from  Asia 
and  to  view  these  films  immediately. 

The  second  student  with  a positive  sputum 
who  was  admitted  to  the  state  sanitarium  later 
the  same  year  was  discharged  with  the  recom- 
mendation that  “he  be  allowed  to  live  in  a dormi- 1 
tory7  on  continuing  treatment.  However  he  w asi 
cleared  to  re-enter  the  University  only  after  we 
had  obtained  a single  room  for  him,  and  he  is1 
being  rechecked  at  3 month  intervals. 

Of  the  twro  active  cases  with  neither  a positive1 
sputum  nor  positive  gastric,  one  case  is  partic- 
ularly interesting  and  will  be  described  in  some! 
detail. 

CASE  REPORT 

Case  1.  This  23  year  old  Chinese  male  came  in 
with  history  of  having  been  in  this  country  for  4 
years.  He  entered  one  of  the  large  universities  on  tin 
Pacific  Coast  in  September  1956  at  which  time  his 
chest  film  (which  we  later  had  the  opportunity  of  re- 
viewing) was  interpreted  as  negative.  His  history  was 
entirely  negative  except  for  a brief  contact  in  high  | 
school  over  4 years  previously.  His  entrance  PPD, 
first  strength,  wras  3+,  and  a roentgenogram  was 
read  as  follows: 

“Infiltration  in  the  periphery  of  the  rt.  second 
anterior  intercostal  space  may  be  not  completeh 
fibrotic  and  there  is  some  pleural  thickening  on 
the  left.  Impression;  Pulmonary  tuberculosis  mini- 
mal, activity  undetermined.’’ 

Only  one  gastric  aspiration  was  done  and  this 
was  negative  on  culture.  After  two  consultations 
this  student  was  allowed  to  remain  in  the  University 
on  combined  isoniazid  and  PAS  therapy,  follow-up 
films  were  made  in  November,  February  and  March, 
and  on  June  1.  1961.  The  last  roentgenogram  was 
read  as  follows:  “There  is  slight  but  definite  re- 

gression and  ‘hardening’  of  the  right  second  anterior 
interspace  infiltration  first  noted  on  9 '22/60. 

This  patient  has  never  had  a roommate  while  in  1 
this  community  and  has  prepared  his  own  meals. 
However  he  reports  an  interesting  sequel.  After  this 
situation  was  thoroughly  explained  to  him  he  wrote 
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: ,ack  to  a former  roommate  at  his  former  university 
|,nd  suggested  to  him  the  advisability  of  his  being 
rested.  This  was  done  in  the  student  health  service 
here.  He  was  found  to  be  an  open  case  and  was 
hospitalized  in  the  National  Jewish  Hospital  in  Den- 
ver. The  discovery  of  our  case  not  only  resulted 
n early  treatment  but  in  the  discovery  and  isolation 
of  an  open  case  in  another  student  in  another  uni- 
versity. 

In  addition  to  the  above  cases  eight  inactive 
ases  were  studied.  Two  of  these  cases  had  gas- 
ric  studies  and  all  of  them  were  on  a 3 month 
>rf  6 month  recheck  program.  Of  these  eight 
nactive  cases  5 were  from  Asia  and  one 
in  American  male  age  41,  was  a missionary  re- 
turned from  Pakistan.  Two  others  were  from 
Southern  Europe.  Thus  of  the  entire  group  of 
12  active  and  inactive  cases  new  to  the  Univer- 
sity in  this  past  year,  only  one  was  a native 
American,  and  he  had  lived  in  Asia. 

In  addition  there  were  also  under  special  ob- 
servation 17  cases  from  preceding  years.  These 
leases  illustrate  the  fact  that  the  original  diagno- 
sis is  just  the  beginning  of  the  problem.  Of  these 
17,  there  were  six  native  Americans,  one  of 
|whom  had  converted  from  negative  to  positive 
tuberculin  reaction  in  1959.  This  individual  had  a 
questionable  lesion  in  the  apex  of  the  right  lung 
,and  was  placed  on  isoniazid."'  Two  cases  were 
students  previously  treated  at  the  Oregon  State 
Sanitarium  who  were  apparently  progressing 
satisfactorily  but  were  being  rechecked  at  fre- 
quent intervals.  In  one  apparently  arrested  case 
: isoniazid  therapy  was  begun  because  of  a slight 
j change  in  the  appearance  of  a follow-up  roent- 
genogram. In  another  case  also,  isoniazid  ther- 
apy was  begun  after  4 years  of  observation. 

Even  with  a carefully  controlled  program,  cases 
can  develop  from  apparently  inactive  status  to 
active,  open  disease,  and  unfortunate  contacts 
can  occur.  When  this  does  occur,  rigorous  efforts 
must  be  made  to  examine  all  contacts  and  to 
decide  as  to  treatment  of  those  who  may  have 
converted  from  negative  to  positive  reactors.17 
Two  illustrative  cases  from  previous  years  will 
be  reviewed  brieflv. 

CASE  REPORTS 

Case  2.  A 17  year  old  American  girl.  On  entrance 
to  the  University  in  September  1959  her  history  was 
negative  but  her  reaction  to  PPD  0.0001  mg.  was 
1+  (8x5x1  mm.).  The  chest  film  9/26/59  was  read 
i as  “No  lesion  seen”  but  because  of  a questionable 
area  at  the  right  hilum  a stereogram  was  ordered  to 
be  taken  in  December.  This  too  was  read  as  “No 
lesion  seen”  but  an  additional  note  was  made  of 
questionable  markings  6th  posterior  interspace  on 
the  left.  These  films,  as  are  all  questionable  films. 


were  reviewed  by  a second  reader.  On  March  8, 
1960  she  presented  herself  at  the  infirmary  with  the 
complaint  of  a cough  of  several  days  duration  and 
spitting  of  dark  red  blood,  and  some  discomfort  on 
deep  inspiration.  She  had  a moderate  fever  which 
returned  to  normal  in  4 days.  A chest  film  taken  on 
the  day  of  admission  revealed  a cavity  in  the  left 
middle  lung  field  in  the  same  position  as  the  ques- 
tionable area  noted  in  the  stereo  of  the  preceding 
December.  Sputum  collected  on  the  day  of  admis- 
sion was  reported  by  two  different  laboratories  as 
positive  on  direct  smear  for  acid  fast  bacilli.  After 
3 days  with  no  fever  the  patient  was  transferred 
home  on  chemotherapy  where  she  did  well. 

Because  of  these  findings  immediate  contact  stud- 
ies were  made'7.  In  these  studies  the  fact  of  previous 
tuberculin  tests  was  of  prime  importance.18--"  Of  the 
total  of  17  contacts  (more  or  less  intimate)  only  2 
were  previously  positive.  One  of  these  girls  gave  a 
history  of  tuberculosis  at  age  5 1/2.  This  girl  left 
school  soon  afterwards  and  no  follow-up  was  made 
(except  to  notify  her  parents.)  The  second  pre- 
viously positive  reactor  was  the  daughter  of  a 
chest  surgeon  who  had  lived  in  a sanitarium  in 
Alaska.  Her  father  placed  her  on  isoniazid  even 
though  she  had  previously  received  BCG.  Of  the 
15  who  were  tuberculin  negative  on  entrance  to  the 
University  two  were  now  positive.  Initial  roentgeno- 
grams of  all  positive  reactors  were  negative.  Of  the 
two  who  converted  from  a negative  reaction,  one  a 
girl  friend,  was  started  on  isoniazid  and  left  the  Uni- 
versity for  reasons  not  related  to  this  experience. 
The  other,  a boy  friend,  was  treated  for  one  year  on 
isoniazid  and  his  roentgenogram,  14  months  later, 
was  clear.  Parents  of  all  17  contacts  were  notified 
and  told  that  retesting  would  be  done  and  since 
then  none  has  converted. 

In  the  preceding  year  a different  kind  of  case 
led  to  a number  of  contact  studies.  This  case 
illustrates  some  of  the  peculiarities  and  complexi- 
ties in  dealing  with  foreign  students  from  an  en- 
tirely different  cultural  background. 

Case  3.  When  this  39  year  old  Asian  student  en- 
tered the  University,  his  physical  examination  report 
which  he  brought  with  him  and  the  history  he  gave 
were  both  negative.  He  was  given  a tuberculin  test 
and  he  reacted  positively  to  the  first  strength  PPD. 
First  roentgenogram,  9/24/59,  was  interpreted: 
“Increased  markings  throughout  most  evident  in  4th 
and  5th  posterior  interspace  on  right  to  9th  posterior 
interspace.  Elevation  of  diaphragm  on  right.  Left 
3rd  anterior  rib  missing.  Recommend  retake  in  May 
1959.”  On  May  8,  on  recall,  the  roentgenogram  was 
interpreted  as  follows:  “Minimal  pulmonary  tuber- 
culosis. Right:  soft  spots,  4th  and  5th  posterior  in- 
terspace. There  is  a dense,  relatively  hard  infiltra- 
tion with  an  oblong  less  dense  area  in  center  sug- 
gesting cavity.  The  rereading  of  the  earlier  film 
shows  a line  or  scar  extending  from  hilum  to  apex 
on  right.” 

At  this  time  patient  admitted  a history  of  prior 
treatment  for  tuberculosis  and  reported  delay  be- 
tween his  first  application  for  study  in  the  U.S.  and 
the  actual  time  of  clearance  for  admission.  Had  this 
history  been  known,  he  would  have  been  recalled 
in  December  rather  than  in  May.  In  all  probability 
his  disease  would  have  been  diagnosed  before  he 
visited  in  the  American  home  of  a room-mate  at 
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Christinas  and  certainly  at  a date  much  earlier  than 
May  of  1959.  Previously  his  treatment  had  con- 
sisted of  6 months  on  streptomycin.  To  compound 
the  problem  he  had  been  spitting  on  the  floor  of  the 
small  sleeping  room  he  shared  with  hvo  other  room- 
mates. One  of  the  room-mates  had  previously  had 
BCG.  This  man  soon  left  the  University  and  has 
not  been  heard  from  since.  The  other  room-mate 
and  three  other  contacts  converted.  This  room- 
mate and  hvo  other  contacts  were  put  on  isoniazid 
for  one  year.  The  4th  converter  was  observed  and 
frequent  roentgenograms  of  all  converters  remained 
negative. 

We  recommend  treatment  of  recent  convert- 
ers* ‘ but  believe  this  decision  should  be  made  by 
the  parents  after  consultation  with  their  own  doc- 
tors. There  seems  to  be  an  increase  in  the  number 
who  favor  treatment  of  recent  converters  with 
isoniazid.1*  It  is  well  tolerated,21  and  although  it 
is  only  bacteriostatic,  if  given  very  early  after 
the  initial  infection,  it  is  reasonable  to  believe 
that  the  body  is  given  a good  opportunity  to 
marshall  its  own  defenses. 

comment 

Certainly  the  control  methods  we  have  used 
are  not  entirely  complete  without  routine  mass 
retesting,  if  not  at  yearly  intervals  at  least  some- 
time during  the  four  years  normally  spent  on  the 
campus.  Staff  members  too  should  be  screened. 
However  even  within  the  limitations  of  our  pro- 
gram it  is  apparent  that  tuberculosis  is  still  a 
personal  and  public  health  problem  on  our  cam- 
puses. 

If  one  glances  at  our  tables  and  notes  that 
in  only  2 of  the  last  6 years  was  a new  case  of 
tuberculosis  found  among  native  American  stu- 
dents, he  might  question  the  advisability  of 
spending  so  much  time  and  money  in  this  pro- 
gram, for  the  program  does  take  a great  deal  of 
time  and  money.  If  on  the  other  hand  one  notes 
that  in  just  one  year,  ( 1960-61 ) , there  were  four 
active  cases,  two  of  which  were  open  cases,  and 
27  other  inactive  cases  under  continuing  obser- 
vation, one  gets  a better  idea  of  the  dimension 
of  the  problem.  Certainly  when  these  findings 
are  compared  with  the  number  of  cases  of  acute 
upper  respiratory  disease,  of  influenza  or  in- 
fluenza-like  illness,  of  sprains  and  strains  that 
come  to  the  attention  of  the  university  physician, 
the  problem  of  tuberculosis  may  seem  small. 
But  when  one  realizes  what  one  can  do  for  these 
cases,  that  the  common  cold,  influenzal  infec- 
tions, mononucleosis  are  self-limited  conditions 
having  no  definitive  treatment  and  no  entirely 
satisfactory  public  health  measures,  then  one 


can  view  the  problem  of  tuberculosis  in  propei 
perspective.  Lives  can  be  saved,  lost  time  re 
duced  to  a minimum  with  early  diagnosis,  ant 
the  spread  of  a disease  which  still  is  a majoi 
cause  of  death  in  young  adults,  can  be  reduced 
with  the  detection  and  isolation  of  early  cases 

At  times  the  student  must  leave  the  University 
but  at  other  times  he  may  be  retained  in  tin 
University,  if  he  is  frequently  checked  and  hid 
living  arrangements  are  approved. 

summary 

1.  In  31  years  experience  at  the  University 
of  Oregon,  tuberculosis  has  continued  to  he  an 
important  problem.  At  least  1 active  case,  usualhl 
more,  has  been  found  each  year  by  screening 
either  with  photofluorograms  or  by  tuberculin 
testing  all  entering  students. 

2.  Foreign  students,  who  are  increasing  in 
number,  now  furnish  most  of  our  cases  although 
they  represent  only  about  6 per  cent  of  our  stu- 
dent population.  During  the  past  6 years,  with 
an  average  of  2805  matriculants,  11  foreign  and 
2 native  students  were  found  with  active  disease. 

3.  Inactive  cases  have  been  found  in  27  for- 
eign students  and  in  15  native  students. 

4.  Tuberculin  positive  rates  have  been  stead- 
ily decreasing  among  our  native  students,  from 
30  to  40  to  8.4  per  cent  for  the  men  and  to 
7.3  per  cent  for  the  women.  In  our  students  from 
Asia  over  90  per  cent  have  consistently  been 
found  to  be  positive. 

5.  Follow-up  study  of  inactive  cases  and  of 
positive  reactors  must  be  done  frequently  and 
meticulously,  with  great  reliance  placed  upon 
the  tuberculin  test  and,  in  selected  cases,  of  fre- 
quently repeated  roentgenograms. 

6.  Contacts  of  any  new  case  (or  newly  active: 
cases)  must  be  checked,  and  followed  closely 
for  at  least  two  years.  All  previously  tuberculin 
negative  reactors  should  be  re-tested  and  all 
newly  converted  reactors  should  be  considered 
candidates  for  treatment.  It  is  precisely  at  this • 
point  that  the  tuberculin  test  is  most  useful. 

7.  Every  effort  should  be  made  to  capitalize 
upon  the  educational  opportunities  in  this  pro 
gram  both  in  the  classroom  and  in  the  physician  s 
office. 

8.  Decision  as  to  who  may  remain  in  the 
university,  and  under  what  restrictions,  is  fre- 
quently difficult,  involving  personal  and  public 
health  considerations.  In  reaching  such  decisions 
we  have  been  most  fortunate  in  the  help  and  c<>- 
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>peration  we  have  received  from  the  State  of 
pregon  Department  of  Health  and  the  state  sam- 
arium physicians.  A university  which  requires 
nost  of  its  students  to  live  in  approved  housing 
mostly  in  large  groups ) has  an  obligation  to 
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The  School  and  the  Mental  Health  of  Children 

Part  I 

THOMAS  P.  MILLAR,  M.D.  Seattle,  Washington 


These  are  important,  perhaps  even  crucial  times, 
for  education  in  America.  These  are  times  of 
demand  and  of  growth.  It  would  seem  that  the 
paramount  task  facing  educators  today  is  to 
provide  a vigorous  and  effective  instructional 
program,  one  that  will  produce  skillful  and  in- 
formed persons  capable  of  understanding  and 
meeting  the  challenges  that  threaten  the  place 

This  section  of  the  paper  has  described  a trend  in  edu- 
cation towards  the  assumption  of  increasing  responsibility 
for  the  mental  health  and  emotional  maturation  of  the 
, child,  and  has  described  some  effects  of  this  trend.  The 
next  section  will  concern  itself  with  the  origin  of  this 
trend,  will  seek  to  examine  the  factors,  the  reasons  given 
for  the  growth  of  such  concerns  within  the  schools. 


of  this  nation  in  the  modem  world.  American 
education  has  a rich  tradition  of  response  to 
challenge  and,  undoubtedly,  it  will  meet  the 
pressing  needs  of  our  times  effectively  and  well. 

However,  many  thoughtful  citizens  have  felt 
concern  at  the  course  American  education  seems 
to  be  taking  and  have  questioned  whether  it  has 
been  responsive  to  the  present  challenge  to  an 
effective  extent.  At  a time  when  clarity  of  pur- 
pose and  certaintv  of  direction  are  to  be  desired, 
some  educators  seem  to  be  pursuing  a multitude 
of  goals  in  a variety  of  directions.  It  seems  to 
some  citizens  that  the  school,  in  its  effort  to  be- 
come all  things  to  the  growing  child,  is  in  danger 
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of  dissipating  its  energies  in  the  partial  perform- 
ance of  many  assumed  tasks.  There  seems  to  be 
a danger  that  the  instructional  focus  of  the 
school  will  be  lost,  with  the  ultimate  effect  of 
impoverishing  rather  than  enriching  its  program. 

As  the  school  defines  its  tasks  more  broadly, 
as  it  pursues  its  educational  goals  in  more  insight- 
ful patterns,  it  can  only  evoke  the  admiration  of 
all  citizens.  When,  however,  such  expansion 
seems  to  detract  from  its  basic  functions,  there 
may  be  a need  to  regain  perspective. 

One  direction  in  which  the  school  is  expend- 
ing increasing  amounts  of  energy  is  in  its  con- 
cern to  provide  for  the  mental  health  of  the 
growing  child.  As  a child  psychiatrist,  I have 
had  the  privilege  of  acting  as  consultant  to  the 
schools,  both  with  respect  to  individual  children 
with  adjustment  problems,  and  to  relevant  mat- 
ters of  school  program  and  policy.  I have  become 
aware  of  a present  trend  among  educators  to 
have  the  school  assume  increasing  responsibility 
to  provide  for  the  mental  health  and  emotional 
growth  of  the  child.  Without  commenting  upon 
the  relevance  and  efficacy  of  such  a trend  at  this 
time,  there  is  profit  in  examining  its  dimensions. 

the  current  trend 

For  some  time,  informed  educators  have  sought 
to  fulfill  their  instructional  goals  for  children 
in  a fashion  that  would  preserve  the  mental 
health  and  promote  the  emotional  maturation 
of  the  child.  Without  minimizing  their  import- 
ance to  the  child,  these  latter  concerns  were  re- 
garded as  tangential  to  the  primarily  instructional 
role  of  the  school.  They  served  to  define  a para- 
meter of  educational  techniques  rather  than  a 
central  concern  of  education. 

In  recent  years,  however,  concern  for  the 
mental  health  and  emotional  maturation  of  the 
child  has  come  to  occupy  a much  less  peripheral 
place  in  many  educators’  view  of  the  school’s 
function.  In  a recent  publication  of  the  Na- 
tional Education  Association,1  the  position  is 
stated  thus:  “In  addition  to  teaching  the  funda- 
mental language  and  arithmetic  skills,  the  mod- 
ern school  has  accepted  the  responsibility,  which 
is  shared  with  the  parents,  for  the  personal  and 
social  growth  of  the  children,  as  well  as  for 
their  academic  training  and  the  acquisition  of 
knowledge.”  Indeed,  much  educational  literature 
reflects  the  view  that  the  school  can,  by  assum- 
ing increasing  responsibility  for  the  emotional 
maturation  of  the  child,  contribute  significantly 
to  improvement  of  behavior  and  adjustment  of 


all  future  citizens  and  so  remold  the  characteil 
of  the  nation. 

In  such  views  as  these,  the  educator  no  longei 
limits  his  concern  for  the  child’s  mental  healtl 
to  situations  where  deviance  interferes  with  tin 
effective  discharge  of  instructional  responsihili 
ties.  Rather  he  has  become  concerned  with  ma 
turation  and  adjustment  per  se.  “Education  foi 
adjustment”  has  begun  to  assume  broader  con 
notations. 

Another  aspect  of  the  current  trend  is  apparent 
if  one  reads  educational  literature  or  observe:- 
the  changes  occurring  in  school  personnel.  Edu- 
cators see  important  roles  for  the  school  in  tin 
detection  and  treatment  of  emotional  disorders 
in  children.  Articles  dealing  with  diagnostic  and 
case  finding  roles  of  school  persons  are  common 
Many  reports  concerning  school  sponsored  treat 
ment  services  for  deviating  children  and  their! 
parents  are  appearing  in  the  literature.  Teachers 
and  principals,  counsellors  and  psychometrists 
are  being  given  important  roles  to  play  in  these 
new  services  to  children.  Increasingly,  clinical 
persons  such  as  psychologists  and  social  workers 
are  being  employed  by  schools.  At  a time  when 
the  ratio  of  staff  to  pupils  is  going  up,  the  num- 
bers of  children  per  classroom  continue  to  he 
great  or  to  grow  larger. 

It  is  apparent  that  a definite  trend  exists  for 
school  persons  to  assume  increasing  responsibility 
to  provide  for  the  emotional  maturation  and  men- 
tal health  of  the  child.  While  there  is  wide  local 
variation,  the  tendency  is  for  such  concerns] 
to  invade  the  educational  functions,  causing 
change,  and  in  some  cases,  replacement  of  pre- 
vious functions. 

“Education  for  adjustment”  is  acquiring  an  in- 
creasingly broad  definition  and  indeed  seems  to 
be  giving  way,  in  some  cases,  to  “education  for 
readjustment.” 

some  effects  of  the  trend 

There  are  some  discernible  effects  of  this  trend 
deserving  close  examination,  particularly  in  re-i 
lation  to  the  classroom  teacher.  In  the  “new 
education,  the  teacher  is  assigned  both  an  "identi- 
fication” and  a “treatment”  role  relative  to  tin 
mental  health  of  the  children  she  is  entrusted 
to  teach. 

With  respect  to  the  identification  of  nonadjust 
ing  children,  it  is  apparent  that  discerning  teach- 
ers have  always  been  aware  of  which  children 
were  having  learning  or  adjustment  problems, 
even  if  they  have  been  understandably  more 
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irone  to  refer  those  children  whose  deviance 
akes  disruptive  forms  than  those  whose  problems 
lead  them  to  vegetate  in  the  corner.  In  this 
;ense,  identification  of  nonadjusting  children  has 
proven  to  lie  within  the  teacher’s  competence 
nd  province.  However,  the  dimensions  of  the 
|iew  identification  role  assigned  to  teachers  as- 
ume  somewhat  more  formidable  proportions.  In 
ine  article  on  this  subject,  the  teachers  are  in- 
tructed  to  “weigh  the  known  factors  in  the 
youngster's  personal  make-up,  in  his  peer  group 
relationship  and  in  his  family”  and  designate 
whether  or  not  the  norm  violation  appears  to  be 
ulturally  or  emotionally  based.”  It  would  seem 
hat  such  an  expectation  of  teachers  borders 
lpon  the  unrealistic  and  would  possibly  be  more 
productive  of  feelings  of  inadequacy  in  the  teach- 
er than  of  more  insightful  referral  of  deviating 
children. 

The  teacher’s  role  as  therapist  is  implied  in 
nany  articles  stressing  the  therapeutic  role  of 
good”  teaching.  These  articles  suggest,  by  im- 
plication, that  any  teacher  worth  her  salt,  ought 
to  have  the  skill  to  help  maladjusted  children 
mature  emotionally.  In  one  such  article,  the 
teacher  is  adjured  to  “understand  underlying  mo- 
tives beneath  the  manifest  behavior  of  maladjust- 
ing  children.”  Further  she  is  told  that  the  dis- 
cerning and  well  trained  teacher  can  make  “fre- 
quent use  of  group  dynamics  in  attempting  to 
ibring  about  desired  changes  when  working  with 
youngsters  who  have  social  or  emotional  prob- 
lems.”1 Woe  to  the  teacher  for  whom  group  dy- 
mamics  has  remained  one  of  life’s  mysteries! 

It  would  seem  that  in  assigning  such  identifi- 
cation and  treatment  roles  to  the  teachers,  edu- 
jeators  have  been  influenced  to  project  clinical 
expectations  into  the  teaching  role  without  suffi- 
cient regard  for  the  background  or  instructional 
functions  of  the  teacher.  The  effect  upon  the 
teacher  has  been  to  increase  her  self-expectations 
to  the  point  that  they  have  become  intolerably 
distant  from  her  skills,  as  determined  by  her 
training.  In  attempting  to  meet  these  expecta- 


tions, she  may  feel  constrained  to  deal  with  the 
children  “permissively”  or  “acceptingly”  or  in 
whatever  manner  she  has  come  to  believe  is  the 
therapeutic  mode,  putting  aside  her  personal 
judgment  and  pedagogical  skills.  Similarly,  she 
may  feel  constrained  to  respond  to  parental  in- 
quiries as  the  “expert”  in  child  rearing  that  they 
seem  to  expect  her  to  be.  Apart  from  the  fact 
that  the  techniques  used  with  the  children  and 
the  advice  she  renders  to  parents  are  liable  to  be 
ineffective,  the  real  tragedy  lies  in  the  damage 
done  to  the  teacher’s  sense  of  worth  and  compe- 
tence by  such  forced  misrepresentation.  Finally 
the  consumption  of  her  energy  and  the  confu- 
sion of  her  goals  by  such  concerns  may  deflect 
her  from  her  instructional  responsibilities. 

It  would  seem  that  principals,  counsellors  and 
some  school  administrators  have  also  developed 
somewhat  unrealistic  clinical  expectations  of 
themselves  which  have  strained  their  function- 
ing. 

Clinical  functions,  such  as  projective  psycho- 
logical testing  aimed  at  uncovering  the  emotional 
life  of  the  child,  have  been  assumed  to  an  in- 
creasing degree  by  school  psychometrists  or  per- 
formed by  newly  hired  clinical  psychologists.  In 
one  school  district  I have  observed,  it  was  con- 
siderably easier  to  obtain  such  an  evaluation  of 
the  psychic  life  of  the  child  than  it  was  to  get  a 
differential  appraisal  of  the  nature  and  extent 
of  his  reading  disability. 

A final  effect  of  this  trend  to  be  mentioned 
has  been  that  the  image  of  the  school,  in  the  eyes 
of  parents,  has  been  blurred  to  the  point  that 
there  is  some  confusion  in  their  minds  as  to 
the  roles  they  can  legitimately  expect  the  school 
to  play.  ■ 

721  Stimson  Bldg.,  (1 ) 
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ERRATUM.  On  page  502  of  the  June  issue,  in 
the  article  by  Robertson,  figure  7 was  inverted. 
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Syndromes  Involving  Hemangiomas  of  the  Skin 

DENNIS  D.  DAVENPORT,  M.D.  Longview,  Washington 


Classically  the  phakomatoses*  include  ( 1 ) 
tuberous  sclerosis,  (2)  neurofibromatosis  of  Von 
Recklinghausen,  and  (3)  Sturge- Weber  disease. 
However,  further  in  this  paper  it  will  become 
apparent  that  two  other  syndromes  should  come 
under  this  classification  (Von  Hippel-Lindau 
syndrome  and  ataxia-telangiectasia  syndrome). 
The  latter  two,  plus  Sturge-Weber  syndrome,  are 
associated  with  hemangiomas  of  the  skin.  Not 
uncommonly  the  general  practitioner  and  many 
specialists  encounter  hemangiomas  of  the  skin  in 
patients  with  various  signs  and  symptoms  of 
internal  abnormalities.  The  physician  who  is 
aware  of  these  syndromes  may  save  the  patient 
from  blinding  glaucoma,  retinal  detachment,  pul- 
monary hemorrhage,  osseous  deformity,  or  fa- 
tal malignant  neoplasm. 

Frederick  Parkes- Weber  has  perhaps  given  us 
more  information  about  these  syndromes  than 
any  other  man.  He  was  bom  in  1863,  is  physician 
for  the  German  Hospital  in  London,  and  is  still 
alive  and  active. 

In  order  not  to  discourage  the  reader  from 
perusing  this  article,  minute  details  are  omitted. 
Those  wishing  to  pursue  this  subject  further  may 
refer  to  the  literature. 

Classification 

The  syndromes  involving  hemangiomas  of  the  skin  are  as 
follows: 

1.  Sturge-Weber  syndrome. 

2.  Parkes-Weber  syndrome. 

3.  Maffucci's  syndrome. 

4.  Klippel-Trenaunay  syndrome. 

5.  Skin  hemangioma  with  retrolental  fibroplasia. 

6.  Von  Hippel-Lindau  syndrome. 

7.  Wyburn-Mason  syndrome. 

8.  Rendu-Osler-Weber  syndrome. 

9.  Louis-Bar  syndrome. 

10.  Fabry's  syndrome. 

11.  Blue  rubber-bleb  nevi  syndrome. 

I.  Sturge-Weber  Syndrome,  (encephalo-trigeminal 
angiomatosis ) 

A typical  case  of  Sturge-Weber  syndrome  pre- 
sents the  following  characteristics:  ( 1 ) nevus 

flammeus  (port  wine  mark)  in  the  distribution 
of  one  or  all  branches  of  the  trigeminal  (fifth) 
nerve  (Figures  1 and  2),  (2)  convulsive  seizures, 

'Derived  from  Greek  words  meaning  “a  disease  contain- 
ing a 'mother  spot’  or  'mole'."  Specifically,  there  is  usually 
a tumor  or  defect  of  the  ocular  structures,  along  with 
"lens-like”  masses  of  skin  or  other  organs. 

'[Enlargement  of  an  eye. 


Figure  1.  Sturge-Weber  Syndrome.  Note  the  classical  uni- 
lateral distribution  of  the  hemangioma. 


(3)  hemiplegia  which  is  contralateral  to  the 
facial  nevus,  (4)  glaucoma,  (5)  characteristic j 
calcifications  of  the  cerebral  hemisphere  as  evi- 
denced  by  roentgenologic  examination  and  ( 6 
mental  retardation.  One  or  several  of  these  signs 
may  be  absent. 

History  of  the  disease:  Schirmer  in  1860  first 
noted  facial  nevus  and  glaucoma.  Sturge,  10 
years  later,  described  a patient  with  right  side 
facial  nevus,  right  buphthalmos,*  and  convulsons 
on  the  left  side.  In  1879,  Kalischer  described 
first  necropsy  findings.  In  1922,  Parkes-Weber 
confirmed,  by  x-ray,  that  calcium  was  present 
in  the  brain  on  the  same  side  as  the  nevus. 
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This  and  related  phakomatoses  are  congenital 
malformations  involving  the  ectodermal  organs 
(nervous  system,  eyeball,  retina,  skin,  and  mu- 
cous membranes).  The  mesodermal  elements,  or 
blood  vessels,  participate  in  development  of  the 
anomalies.  The  capillaries  dilate  because  of  the 
absence  of  autonomic  nerve  function  and  later 
compensatory  hypertrophy  takes  place.  Parkes- 
Weber  does  not  believe  these  diseases  are  ge- 
netic, but  are  due  to  some  trauma  to  the  ovum 
or  embryo.  However,  others  insist  that  many  of 
these  syndromes  have  a strong  hereditary  back- 
ground, and  in  Sturge-Weber  syndrome  inheri- 
tance is  probably  by  an  irregular  dominance. 

The  facial  nevus  is  a port-wine  stain,  or  nevus 
flammeus,  and  is  present  from  birth.  It  may 
van’  in  size  from  that  of  a pin-point  to  a lesion 
covering  the  entire  head  or  even  the  whole  body. 
The  usual  distribution  is  along  the  course  of  the 
trigeminal  nerve  and  the  lower  lip  on  the  same 
side  is  usually  involved.  In  extreme  cases  seba- 
ceus  adenomas  may  develop  in  the  hemangioma, 
thus  simulating  tuberous  sclerosis. 

Cerebral  symptoms  usually  occur  early  in 
life.  Epileptic  seizures  may  be  either  Jacksonian 
or  generalized.  Jacksonian  seizures  occur  on  the 
side  opposite  the  damaged  brain.  Angiomas  of 
the  brain  are:  ( 1 ) telangiectases,  (2)  venous 

angiomas,  and  (3)  arterial  or  arteriovenous  angi- 
omas. The  port-wine  stain  of  the  skin  is  asso- 
ciated only  with  a venous  angioma  of  the  brain. 
Arteriovenous  angiomas  may  produce  an  audible 
bruit  and  symptoms  from  these  occur  later  in 
life. 

Ocular  changes:  Glaucoma  occurs  only  if  the 
nevus  is  in  the  eye.  It  is  caused  by  an  obstructed 
filtration  angle,  due  to  angiomatous  changes  in 
the  uvea  or  adhesions  in  the  angles  of  the  iris. 
Other  eye  findings  are  heterochromia  iridis, 
coloboma  of  the  disk,  high  refractive  error,  and 
bilateral  discoloration  of  the  lens. 

Roentgenologic  findings:  Calcified  areas  are 
confined  to  the  affected  half  of  the  cerebrum, 
which  is  usually  smaller  than  the  other  side.  The 
shadows  thrown  by  the  calcium  in  the  cortex  are 
sinuous,  and  where  the  rays  strike  a sulcus  at 
right  angles  two  lines  running  one  to  two  milli- 
meters apart  can  be  seen.  The  occipital  lobe  is 
usually  the  one  showing  calcification.  Calcifica- 
tion of  the  vessels  occurs  only  in  the  brain  and 
not  elsewhere. 

The  relation  of  this  syndrome  to  hypertrophic 
hemangiectasia  will  be  discussed  under  Parkes- 
Weber  syndrome. 


Figure  2.  Sturge-Weber  Syndrome.  Note  the  bilateral 
distribution  of  the  hemangioma. 


Other  symptoms  occuring  in  Sturge-Weber 
syndrome  are  mental  retardation,  adiposity,  de- 
fects in  memory,  temper  tantrums,  errors  in 
judgment,  disturbance  of  speech,  vertigo,  head- 
aches, tremors,  and  aphasia. 

II.  Parkes-Weber  Syndrome  (hypertrophic 
hemangiectasia). 

Parkes-Weber  in  1907  called  attention  to  a 
group  of  cases  in  which  hypertrophy  of  one  limb, 
or  hemihypertrophy,  associated  with  Sturge- 
Weber  syndrome,  depended  to  some  extent  on 
excessive  vascularity  of  the  affected  parts,  caused 
by  the  growth  of  blood  vessels.  Not  only  the 
bones,  but  also  the  soft  tissues,  showed  hyper- 
trophy. The  hemihypertrophy  is  not  always 
associated  with  the  cutaneous  angiomas  and  the 
cutaneous  angiomas  are  not  always  limited  to 
the  hypertrophied  side  of  the  body.  This  may 
represent  right-sided  hypertrophy  such  as  one 
would  see  in  association  with  left-sided  spastic 
hemiplegia.  This  disease  must  be  differentiated 
from  Milroy’s  disease,  which  has  neither  vascular 
changes  nor  hypertrophy  of  the  bones. 

Orthopedic  problems  ensuing  from  lengthen- 
ing of  the  long  bones  on  one  side  can  often  be 
corrected  surgically,  as  by  destructive  procedures 
on  the  epiphysis  at  the  proper  age. 

III.  Maffucci's  Syndrome  (dyschondroplasia  with 
hemangiomas). 

Maffucci  first  described  this  condition  in  1881. 
The  syndrome  presents  the  following  characteris- 


589 

Northwest  Medicine,  Jidy  1962 


mas  occur  in  approximately  20  per  cent  of  the 
cases,  and  (11)  the  underlying  disease  is  prob- 
ably mesodermal  dysplasia. 

The  hemangiomas  are  of  the  cavernous  type 
and  the  veins  in  the  proximity  are  dilated  ( Fig- 
ure 3).  Epiphyses  are  fewer  and  bones  are 
smaller  on  the  involved  side,  with  calcification 
around  the  bones  in  the  proximity  of  the  tumor 
The  bone  medullae  are  smaller.  In  one  case,  the 
femur  on  the  involved  side  was  longer  than  on 
the  normal  side,  and  was  bowed.  Cauliflower- 
like  excrescences  occur  on  the  extremities,  pro- 
ducing devastating  deformities  making  the  vie 
tinr  a tragic  caricature  (Figure  4).  The  high 
incidence  of  neoplastic  change  of  a malignant 
nature  challenges  the  geneticist  and  cancer  spe- 
cialist. 

IV.  Klippel-Trenaunay  Syndrome  ( osteohypertrophic 
varicose  nevus  syndrome). 

This  rare  syndrome  is  characterized  by  unila- 
teral congenital  malformations  of  the  arterio- 


Figure  4.  Maffucci’s  Syndrome,  showing  the  cauliflower- 
like  excrescences  on  the  feet.  (Courtesy  of  William  B. 
Bean,  M.D.) 

venous  system,  syndactyly,  overgrowth  of  certain 
fingers  and  osteohypertrophic  changes  of  one 


tics:  (1)  The  disease  is  non-familial,  (2)  the  pa- 
tient is  usually  normal  at  birth,  (3)  the  lesions 
are  either  unilateral  or  extremely  asymmetric, 
(4)  there  is  uneven  growth  of  the  two  sides,  (5) 
it  is  commoner  in  males,  (6)  onset  is  before 
puberty,  (7)  the  patient  is  susceptible  to  frac- 
tures, (8)  the  dvschondroplasia  is  primarily  in 
the  form  of  defects  in  ossification,  with  one  or 
more  of  the  long  bones  having  short  shafts, 
(9)  phleboliths  in  the  hemangiomas  are  not  un- 
common, (10)  chondrosarcomas  and  angiosarco- 


Figure  3.  Maffucci’s  Syndrome,  demonstrating  the  cav- 
ernous type  hemangiomas  and  dilated  veins  in  the  prox- 
imity. (Courtesy  of  J.  Fred  Mullins,  M.D.  and  Clarence 
Livingood,  M.D.) 


590 

Northwest  Medicine,  July  1962 


extremity,  rarely  two.  Klippel  and  Trenaunay 
described  this  condition  in  1900.  There  is  a 
slight  predominance  in  males. 

The  vascular  anomalies  consist  of  congenital 
varices  and  subcutaneous  hemangiomas  not  limit- 
ed to  the  extremities,  but  widespread  over  the 
body  in  10  per  cent  of  the  cases.  As  a rule  the 
face  is  not  affected.  The  upper  extremities  are 
more  often  affected  and  are  warmer,  larger,  and 
longer  than  unaffected  ones.  The  related  Parkes- 
Weber  syndrome  is  characterized  by  macular 
angiomas  rather  than  varicosities.  Occasionally 
cutaneous  lesions  are  absent.  Roentgenologic 
changes  are  rare  and,  if  present,  show  thickening 
of  the  hone  cortex.  Both  skeletal  and  soft  tissue 
lesions  are  usually  present  at  birth.  Like  Parkes- 
Weber  syndrome,  differentiation  must  be  made 
from  Milroy’s  disease.  In  practically  all  the  cases 
there  are  multiple  communications  between  the 
arteries  and  the  veins. 

V.  skin  hemangioma  with  retrolental  fibroplasia. 

The  pathology  of  retrolental  fibroplasia  is  that 
of  hemangiomatous  tissue  extending  from  the 
retina  into  the  vitreous.  In  some  cases  spon- 
taneous regression  occurs;  in  others,  the  only 
treatment  is  irradiation  in  the  early  stage  before 
cicatrization  and  blindness  develop.  Severity  is 
not  related  to  prematurity,  but  incidence  is  much 
greater  in  the  premature.  The  incidence  of  skin 
hemangiomas  in  retrolental  fibroplasia  is  25  per 
cent.  The  retina  may  become  detached  at  the 
periphery  first,  and  later  completely,  due  to  con- 
traction of  the  scar.  In  the  cicatricial  phase, 
opaque  tissue  is  seen  at  the  periphery  of  the 
fundus  and  the  disk  is  distorted  by  traction  to- 
ward the  side  of  the  opaque  tissue,  which  is 


Figure  5 Von  Hippel-Lindau  Syndrome  in  a child  with 
hydrocephalus. 

usually  temporal.  This  opaque  tissue  eventually 
covers  the  entire  pupillary  area. 

Incidence  of  retrolental  fibroplasia  has  fallen 
sharply  since  use  of  oxygen  has  been  accurately 
controlled  during  care  of  premature  infants. 

VI.  Von  Hippel-Lindau  Syndrome,  (viscerocystic- 
retinoangiomatosis  syndrome). 

Von  Hippel-Lindau  syndrome  consists  of  tu- 
mors or  cysts  of  the  abdominal  organs,  chiefly 
the  kidneys  and  pancreas;  angiomatous  cysts  of 


Eponyms 


The  use  of  eponyms  to  designate  diseases  is 
deplored  by  some;  however,  many  students  of 
medicine  glory  in  their  use  and  find  them  an 
easier  way  to  remember  the  disease  or  syndrome 
than  the  necessarily  long,  laborious  names  which 
must  be  applied  to  some  of  them.  For  example, 
which  is  easier  to  remember,  “Louis-Bar  syn- 
drome or  “familial  progressive  cerebellar  ataxia- 
oculocutaneous  telangiectasia-pulmonary  infec- 
tion syndrome?”  This  question  could  be  asked 
concerning  several  others.  In  my  opinion,  epo- 
nyms are  used  for  two  reasons:  (1)  to  honor  the 
person  who  discovered  or  did  the  most  definitive 


work  on  the  disease,  or  (2)  because  the  disease 
or  syndrome  has  so  many  complexities  or  ramifi- 
cations that  no  single  word  or  short  group  of 
words  would  adequately  or  appropriately  name 
it.  Also,  the  partial  or  complete  lack  of  know- 
ledge of  the  etiology  of  certain  diseases  is  a det- 
errent to  an  appropriate  name.  Certain  eponyms 
have  become  so  familiar  to  us  that  we  would  pffr 
lost  without  them;  for  example,  Hodgkin’s  di- 
sease, Cushing’s  syndrome,  Waterhouse-Frid- 
ericksen’s  syndrome. 

In  this  paper  the  most  commonly  used  non- 
eponymous  designation  is  given  after  each  syn- 
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the  cerebellum  and  retina;  and,  rarely,  hemangi- 
omas of  the  skin  (Figure  5).  There  is  a strong 
dominant  familial  tendency.  Variations  of  pa- 
thologic localization  occur  in  different  members 
of  a family.  Cerebellar  involvement  may  cause 
increased  intracranial  pressure,  resulting  in  head- 
ache, nausea,  vomiting,  papilledema,  ataxia,  adi- 
adochokinesia,  dizziness,  nystagmus,  stiffness  of 
the  neck,  staggering  gait,  and  positive  Romberg’s 
sign.  The  retina  shows  degeneration  with  many 
cysts  of  varying  size,  some  empty,  some  filled. 
There  are  sometimes  tiny  to  large  nodules  in 
all  retinal  layers,  appearing  as  liyalinated  masses. 
Many  small  sac-like  aneurysms  may  be  seen.  The 
defect  is  thought  to  be  mesodermal  in  origin. 

Tumors  or  cystic  disease  of  the  pancreas  and 
kidneys  may  produce  marked  disability.  Cere- 
bellar hemangioblastomas  may  occur.  Every 
patient  in  whom  a cerebellar  angiomatous  tumor 
has  been  found  should  be  followed  by  excretory 
urography  at  least  once  a year,  because  of  the 
frequent  association  of  tumors  and  cysts  of  the 
kidneys  with  the  cerebellar  tumor. 

VII.  Wyburn-Mason  Syndrome,  (cerebroretinal 
arteriovenus  aneurysm  syndrome). 

The  Wyburn-Mason  syndrome  is  characterized 
by:  (1)  arteriovenous  aneurysm  of  one  or  both 


sides  of  the  midbrain;  (2)  ipsilateral  arterioven- 
ous aneurysm  or  other  type  of  congenital  anoma- 
ly of  the  retina;  and  (3)  multiple  cutaneous 
facial  nevi,  which  are  vascular,  but  may  be  pig- 
mented, and  are  usually  present  in  the  trigeminal 
distribution  on  the  same  side  as  the  affected 
eye.  This  syndrome  is  related  to  the  Bonnet- 
Dechaume-Blanc  syndrome,  which  does  not 
contain  skin  hemangiomas,  but  is  characterized 
by  retinal  angiomatosis  associated  with  arteri- 
ovenous aneurysms  in  the  optic  nerve,  the  thala- 
mus, and  the  mesencephalon. 

The  inheritance  is  dominant  and  the  disease 
is  more  common  in  the  male.  Other  congenital 
anomalies  may  be  associated  with  the  disease. 
Complications  are  those  of  hemorrhage  in  the 
brain  or  eye  or  of  increased  intracranial  pressure 

VIII.  /?enc/u-Os/er-Weber  Syndrome  (multiple 
hereditary  hemorrhagic  telangiectasia). 

Rendu-Osler-Weber  syndrome  is  familial  and 
hereditary  with  a dominant  trait.  Hemangiomas 
occur  on  the  skin,  mucous  membranes,  and  in- 
ternal organs.  Angiomas  may  be  present  at  birth, 
but  they  usually  occur  at  puberty  or  later.  Thev 
are  present  in  the  form  of  small  red  areas  of 
dilated  vessels,  blebs,  or  as  irregular  streaks 
resembling  a spider’s  web  (Figure  6).  They  most 


drome  to  which  an  eponym  is  attached.  The  vari- 
ous synonyms  for  these  syndromes  are  listed  as 
follows: 

Sturge-Wcber  syndrome : Sturge-Weber-Dimi- 
tri  syndrome,  Weber-Dimitri  syndrome,  Sturge- 
Kalischer  - Weber  syndrome,  Sturge  - Weber  - 
Krabbe  disease,  Krabbe’s  disease,  Sturge-Parkes- 
Weber-Dimitri  syndrome,  Lannois-Bernoud  syn- 
drome, encephalotrigeminal  angiomatosis,  me- 
ningofacial  angiomatosis,  encephalofaeial  angio- 
matosis, and  encephalotrigeminal  vascular  syn- 
drome. ( Brushf ield- Wyatt  syndrome  is  basically 
the  same  as  Sturge-Weber  syndrome  and  prob- 
ably should  not  be  separated  from  it.  Brushfield 
and  Wyatt  described  in  1927  four  cases  of  ex- 
tensive capillary  nevi,  hemiplegia,  marked  mental 
defect,  and  various  stigmata  of  degeneration, 
such  as  high,  narrow  palate,  asymmetry  of  ears, 
undescended  testicles,  and  flattening  of  the 
bridge  of  the  nose.) 

Parkes-Weber  syndrome : Hypertrophic  hem- 
angiectasia. 


Maffucci’s  syndrome : Dyschondroplasia  with 
hemangiomas,  chondrodystrophy  and  vascular 
hamartoma,  and  East’s  syndrome.  (Ollier’s  syn- 
drome is  dyschondroplasia  of  long  bones  and  is 
the  same  as  Maffucci’s  syndrome,  but  without 
the  hemangiomas). 

Klippel-T renaunay  syndrome:  Klippel-Tren- 

aunay-Weber  syndrome,  Weber-Klippel  syn- 
drome, osteohypertrophic  varicose  nevus  syn- 
drome, and  hemangiectatic  hypertrophy. 

Von  Hippel-Lindati  syndrome:  Lindau’s  syn- 
drome, Lindau’s  disease,  viscerocystic-retinoangi- 
omatosis  syndrome,  and  Lindau-Von  Hippel  syn- 
drome. 

Wyburn-Mason  syndrome:  Cerebroretinal 

arteriovenous  aneurysm  syndrome. 

Rendu-Osler-Weber  syndrome:  Hemorrhagic 
telangiectasia  syndrome,  multiple  hereditary 
hemorrhagic  telangiectasia  syndrome,  hemorr- 
hagic angiomatosis  syndrome,  and  familial  recur- 
rent epistaxis  with  telangiectasia. 

Fabrt/s  syndrome:  Angiokeratoma  corporis  dif- 
fusum  universale. 
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Figure  6.  Rendu-Osler-Weber  Syndrome. 

commonly  occur  on  the  lips,  oral  or  nasal  mu- 
cosa, pharynx,  conjunctivae,  and  face,  but  may 
occur  elsewhere.  Melena,  hematuria  and  hemo- 
ptysis may  occur  because  of  involvement  of  in- 
ternal organs.  It  is  important  to  remember  that 
in  the  lung  arteriovenous  aneurysms  occur  quite 
frequently  in  this  disease.  Complication  of  this 
lesion  may  be  pneumo-hemothorax.  In  women 
the  skin  lesions  may  become  prominent  during 
pregnancy.  Bean  and  his  collaborators  related 


Figure  7.  Ataxia-Telangiectasia  Syndrome,  illustrating 
telangiectasia  of  the  bulbar  conjunctiva  and  the  malar 
areas  of  the  face.  (Courtesy  of  Elena  Boder,  M.D.,  and 
Robert  P.  Sedgwick,  M.D.) 


the  appearance  of  “vascular  spiders”  during  preg- 
nancy to  increase  in  circulating  estrogenic  sub- 
stances. 

IX.  Louis-Bar  Syndrome  (ataxia-telangietasia 
syndrome). 

This  disease  was  originally  described  by  Ma- 
dame Louis-Bar,  and  is  therefore  sometimes 
called  the  Louis-Bar  syndrome.  It  is  character- 
ized by  progressive  cerebellar  ataxia,  progressive 
telangiectasia  of  the  bulbar  conjunctivae  and  of 
the  malar  areas  of  the  face  (Figure  7),  peculiar 
eye  movements,  and  sinopulmonary  infections 
including  bronchiectasis.  There  is  strong  familial 
tendency.  The  onset  is  in  infancy  and  dwarfing 
is  common.  However,  the  telangiectasia  appears 
to  have  a later  onset  than  the  ataxia.  It  is  first 
noticed  in  the  bulbar  conjunctivae  as  fine,  bright 
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Figure  8.  Fabry’s  Syndrome. 

red,  symmetrical,  horizontal  streaks.  The  eyes 
begin  to  appear  pink  in  the  sun  and  when  the 
child  has  a fever.  Usually  by  the  age  of  6 or  7 
the  ocular  telangiectasia  has  progressed  to  simu- 
late conjunctivitis,  but  characteristically  fades 
out  at  the  border  of  the  cornea.  Slowly  and 
steadily  progressive,  the  telangiectasia  extends 
in  an  orderly  and  symmetrical  fashion  to  the  but- 
terfly area  of  the  face,  the  hard  and  soft  palates, 
limited  areas  of  the  neck,  and  later  to  the  ante- 
cubital  and  popliteal  spaces,  dorsum  of  hands 
and  feet,  and  ears.  Absence  of  mental  deficiency 
is  a striking  feature.  Macular  areas  of  pigmen- 
tation resembling  freckles  may  occur  on  the 
malar  and  adjacent  areas.  The  venules  of  the 
cerebellum  are  engorged  and  enlarged.  Bronchi- 
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Figure  9.  Blue  Rubber-Bleb  Nevi  Syndrome,  showing  the 
cutaneous  lesions.  (From  Bean,  William  B.,  "Vascular 
Spiders  and  Related  Lesions  of  the  Skin,”  1958.  Courtesy 
of  Charles  C Thomas,  Publisher,  Springfield,  Illinois.) 

ectasis  and  its  complications  are  the  usual  cause 
of  death. 

In  view  of  the  goodly  number  of  cases  which 
Boder  and  Sedgwick  have  seen  in  the  Los  An- 
geles ara,  this  disease  must  not  be  as  rare  as 
previously  believed;  many  cases  are  probably 
being  overlooked. 

X.  Fabry's  Syndrome  (angiokeratoma  corporis 
diffusum  universale). 

The  rare  vascular  lesions  of  the  skin  in  this 
syndrome  are  diffuse  angiokeratomas  scattered 
universally  over  the  body.  The  lesions  are  tiny, 
somewhat  keratotic  angiomas  usually  less  than 
2 mm.  in  diameter  (Figure  8).  They  show  a 
predilection  for  the  trunk.  These  angiomas  occur 
at  or  before  puberty.  Symptoms  and  signs  point 
to  implication  of  other  systems.  Arthritic  com- 
plaints are  common.  The  patients  have  difficulty 
accommodating  themselves  to  changes  in  temper- 
ature. Raynaud’s  phenomenon  is  common.  There 
is  widespread  abnormality  of  the  smooth  muscle 
cells  of  blood  vessels.  Renal  and  cardiac  failure 
may  develop. 

XI.  Blue  Rubber-Bleb  Nevi  Syndrome. 

Blue  rubber-bleb  nevi  occur  simultaneously  in 
the  skin  (Figure  9)  and  gastrointestinal  tract 
(Figure  10).  Few  physicians  are  aware  of  this 
syndrome.  The  angiomas  of  both  the  skin  and 
bowels  are  usually  red-purple  in  color,  but  large 
cavernous  angiomas  may  occur.  Serious  bleeding 


Figure  10.  Blue  Rubber-Bleb  Nevi  Syndrome,  showing  in- 
testinal hemangiomas.  (From  Bean,  William  B.,  "Vascular 
Spiders  and  Related  Lesions  of  the  Skin,  1958.  Courtesy 
of  Charles  C Thomas,  Publisher,  Springfield,  Illinois.) 

from  the  bowel  is  a frequent  complication.  ■ 
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Statistically  Speaking 

VII.  Sampling  and  Probability 

WARREN  K.  GARLINGTON,  Ph.D.  / HELEN  E.  SHIMOTA,  Ph.D.  Fort  Steilacoom,  Washington 


Now,  after  our  discussions  of  descriptive  stastis- 
tics,  let  us  turn  our  attention  to  the  other  major 
area  of  statistics— that  of  statistical  inference.  In 
medicine,  new  techniques,  new  drugs,  new  ap- 
proaches are  constantly  being  tried  out  in  an 
effort  to  expand  our  knowledge  of  health  and 
disease.  Experimental  efforts  must,  of  course, 
be  confined  to  a relatively  small  number  of  pa- 
i tients,  even  though  the  researcher  hopes  to  dis- 
cover a technique  or  a drug  that  will  be  of  use 
to  vast  numbers  of  people.  But  how  can  he  be 
sure  of  this?  How  can  he  know  if  his  approach, 
j effective  with  the  group  he  studied,  will  also  be 
effective  with  others? 

In  order  to  answer  this  question,  the  researcher 
plans  and  carries  out  his  study  so  that  it  will  have 
the  maximum  chance  of  telling  him  something 
I about  people  in  general.  In  other  words,  he 
plans  it  so  that  he  can  make  inferences  about 
, many  people  on  the  basis  of  information  about 
a few  of  them.  Inferential  statistics  gives  us  the 
tools  with  which  he  and  we  may  do  this. 

The  procedures  of  inferential  statistics  be- 
i come  more  understandable  to  us  if  we  keep  in 
mind  two  general  ideas.  The  first  concerns  our 
purpose.  Previously  we  used  statistical  terms  and 
i concepts  to  describe  the  characteristics  of  some 
. group  of  people,  but  now  we  want  to  make  in- 
i ferences— predictions,  judgments,  decisions,  or 
what  have  you— about  people  like  those  we 
I studied.  However,  we  intend  to  accomplish  this 
without  undertaking  the  impossible  chore  of 
measuring  everyone. 

The  second  aspect  of  inferential  statistics 
takes  us  into  a new  realm,  a somewhat  hazy 
and  far  more  hazardous  one  wherein  we  attempt 
to  answer  the  questions  of  causation.  It  is  in 
this  area  that  Pasteur  searched  for  possible  and 
plausible  answers  to  questions  like  these:  How 
can  winemakers  prevent  their  wines  from  turn- 
ing to  vinegar?  Why  are  milkmaids  less  likely 
to  get  smallpox?  Can  their  decreased  suscepti- 
bility to  it  be  somehow  transferred  to  others  in 
order  that  they,  too,  may  be  protected?  Pasteur 
found  the  answers  by  experimentation;  in  doing 
so,  he  necessarily  made  inferences  ( though  prob- 
ably not  statistical  ones).  Since  his  day  there 
have  been  refinements  in  the  methods  of  experi- 
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mentation.  Inferential  statistics  is  one  of  these 
refinements;  let  us  delve  into  it  a bit  more. 

terms  and  definitions 

Very  often  as  we  read  research  reports,  we 
come  upon  statements  that  appear  to  be  very 
elegant  gobbledygook.  Listen  to  some  of  them: 
“This  difference  is  significant  at  the  .05  level,” 
or  “The  null  hypothesis  is  rejected  at  the  .01 
level,”  and  yet  another,  “This  difference  could 
occur  by  chance  less  than  five  times  in  a hun- 
dred.” Sometimes  we  come  across  the  mean  for 
a group  of  subjects  followed  by  a ± sign  and 
then  some  more  numbers,  e.g.,  21.43  ± 7.1. 
What  is  all  this,  we  ask.  Perhaps  our  answer 
will  make  some  sense  if  we  spell  out  some  of 
the  underlying  steps  and  if  we  define  some  of 
the  terms. 

In  conducting  an  experiment  the  researcher 
obtains  a number  of  measures  of  one  kind  or 
another.  These  measures  or  observations  are 
referred  to  as  a sample.  Usually  this  sample 
comprises  only  a small  part  of  the  population, 
the  total  of  all  possible  observations  that  could 
be  made  by  the  researcher.  In  order  for  an  ex- 
perimenter to  make  statements  about  the  popu- 
lation on  the  basis  of  his  study,  he  must  have  an 
unbiased  sample.  In  the  statistical  sense,  un- 
biased means  not  influenced  by  selective  factors. 
Because  he  wants  to  study  a sample  that  is 
representative  of  the  population,  the  researcher 
selects  his  sample  randomly,  i.e.,  on  the  basis  of 
chance. 

Words,  terms— what  do  they  really  mean?  View 
the  research  activities  of  the  allergist,  and  per- 
haps the  terms  will  be  clarified.  Dr.  Allergist 
is  interested  in  a new  type  of  antihistamine  re- 
cently developed  to  provide  relief  to  the  victims 
of  hay  fever.  Currently  his  research  with  the 
drug  is  focused  upon  its  tolerance  levels.  In 
order  to  determine  these  limits,  Dr.  A selects  a 
sample  of  these  suffering  unfortunates.  He  ad- 
ministers to  each  of  them  gradually  increasing 
doses  of  the  medication  until  the  patient  begins 
to  show  symptoms  of  the  drug’s  side  effects.  ( The 
dosage  at  that  point  constitutes  the  patient’s 
score. ) 

Obviously,  Dr.  A cannot  test  the  new  medica- 
tion on  all  hay  fever  sufferers;  instead,  he  uses  it 
with  a sample  of  them.  Yet  he  does  want  to  know 
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how  the  drug  will  affect  all  potential  candidates 
for  it.  To  do  this  he  will  make  inferences  from 
his  sample  to  the  great  unknown  population  of 
red-eyed,  runny  nosed,  ragweed  reactors.  This 
he  can  do  with  some  confidence  if,  and  only  if, 
he  has  followed  the  rules  of  the  game  by  select- 
ing his  sample  in  an  unbiased  manner.  If  the 
hay  fevered  population  is  made  up  of  persons 
whose  troubles  result  from  one  or  more  of  the 
vast  number  of  pollen  allergens,  and  if  he  selects 
as  his  sample  only  those  who  react  to  ragweed, 
he  has  biased  his  sample  and  therefore  cannot 
make  inferences  for  the  entire  hay  fever  popu- 
lation. Instead  he  must  confine  his  inferences 
to  the  ragweed-hay  fever  population. 

The  quality  control  engineer  in  a vitamin  pill 
factory  uses  the  concepts  of  sampling  to  solve 
his  daily  problems.  He  must  insure  that  each 
day’s  batch  meets  the  appropriate  standards. 
Deviations  from  those  standards  upset  either  the 
Food  and  Drug  Administration  or  the  company’s 
cost  accountants.  Should  the  engineer  decide 
to  test  the  population  of  pills,  i.e.,  the  entire 
day’s  production,  he  would  thereby  eliminate  all 
marketable  pills  through  his  quality  checks. 
Should  he  test  the  pills  produced  by  only  one 
of  the  factory’s  10  machines,  or  should  he  ex- 
amine only  one  of  the  three  mixtures  prepared 
that  day,  he  is  very  likely  to  overlook  some 
below-standard  pills.  He  solves  his  problem  by 
randomly  sampling  the  pills  produced  by  all 
machines  from  any  batch  stirred  up  at  one  time. 
When  his  sample  meets  the  required  standards, 
he  can  infer  that  the  entire  population  of  pills 
from  that  batch  meets  those  standards. 

the  logic  behind  it 

Perhaps  the  allergist  and  the  engineer  are  those 
who  accept  on  faith  some  statistician’s  claim  that 
the  properties  of  a representative  sample  can  be 
generalized  to  the  rest  of  the  population.  But 
we  are  untouched  by  faith;  we  need  the  argu- 
ments of  logic  to  waylay  our  doubts.  We  want 
to  know  why  inferential  statistics  work,  why  a 
sample  can  be  considered  representative  of  the 
entire  population  from  which  it  was  drawn. 

Statistics,  like  geometry  and  chemistry,  uses 
and  reuses  elementary  concepts  as  the  building 
blocks  of  its  more  advanced  notions.  For  the 
most  part  inferential  statistics  uses  the  normal 
distribution  curve  as  its  keystone.  Perhaps  the 
properties  of  the  normal  curve,  previously  men- 
tioned in  Part  IV  of  this  series,  should  be  re- 
viewed. The  normal  curve,  that  familiar  bell- 
shaped curve,  is  the  idealized  picture  of  many 


distributions  that  occur  in  nature.  It  can  also 
be  thought  of  as  the  most  likely  distribution  to 
result  when  we  study  certain  chance  events.  The 
normal  distribution  is  symmetrical;  in  it  are 
equal  numbers  of  scores  above  the  mean  and 
below  it.  In  such  a distribution  the  mean,  the 
mode,  and  the  median  are  equal  in  value.  One 
other  characteristic  of  the  normal  distribution 
is  of  major  importance  to  our  discussion  here; 
The  further  any  score  is  from  the  mean,  the  more 
unlikely  or  infrequent  its  occurrence  becomes, 
and  in  any  given  distribution  we  can  determine 
just  what  the  probability  is  that  that  particular 
score  will  occur. 

Now  any  sample  that  the  allergist  or  the  en- 
gineer selects  is  only  one  of  many  possible  sam- 
ples that  they  could  select  from  the  same  popu- 
lation. But  how  can  either  of  them  be  justified 
in  making  all  sorts  of  inferences  from  only  one 
sample?  To  illustrate  our  answer,  suppose  we 
concoct  a normal  distribution  with  X 100, 
SD=14,  and  N=1000.  After  we  put  each  of  the 
1000  scores  on  a separate  cardboard  square,  we 
toss  them  into  a rotating  wire  basket  (the  sort 
used  in  a lottery)  and  spin  until  well  mixed. 
When  the  basket  stops,  we  open  it  and  pull  out 
a handful  — thus  we  have  selected  a random 
sample  from  the  population.  Had  the  basket 
spun  once  or  twice  more  or  had  the  angle  of 
our  wrist  been  different,  the  resulting  sample 
would  have  differed. 

Suppose  we  busily  engaged  ourselves  with 
the  interminable  task  of  selecting  a sample  of 
50  subjects,  recording  their  scores,  returning 
them  to  the  basket,  and  then  repeating  this  se- 
lection procedure  over  and  over  and  over.  After 
finding  200  different  samples  via  this  bit  of 
tedium,  our  next  chore  would  be  to  calculate  the 
mean  and  standard  deviation  for  each  sample. 
( Because  energetic  people  have  already  carried 
out  this  repetitive  procedure,  we  can  use  the 
results  of  their  efforts  in  place  of  our  own. ) The 
means  of  the  200  samples  will  distribute  them- 
selves more  or  less  normally  around  their  mean 
of  100.  Note  that  the  mean  of  the  sample  means 
is  the  same  as  that  of  the  population. 

The  standard  deviation  of  the  many  sample 
means  is  known  as  the  standard  error  of  the  mean 
( SE ) . It  is  frequently  used  to  tell  us  the  sample  s 
accuracy  in  estimating  the  population  mean  as 
well  as  in  the  various  techniques  of  inferential 
statistics.  In  later  articles  of  this  series  we  will 
see  its  value. 

When  only  one  sample  is  taken  from  the 
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population,  the  standard  deviation  of  the  sample 
is  calculated  as  an  estimate  of  the  population 

SD.  The  sample  X and  SD  are  as  good  an  esti- 
mate of  the  population  X and  SD  as  our  sample 
is  representative.  The  more  biased  or  unrepre- 
sentative our  sample  is,  the  more  inaccurate  both 
>f  them  are  as  an  estimate  of  the  population 
X and  SD.  For  this  reason  it  is  legitimate  foi- 
ls or  the  allergist  or  the  engineer  to  make  in- 
ferences from  one  sample  to  the  population  only 
if  that  sample  is  unbiased. 

probability  statements 

In  our  attempts  to  understand  the  rationale 
junderlving  statements  of  probability,  we  need  to 
'combine  some  of  the  above  ideas  with  those 
, things  we  know  about  the  normal  probability 
! distribution.  As  we  pointed  out  earlier,  scores 
! that  are  normally  distributed  cluster  around  the 
'mean;  in  normal  distribution  scores  that  are  very 
different  from  the  mean  are  relatively  infrequent. 
Those  dedicated  souls  who  kept  taking  samples 
from  a normal  distribution  found  that  the  means 
I of  these  samples  were  distributed  normally.  Ob- 
viously, then,  the  characteristics  of  any  normal 
distribution  also  apply  to  the  distribution  of 
sample  means,  so  we  can  readily  say  that  the 
sample  means  cluster  around  the  population 
1 mean.  Just  as  readily  we  can  also  say  that  the 
chances  are  slim  that  any  sample  mean  will  dif- 
fer radically  from  the  population  mean. 

Now  how  does  this  relate  to  statements  like 
‘This  could  occur  by  chance  less  than  5 times  in 
i 100”?  Sometime  ago  we  noticed  that  the  stand- 
[ ard  deviation  unit  is  a most  convenient  measure, 
I for  it  describes  for  us  a good  deal  about  a dis- 
tribution. For  example,  it  tells  us  that  over 
j two- thirds  of  the  scores  in  that  distribution  are 
i between  1 SD  below  the  mean  and  1 SD  above 
the  mean.  Similarly,  over  95  per  cent  of  the 
' scores  are  between  X — 2 SD  and  X + 2 SD.  We 
can  transfer  these  same  characteristics  to  our 
distribution  of  sample  means:  over  95  per  cent 
! of  the  sample  means  are  within  2 SE  of  the 
mean.  (We  defined  SE  as  the  standard  deviation 
i of  the  distribution  of  sample  means. ) Con- 
versely, less  than  5 per  cent  of  the  sample  means 
are  larger  than  X + 2 SE  or  smaller  than  X — 2 

SE. 

Again,  let’s  go  back  to  the  problems  of  the 
allergist  and  the  quality  control  engineer.  Al- 
though their  research  problems  are  quite  dif- 
ferent, each  of  them  used  one  sample  to  make 
inferences  about  the  entire  population  (either 
of  pills  or  of  people).  The  allergist  described 


the  amounts  of  his  drug  that  could  be  tolerated 
by  the  average  hay  fever  sufferer,  and  the  engi- 
neer talked  about  the  average  pill  produced  from 
a given  mixture.  Both  men,  we  notice,  selected 
random  samples  from  the  total  population.  Be- 
cause both  of  them  operate  under  the  same  laws 
of  chance,  each  had  95  chances  in  100  of  selecting 
a sample  whose  mean  was  within  ± 2 SE  of 
the  population  mean.  Conversely  each  had  5 
chances  in  100  of  choosing  one  whose  mean  was 
outside  those  limits.  Either  of  them  can  improve 
his  estimate  by  selecting  a second  sample  or  by 
increasing  the  size  of  the  sample  drawn. 

Most  of  the  problems  we  study  can  be  satis- 
factorily answered  by  estimates  of  the  true, 
precise  answer.  Even  though  tolerance  to  a drug 
is  always  an  individual  thing,  we  estimate  Joe’s 
tolerance  for  it  on  the  basis  of  the  average  per- 
son’s tolerance.  Similarly  we  can  estimate  the 
“true”  tolerance  of  the  average  person  by  finding 
the  average  tolerance  of  a random  sample  of 
people.  Yet  because  we  are  making  estimates 
rather  than  calculating  precise  answers,  we  want 
some  idea  of  the  accuracy  of  our  guess.  For  this 
reason  we  speak  of  levels  of  confidence,  a con- 
cept best  defined  by  an  example.  Almost  every 
carnival  includes  a man  who  will  guess  your 
weight  for  a quarter;  if  he  errs,  you  win  a kew- 
pie  doll.  His  livelihood  is  dependent  upon  the 
accuracy  of  his  guess,  so  he  hedges  his  bet  a bit 
by  including  a slight  range  for  error.  He  gives 
out  kewpie  dolls  when  his  guess  is  off  by  more 
than  two  pounds.  The  more  dignified  researcher 
will  no  doubt  cringe  when  we  liken  him  to  the 
“carnie,”  but  let  him  cringe.  His  talk  about 
levels  of  confidence  simply  defines  his  betting 
odds  and  his  hedging  room.  When  he  says  that 
the  mean  is  21.43  ± 7.1,  he  means  that  he 
guesses  the  population  mean  to  be  somewhere 
between  14.33  and  28.53.  Unless  he  gives  you 
odds,  don’t  bet  with  him  for  he’ll  win  more  often 
than  two  times  out  of  three! 

summary 

Bather  than  examine  all  possible  subjects,  we 
select  a random  sample  and  use  the  results  to 
make  inferences.  Techniques  are  available  to 
tell  us  how  accurate  our  estimates  are.  The 
methods  are  intimately  related  to  properties  of 
the  normal  distribution  curve. 

Use  of  inferential  statistics  will  be  demon- 
strated next  month  by  a discussion  of  two  com- 
monly used  statistical  tests,  t and  F.  ■ 

Psychology  Department 
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Inguinal  Hernias  in  Infants  and  Children 

CHARLES  R.  C A V A N A G H,  M.D./G.  EDWARD  SCHNUG,  M.D.  Spokane,  Washington 


During  the  past  decade,  there  has  been  consid- 
erable change  in  concept  of  management  of 
inguinal  hernias  in  youngsters.  This  has  prompted 
us  to  review  our  combined  private  practice  ex- 
perience with  hernias  in  children  twelve  years 
of  age  or  younger.  The  series  extends  from  Janu- 
ary 1,  1946,  to  November  1,  1960— the  follow-up 
ranging  from  15  years  to  6 months.  As  can  be 
seen  in  Table  1,  most  of  the  statistics  parallel 
those  generally  recorded  in  the  literature.  The 
35  per  cent  incidence  of  incarceration,  or  history 
of  incarceration,  is  quite  high.  We  are  unable 
to  explain  this,  except  to  say  that  it  is  a fact. 
But  for  one  femoral  hernia  in  a seven  year  old 
boy,  all  were  indirect,  inguinal  hernias. 


Table  1 


Number  of  patients 

106 

Maies 

91 

Females 

15 

Right 

59 

Left 

33 

Bilateral  or  suspicious 

14 

Associated  hydrocele 

17 

Past  or  present  incarceration 

35 

A brief  review  of  local  embryology  reminds 
us  that  the  testicle  is  preceded  by  a tubular 
extension  of  peritoneum  as  it  descends  into  the 
scrotum.  This  tunica  vaginalis  is  normally  oblit- 
erated late  in  fetal  life.  Failure  of  the  tunica  to 
obliterate  may  take  several  forms.  Some  of  the 
surgically  significant  ones  have  recently  been 
summarized  by  Kiesewetter,1  and  his  graphic 
illustrations  are  used  in  figure  1. 

the  inguinal  bulge 

In  the  diagram,  A demonstrates  the  type  in 
which  the  distal  portion  of  the  tunica  is  nor- 
mally obliterated,  but  a patent  hernial  sac  re- 
mains in  the  inguinal  canal.  Clinically  one  would 
find  a bulge  extending  only  into  the  canal  itself. 

In  these  cases  we  have  been  utilizing  the 
transverse  inguinal  skin  crease  incision  recom- 
mended by  Gross.  This  gives  an  excellent  cos- 
metic result.  The  scar  frequently  is  invisible, 
and  is  a source  of  great  satisfaction  to  the  par- 
ents. It  also  affords  good  exposure. 

The  external  oblique  is  opened,  and  the  in- 
guinal area  exposed.  In  these  simple  cases,  the 
entire  hernial  sac  can  be  separated  from  the  cord 
structures  by  sharp  and  blunt  dissection.  We 
prefer  not  to  open  the  sac  until  separation  has 


Diagrammatic  representation  of  the  four  clinical  manifesi 
tations  of  a hernia  hydrocele:  A.  the  inguinal  bulge:  E 
the  scrotal  bulge:  C.  the  hydrocele  of  the  cord:  D th 
scrotal  hydrocele. 

been  carried  down  to  the  internal  ring.  The  sm 
is  then  opened  and  inspected,  and  high  ligatioi 
is  done,  using  silk.  After  excision  of  the  sac,  th. 
external  fascia  is  closed  with  a few  fine  4-0  sill 
sutures,  and  the  skin  is  closed  with  interrupted 
subcuticular  sutures  of  6-0  silk. 


scrotal  bulge 

B demonstrates  patency  of  the  entire  proces: 
vaginalis,  giving  a hernia  which  descends  dowr! 
into  the  scrotum.  In  these  cases,  we  try  to  dis 
sect  the  sac  from  the  cord  structures  in  the  in 
guinal  canal  only.  The  distal  portion  of  the  sac 
is  simply  transected,  and  dropped  back  into  the! 
scrotum.  We  feel  that  complete  dissection  of  the 
sac  down  to  the  testicle  is  unnecessary  and  max 
be  dangerous.  If  the  distal  hernial  sac  is  left 
open,  it  apparently  obliterates.  We  have  seen 
no  hydroceles  develop  after  utilizing  this  tech- 
nique. 


hydrocele  of  the  cord 

C demonstrates  distal  obliteration  of  the  tuni- 
ca vaginalis,  but  a hydrocele  remains  in  the 
inguinal  canal.  Usually  a small  hernial  defect  is 
present  above  this,  which  may  or  may  not  com- 
municate with  the  hydrocele.  W hen  these  hydro- 
celes become  distended  with  fluid  and  tense 
they  may  be  quite  difficult  to  distinguish  from 
an  incarcerated  hernia,  although  mobility  in  tin 
long  axis  of  the  inguinal  canal  usually  differen 
tiates  them. 


scrotal  hydrocele 

As  seen  in  D,  most  hydroceles  are  manifesta 
tions  of  a basic  hernia-hydrocele  complex.  Uur 
ing  the  first  six  months  of  life,  a hydrocele  max 
be  physiologic,  and  may  close  spontaneously 
After  that  time,  spontaneous  closure  is  unusual. 
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and  we  feel  surgery  is  indicated.  Here  again  the 
I sac  is  ligated  at  the  internal  ring,  and  as  much 
! of  the  distal  sac  as  can  be  easily  excised  is  re- 
moved. Once  the  source  of  fluid  feeding  the  sac 
from  the  peritoneal  cavity  has  been  severed,  the 
hydrocele  has  been  effectively  cured,  and  we 
feel  that  complete  excision  is  not  necessary.  Cer- 
tainly the  bottle  type  operation  as  recommended 
for  adults  is  completely  uncalled  for,  and  in  our 
opinion  never  indicated  in  children. 

One  misconception  we  must  mentally  erase 
is  that  an  infant  hernioplasty  is  the  same  as  an 
adult  hernioplasty  in  miniature.  Potts2  writes  as 
follows:  “The  correction  of  a congenital  defect 
causing  the  hernia— that  is,  high  ligation  and 
excision  of  the  sac— is  all  that  is  necessary  to 
effect  a cure.”  Again  Potts  says,  “Since  any  re- 
pair of  the  inguinal  floor  may  cause  difficulties, 
takes  time,  and  is  not  necessary,  why  do  it?” 
His  physiologic  reasoning  seems  sound  to  us,  and 
recurrences  in  Potts’s  hands  seem  to  be  as  rare 
as  in  anyone’s. 

Early  in  our  series  a routine  Ferguson  type 
repair  over  the  cord  as  recommended  by  Gross3 
was  done.  During  recent  years  we  have  limited 
repair  to  only  one  or  two  fine  silk  sutures  to 
tighten  a widely  dilated  internal  ring  such  as 
is  occasionally  seen  after  one  or  more  episodes 
of  incarceration.  Otherwise,  the  sac  is  simply 
excised,  and  high  ligation  done.  We  are  im- 
pressed with  the  ease  and  simplicity  of  this 
procedure,  and  to  date  have  observed  no  recur- 
rences. 

infants 

Until  ten  years  ago,  it  was  common  teaching 
that  hernia  surgery  should  be  delayed  until  an 
infant  reached  the  age  of  a year  or  two.  At 
present,  most  surgeons  delay  only  in  special  in- 
stances, or  when  there  is  accompanying  disease. 
Hernioplasty  otherwise  is  found  to  be  a safe, 
simple  procedure  in  even  very  young  infants, 
and  with  good  anesthesia  available,  we  now  rec- 
ommend hernioplasty  in  any  otherwise  healthy 
infant  weighing  six  pounds  or  over,  once  a 
diagnosis  is  established. 

Such  a program  has  several  advantages.  First, 
spontaneous  cure  of  a hernia,  once  it  becomes 
clinically  obvious,  is  extremely  unusual.  Second, 
and  most  important,  early  surgery  is  good 
prophylaxis  against  subsequent  incarceration.  In 
our  group,  over  50  per  cent  of  the  incarcerations 
occurred  during  the  first  six  months  of  life. 
Finally,  we  are  convinced  that  many  of  these 
hernias  in  infants  are  symptomatic.  Over  30  per 


cent  of  the  mothers  reported  that  their  babies 
were  fussy,  colicky,  or  irritable  prior  to  opera- 
tion, and  that  these  symptoms  disappeared  post- 
operatively. 

incarceration 

Most  incarcerated  hernias  can  be  reduced 
under  sedation,  placing  the  baby  in  Trendelen- 
burg position  and,  when  relaxation  occurs,  using 
gentle  taxis.  Operation  can  then  be  delayed  for 
a day  or  two,  permitting  local  reaction  and 
edema  to  subside.  This  minimizes  danger  of 
tearing  the  sac,  and  thus  prolonging  the  proce- 
dure. Of  the  35  incarcerations  in  this  series,  15 
could  not  be  reduced  after  a couple  of  hours 
of  conservative  effort,  and  surgery  became  man- 
datory. Six  were  reduced  after  induction  of 
anesthesia,  or  during  surgical  manipulation,  but 
9 remained  incarcerated.  Six  of  these  contained 
loops  of  bowel  which  ranged  in  color  from  blue 
to  dark  purple.  Although  no  resections  were 
required,  there  was  definite  evidence  of  severe 
circulatory  embarrassment  to  the  bowel  in  some, 
emphasizing  the  emergency  nature  of  the  situa- 
tion. The  other  3 were  incarcerated  sliding  her- 
nias of  tube  and  ovary  in  girls.  This  situation 
is  being  reported  more  frequently,4  and  we  be- 
lieve one  can  assume  it  to  be  the  most  common 
type  of  incarceration  in  girls.  Extreme  care  must 
be  taken  not  to  damage  the  ovarian  vessels  in 
these  cases. 

contralateral  hernias 

There  have  been  no  known  recurrences  in  this 
series.  However,  eight  of  the  92  patients  oper- 
ated for  unilateral  hernia  have  subsequently 
returned  to  us  with  a hernia  on  the  opposite 
side.  We  recently  made  an  effort  to  follow  up 
the  entire  series,  preferably  by  personal  exami- 

Table  2. 

Side  of  initial  repair  Subsequent  Contra- 

lateral Hernia 

Right  59  5 

Left  33  5 

10  of  92 -or  11% 

On  Basis  of  Roughly  60%  Follow-up 

nation,  or  if  this  was  impossible,  by  mail  ques- 
tionnaire. Unfortunately,  we  were  able  to  trace 
only  about  60  per  cent  of  the  group,  but  we  did 
learn  by  mail  that  2 additional  babies  had  been 
operated  elsewhere  for  contralateral  hernias. 

This  brings  up  a point  which  is  rather  contro- 
versial. When  repairing  what  appears  to  be 
clinically  a unilateral  hernia,  should  one  explore 
the  contralateral  side?  Gross,3  in  his  classic- 
textbook,  states,  “Occasionally  a patient  will  re- 
turn with  another  hernia  on  the  opposite  side— 
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especially  if  the  original  hernia  was  on  the  left. 
This  led  us  for  a time  to  routinely  explore  the 
opposite  side  in  all  cases.  Occasionally  a sac  was 
found,  more  often  it  was  not.  We  now  reserve 
contralateral  exploration  for  only  those  cases 
when  there  is  a suspicion  of  contralateral  hernia, 
either  by  history  or  clinical  findings.  We  under- 
stand that  Dr.  Gross  has  subsequently  revised 
his  opinion.5 

Several  authors  have  recently  advocated  bi- 
lateral exploration. a-s  The  fact  that  a sac  is  found 
in  roughly  35  per  cent  is  cited  as  evidence  that 
the  procedure  is  worthwhile.  But,  does  the  find- 
ing of  a sac  on  the  contralateral  side,  and  operat- 
ing on  it,  mean  we  have  actually  cured  a hernia? 
Schneider'1  has  shed  some  light  on  an  interest- 
ing facet  of  this  problem.  He  has  collected  a 
series  of  565  adult  autopsies  done  by  four  dif- 
ferent men  interested  in  this  problem.  About  20 
per  cent  of  these  adult  cadavers  had  patent  her- 
nial sacs,  and  yet  not  one  of  them  had  ever  had 
evidence  of  a clinical  hernia  during  his  entire 
lifetime!  Clausen1'  followed  97  infants  for  periods 
of  10  to  28  years,  and  found  that  16  subsequently 
returned  for  contralateral  hernias.  To  test  the 
ultimate  merits  of  bilateral  exploration  would 
require  approximately  a 70  year  follow-up  on  a 
large  series  of  unilateral  infant  hernias— a study 
continuing  through  the  span  of  a man’s  life.  At 
present,  this  seems  impossible.  Perhaps  in  the 
future,  physicians  at  one  of  the  larger  children  s 
centers,  where  literally  thousands  of  these  are 
done,  will  be  able  to  follow  a significant  number 
and  give  us  the  ultimate  answer. 

Practically  speaking,  for  the  present  we  must 
judge  on  the  basis  of  our  own  experience  and 
that  of  others.  This  tells  us  that  within  a period 
of  two  to  three  years,  we  can  anticipate  7 to  10 
per  cent  of  infants  with  hernia  on  one  side  but 
no  clinical  evidence  of  a contralateral  hernia  to 
develop  one.  As  time  passes,  possibly  more  will 
appear.  During  most  of  the  time  covered  by  this 
series,  it  has  been  our  policy  not  to  recommend 
contralateral  exploration  in  the  absence  of  any 
signs  indicating  a hernia  on  the  opposite  side. 
About  10  per  cent  of  these  infants  have  returned 
with  new  hernias.  Although  previously  warned, 
many  of  the  parents  were,  of  course,  disappoint- 
ed. 

The  combination  of  re-admission  to  the  hos- 
pital, risk  of  a second  general  anesthetic  and 
operation,  and  unhappiness  of  parents,  can  be 
distressing  to  the  surgeon  as  well.  These  circum- 
stances, plus  the  fact  that  several  authors  have 
recently  reported  large  series  of  contralateral 
explorations  with  no  apparent  increase  in  mor- 


bidity, have  caused  us  to  change  our  position 
The  danger  of  damage  to  the  vas  and  cord  struc 
tures  in  competent  surgery  should  be  negligible 
Furthermore,  the  silent  side  is  generally  easie 
to  do,  even  if  a sac  is  found.  If  none  is  present, 
the  procedure  should  require  only  a few  minutes 

There  have  been  no  complications  in  thi 
series  as  a result  of  anesthesia.  We  feel  this  is  . 
tribute  to  the  expertness  of  the  local  physician 
anesthesiologists.  We  feel  quite  strongly  that! 
especially  in  newborn,  the  best  possible  avail  I 
able  anesthesia  should  be  utilized.  There  wen 
two  cases  of  superficial  infection  about  the  sub 
cuticular  silks  routinely  used  for  skin  closure  i 
Although  not  serious,  we  were  quite  unhappy  he 
cause  of  them.  Undoubtedly  they  were  the  re 
suit  of  a break  in  technique,  and  serve  to  em  i 
phasize  the  need  for  meticulous  technique  in 
this  respect.  As  far  as  we  know,  there  have  been 
no  cases  of  recurrence,  testicular  atrophy,  or  re , 
traction  of  the  testis  from  the  scrotum.  In  no  cast 
in  which  the  distal  sac  was  not  excised  have  wt 
seen  a hydrocele  develop. 

Given  a surgeon  familiar  with  pediatric  surg- 
ery, an  experienced  anesthesiologist,  an  other 
wise  healthy  baby,  and  an  operation  that  is  pro- 
ceeding rapidly  and  smoothly,  there  appears  tc 
be  little  risk  associated  with  bilateral  explora- 
tion. However,  if  the  baby  is  premature  or  hast 
any  associated  illness,  or  should  the  surgeon  have! 
any  difficulty  with  his  initial  repair,  or  if  anes-i 
thesia  is  not  being  well  tolerated,  contralateral 
exploration  should  not  be  done.  If  the  baby  is 
being  operated  on  for  incarceration,  contra- 
lateral operation  should  not  be  done.  In  short, 
exploration  of  the  opposite  side  will  depend  to  a 
large  extent  on  the  condition  of  the  patient,  and 
the  experience  of  the  surgeon.  Recently  we  have 
been  recommending  bilateral  exploration  within 
the  limits  of  these  criteria.  ■ 

426  Medical  Center  B/r/g. 
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Ehlers-Danlos  Syndrome 

PETER  FISHER,  M.D.  Seattle,  Washingaon 


In  January  1960  I examined  a patient  who  had  a 
complex  history  and  an  unusal  appearance.  It 
resembled  in  some  ways  the  Marfan  Syndrome, 


Fig.  l.  Note  overall  appearance,  wide  misshapen  pinna, 
puffiness  of  hands  and  feet,  knock  knees,  varicose 
veins,  flat  feet,  and  large  disfigured  surgical  scar  at 
right  shoulder. 


yet  had  important  differences.  I could  not  then 
identify  the  syndrome,  though  believed  it  must 
fit  some  previously  recognized  pattern.  The  fol- 
lowing week  I attended  a regional  conference— 
and  saw  the  syndrome  described  unmistakably, 
in  a paper  presented,  as  the  Ehlers-Danlos  Syn- 
drome.1 

This  syndrome,  known  also  as  cutis  hyperelas- 
tica,  has  recently  been  fully  reviewed  in  a case 
presenting  additional  unusual  features.2  Most 
case  reports  add  previously  undescribed  manifes- 
tations to  include  widely  spaced  eyes  and  broad 
nasal  bridge,  muscular  involvement  with  atrophy 
and  weakness,  polycystic  kidneys  and  hypopitui- 
tarism.2-4 Though  case  reports  seem  to  number 
less  than  200,  this  syndrome  undoubtedly  occurs 
with  formes  frustes,  or  partial  manifestations,  as 
previously  described  in  Marfan’s  Syndrome  to 
which  is  has  some  similarities.5 

Classically,  this  syndrome  describes  the  “India 
rubber  man”  of  the  circus.  There  is  fantastic  skin 


Fig.  2.  Note  peculiar  appearance  of  fingers  with  edema 
and  cyanosis,  extreme  hyperelasticity  of  skin  and 
hyperextensibility  of  left  finger. 


and  joint  hyperelasticity.  This  produces  unusual 
skin  friability  causing  extensive  tears,  especially 
over  bony  prominences,  leaving  large,  disfigured 
purple  scars.  The  joint  hyperextensibility  leads 
to  frequent  dislocations,  particularly  of  the 
shoulder,  frequent  ecchymoses  and  hematomata 
from  un-noted  trauma,  subcutaneous  soft  pseu- 
dotumors from  fat  necrosis  and  imperfect  heal- 
ing, occasionally  becoming  calcified  and  there- 
fore recognized  by  x-ray, “ wedging  and  deform- 
ed vertebrae  and  collapsed  longitudinal  arches  of 
the  foot.2  There  are  also  internal  problems  such 
as  hiatal  hernia  and  gastro-intestinal  diverticu- 
lae.7 

The  exact  cause  of  this  condition  is  not  known. 
It  is  thought  to  be  a genetic  weakness  of  connec- 
tive tissue,  transmitted  as  incomplete  dominant 
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Fig.  3.  Note  the  “baby  hair.” 


with  dystrophic  changes  in  elastin,  collagen,  ves- 
sels and  nerves.8 

CASE  REPORT 

This  42-year  old  male  plumber  gave  the  following 
story:  His  hair  never  matured;  the  hair  that  is  left 
on  his  head  is  “like  a baby’s.”  He  never  had  much 
of  a beard  and  shaves  only  every  second  day.  Axillary 
and  pubic  hair  seems  normal.  There  has  been  swell- 
ing of  the  hands  and  feet  for  years,  somewhat  but  not 
fully  relieved  by  elevation.  He  claims  weakness, 
nervousness  and  much  muscle  cramping.  He  reports 
requent  bouts  of  watery  diarrhea  blamed  on  known 
diverticulae  and  urinary  frequency  and  nocturia 
blamed  on  a chronic  prostate  infection.  Past  medi- 
cal history  showed  in  addition  to  the  above,  hemor- 
rhoidectomy 1943,  left  herniorrhaphy  1956,  two  op- 
erations for  chronic  dislocation  of  right  shoulder, 
both  in  1945,  repeated  disclocations  of  left  shoulder. 
During  a genitourinary  examination  many  years  ago 
he  was  advised  that  he  had  a “partition”  in  his  blad- 
der. He  recalls  also  being  told  he  was  blind  for  the 
first  four  years  of  his  life  from  corneal  ulcers  and 
hemorrhagic  purpura.  He  has  always  been  known 
to  bruise  easily  and  has  been  “double  jointed”  since 
childhood. 

Physical  examination  showed  a general  appear- 
ance as  seen  in  accompanying  photographs.  There 
was  a peculiar  appearance  with  drooping  eyelids, 
ruddy  skin,  kyphoscoliosis,  flat  feet,  “baby  hair”  on 
head,  puffy,  edematous  appearing  hands  and  feet, 
knock  knees,  disfigured  and  purple  surgical  scars  and 
many  small  ecchymoses  all  over.  He  demonstrated 
his  joint  hyperextensibility  by  bending  his  wrist  and 
fingers  back  at  extreme  angles.  The  skin  had  the 
previously  described  feel  of  wet  chamois  skin*  and 
was  exceedingly  stretchable.  The  eyes  showed 


marked  annulus  senilis  and  corneal  clouding  but 
were  otherwise  normal.  The  extremities  appeared  in- 
tensely cyanotic.  In  all  other  respects  the  compre- 
hensive examination  was  essentially  normal  with  the 
exception  of  the  prostate  examination.  There  was 
slight  generalized  enlargement  and  a peculiar  rub- 
bery feel  unlike  any  previous  prostate  I have  ex- 
amined. Blood  counts,  urinalysis,  chest  x-ray,  elec- 
trocardiogram did  not  show  any  definitely  significant 
abnormalities. 


summary 


This  is  a case  of  Ehlers-Danlos  Syndrome  pre- 
senting the  following  criteria: 

A.  Classical  findings 

1.  Skin  and  joint  hyperextensibility 

2.  Frequent  dislocations 

3.  Wet  chamois  type  skin 

4.  Disfigured  surgical  scars 

5.  Ease  of  bruising 

6.  Diverticulosis  of  intestinal  tract 

7.  Acrocyanosis 

B.  Occasional  findings 

1.  Peculiar  facies 

(a)  broad,  flat  nose 

(b)  widely  spaced  eyes 

(c)  large,  misshapen  pinna 

2.  Kypho-Lordosis 

3.  Knock  knees 

4.  Flat  feet 

C.  Apparently  not  previously  reported 

1.  History  of  corneal  ulcers  with  evi- 
dence of  corneal  scarring 

2.  Purpura  in  childhood 

3.  Constant,  non  pitting  edema  of  ex- 
tremities 

4.  Verv  unusual  rubbery  consistency  of 
prostate  noted  by  palpation 

5.  Infant  type  hair  on  head 


500  Wall  Street  (1) 
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What’s  your  favorite  soup,  Doctor? 


hicken  maybe  ...  so  flavorful  and  so  appetizing.  Or 
hould  we  ask,  what  are  your  favorite  chicken  soups? 
ou  see,  Campbell  offers  5 different  chicken  soups.  Add 
3 these  Campbell’s  Turkey  Noodle  Soup,  and  you  have 
nough  kinds  to  please  any  palate. 

Arousing  the  appetite  is,  of  course,  particularly  im- 
ortant  for  many  of  your  patients.  A warm,  aromatic  soup 
tarts  the  gastric  juices  flowing.  It  seems  to  make  the 
ther  foods  taste  better,  and  often  may  brighten  an  in- 
ividual’s  whole  outlook. 

In  our  picture  you  see  some  of  the  ingredients  of  our 
hicken  and  turkey  soups  — tender  poultry  as  well  as 
■elected  vegetables.  With  a wide  variety  of  essential  nu- 
nents,  these  soups  vary  in  calories  from  an  average  of 
12  to  79  in  a 7 oz.  serving.  Chicken  Vegetable  is  especially 


rich  in  Vitamin  A (approximately  1440  I.U.  per  7 oz. 
serving).  Chicken  with  Rice  is  low  in  fat  (only  about 
0.5  gm.  per  serving). 

There’s  a favorite  soup  for  almost  everybody  among  the 
many  different  Campbell’s  Soups.  Their  natural  goodness 
is  the  result  of  careful  blending  of  the  finest  ingredients. 
Careful  processing  helps  maintain  their  natural  colors, 
flavors  and  nutritive  values.  Write  today 
for  your  copy  of  the  new  series  of  nutri- 
tional analyses  of  our  soups.  Recommend 
Campbell’s  Soups  to  your  patients  . . . enjoy 
them  yourself! 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company, Dept.37, Camden, N.J. 
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executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  26-28,  1962,  Portland 


Action  Against  King-Anderson 


Harry  Von  Zell,  television  and  radio  personality,  addresses  the  "Rally 
for  Realism”  held  in  Portland’s  Public  Auditorium  on  June  4th  under  the 
sponsorship  of  the  Multnomah  County  Medical  Society. 


A survey  among  the  component  societies  of  the 
State  conducted  by  the  Committee  on  Public  Rela- 
tions reveals  that  local  societies  and  their  woman’s 
auxiliaries  have  been  carrying  out  a campaign  of 
major  proportions  against  the  King-Anderson  Bill. 
Nearly  every  reporting  society  inserted  advertise- 
ments in  their  local  newspapers  urging  people  to 
watch  the  AMA  telecast  on  May  21st  originating 


from  the  empty,  disarranged  Madison  Square  Gar- 
den in  New  York  City.  The  societies  also  purchased 
space  in  their  local  newspapers  calling  attention  to 
the  dangers  of  the  Bill  and  urging  support  of  the 
Kerr-Mills  Act. 

All  societies  reporting  have  well-organized  speak- 
ers bureaus  and  have  filled  many  requests.  1 he 
extent  of  the  letter-writing  campaigns  and  the  utili- 
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Advocates  of  the  King-Anderson  Bill  picket  the  “'Rally  for  Realism”. 


zation  of  literature  has  been  astounding.  As  a matter 
of  fact,  the  Society  headquarters  office  has  found 
it  necessary  to  reorder  literature  on  two  occasions 
and  the  supply  from  the  last  shipment  is  nearly 
exhausted.  It  would  appear  that  the  activity  in 
opposition  to  this  legislative  proposal  has  almost 
reached  the  vigor  and  scope  which  developed  more 
than  a decade  ago  when  the  National  Compulsory 
Health  Insurance  bills  were  before  the  Congress. 

Four  Societies— Jackson,  Josephine,  Malheur  and 
Union— reported  that  they  had  developed  their  own 
radio  or  television  programs  to  counteract  the  Madi- 
son Square  Garden  rally  on  Sunday,  May  20th.  In 
Multnomah  County,  the  local  Society  sponsored  a 
“Rally  for  Realism”  on  Monday,  June  4th,  which 
brought  well  over  2,000  people  to  Portland’s  public 
auditorium.  Harry  Von  Zell,  a well-known  motion 
picture,  radio  and  television  personality,  who  is  an 
outspoken  advocate  of  the  individual  enterprise 
system  and  a vigorous  opponent  of  the  trend  toward 
socialism,  was  the  master  of  ceremonies.  Congress- 


man James  B.  Utt  of  California,  a member  of  the 
Ways  and  Means  Committee  of  the  House  of  Rep- 
resentatives, was  the  keynote  speaker  and  left  no 
doubt  that  he  opposed  the  King-Anderson  Bill  and 
told  why.  The  program  also  featured  a parade  of 
testimonials  against  the  King-Anderson  Bill  and  was 
enlivened  by  the  music  of  a brass  band  and  the 
songs  of  the  Shrine  Chanters.  The  appearance  of 
forty  pickets  carrying  signs  supporting  the  legisla- 
tion did  not  dampen  the  enthusiasm  of  the  audience. 

The  interest  in  this  legislation  continues.  Requests 
are  still  being  received  for  speakers  before  civic 
clubs  and  other  organizations  and  requests  for  in- 
formational literature  comes  in  almost  daily. 

The  officers  of  the  Oregon  State  Medical  Society 
have  expressed  their  gratitude  for  the  response  of 
the  component  medical  societies,  their  woman’s 
auxiliaries  and  individual  members  to  this  challenge. 
One  officer  made  a sobering  comment,  however, 
when  he  said,  “But  we  can’t  relax.  The  war  is  not 
won  and  probably  never  will  be.” 


Second  U of  O Medical  School  Student 
Heads  Student  American  Medical  Association 

James  A.  Brooks,  a junior  student  at  the  Univer- 
sity of  Oregon  Medical  School,  was  elected  President 
of  the  Student  American  Medical  Association  at  its 
1962  annual  meeting  held  in  Washington,  D.C. 
May  9-13.  Mr.  Brooks  has  been  active  in  the  Oregon 
Chapter  of  SAMA  since  entering  medical  school  and 
last  year  was  president  of  the  Association’s  western 
region. 


Mr.  Brooks  graduated  from  Roseburg  High  School 
and  attended  the  University  of  Oregon  where  he 
was  a leader  in  student  affairs.  He  is  a Nu  Sigma 
Nu,  Beta  Chi,  a Friar  and  had  his  qualities  of 
leadership  recognized  by  election  to  the  presidency 
of  both  the  Interfraternity  Council  and  the  Uni- 
versity YMCA. 

Seven  years  ago  a similar  honor  came  to  the 
Oregon  Chapter  of  SAMA  when  Jack  Belt  was 

Continued  on  page  608 
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PERCODAN  BRINGS  SPEED... DURATION... 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


PERCODAN 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 


£ndo 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewVork 


Average  Adult  Dose:  1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan ,f- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  'U.S.  Pats.  2,628,185  and  2,907,768 


MM 


PROTAMIDE 


provides  rapid  relief 


Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early1*4  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.5 

Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.3'4 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 

SUPPLIED:  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 

References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  0.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


Detroit  11,  Michigan 
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elected  to  the  presidency  of  SAMA  at  its  1955  an- 
nual convention  in  Chicago.  Dr.  Belt,  who  is  now 
in  general  practice  in  Anaheim,  California,  is  the 
son  of  the  late  Frank  B.  Belt  who  practiced  in  Her- 
miston  for  many  years. 

Mr.  Brooks  and  Mr.  Kenny  Stevens,  a delegate 
from  the  Oregon  SAMA  Chapter  to  the  1962  con- 
vention, addressed  the  Board  of  Trustees  of  the 
Oregon  State  Medical  Society  at  its  regular  monthly 
meeting  on  June  2nd.  Mr.  Stevens,  who  is  president 
of  the  Oregon  Chapter,  reported  that  the  SAMA 
House  of  Delegates  adopted  a number  of  resolutions 
establishing  policies  which  concur  with  the  views 
of  American  medicine.  Among  these  resolutions  were 
those  opposing  the  King- Anderson  Bill  and  Federal 
scholarships  for  medical  education.  Besolutions  were 
also  adopted  supporting  the  Kerr-Mills  Act  and 
endorsing  the  American  Medical  Political  Action 
Committee.  Mr.  Stevens  emphasized  especially  the 
interest  of  SAMA  regarding  stipends  for  interns  and 
residents  and  stated  that  local  SAMA  Chapters  were 
directed  to  discuss  this  problem  with  the  state  and 
local  medical  societies  in  their  areas. 

It  was  to  the  latter  subject  that  Mr.  Brooks  di- 
rected the  major  portion  of  his  address  before  the 
Board  of  Trustees  and  guests.  In  his  closing  state- 
ment Mr.  Brooks  emphasized  that  SAMA  fully  sup- 
ports the  work  of  the  American  Medical  Association 
in  defending  and  preserving  traditional  American 
freedom  including  freedom  in  the  practice  of  medi- 
cine. 


Ambulance  Service  Survey 

Since  passage  of  the  1961  Ambulance  Act  by  the 
State  Legislature  there  has  been  considerable  dis- 
satisfaction with  the  provisions  of  the  Act,  and  the 
Rules  and  Regulations  proposed  by  the  Oregon 
State  Board  of  Health  for  its  administration.  Be- 
cause of  these  dissatisfactions,  the  Oregon  State 
Board  of  Health  has  delayed  the  promulgation  and 
registration  of  its  proposed  standards. 

The  Oregon  State  Medical  Society  has  become 
involved  in  this  problem  by  virtue  of  its  support  of 
the  legislative  proposal  which  was  designed  to  im- 
prove ambulance  standards  in  the  State  and  also 
since  its  ad  hoc  committee  had  participated  in  the 
development  of  the  proposed  rules  and  regulations. 
A number  of  physicians  of  the  State  have  expressed 
concern  that  the  provisions  of  the  Act  as  passed  by 
the  Legislature  and  the  rules  and  regulations  pro- 
posed by  the  State  Board  of  Health  may  place 
unreasonable  hardships  upon  the  operators  of  vol- 
untary ambulances  to  the  degree  that  such  services 
may  be  discontinued. 

Richard  H.  Wilcox,  State  Health  Officer,  in  a 
letter  to  the  Society,  recommended  that  a poll  of 
opinion  be  taken  among  the  members  of  the  Society 


regarding  their  evaluation  of  the  ambulance  services 
currently  available  in  their  communities.  The  Board 
of  Trustees  voted  to  direct  that  a questionnaire  be 
sent  to  the  membership  requesting  their  evaluation 
of  the  ambulance  service  in  their  areas  and  their 
recommendations  whether  it  is  adequate  or  should 
be  improved.  The  questionnaire  will  also  request 
their  suggestions  regarding  the  procedures  which 
should  be  followed  to  accomplish  such  improvement. 
The  Board  of  Trustees  also  directed  that  the  com- 
ponent societies  be  requested  to  study  the  ambu- 
lance service  in  the  areas  under  their  jurisdiction 
after  the  poll  of  opinion  among  the  membership  has 
been  taken  and  evaluated. 


Jack  W.  Grondahl  of  Pendleton 
Appointed  to  Board  of  Health 

Due  to  the  untimely  and  tragic  death  of  Fred 
R.  Otten  of  La  Grande,  who  was  a member  of  the 
Oregon  State  Board  of  Health,  Governor  Mark  0. 
Hatfield  requested  that  the  Society  submit  recom- 
mendations to  him  for  his  consideration  in  appoint- 
ing a physician  to  fill  the  vacancy.  At  the  Board 
of  Trustees  meeting  on  June  2nd  it  was  voted  to 
submit  the  names  of  the  following  Eastern  Oregon 
physicians:  Jack  W.  Grondahl,  Pendleton;  B.  L. 
Vandermeer,  Pendleton;  and  C.  Palmer  McKim  of 
Baker.  Governor  Hatfield  has  just  announced  the 
appointment  of  Dr.  Grondahl. 


Oregon  Faculty  Members  to  go  Abroad 

India  and  Great  Britain  are  the  destinations  of 
three  University  of  Oregon  Medical  School  faculty 
members  who  will  be  taking  sabbatical  leaves  this 
year. 

Nelson  R.  Niles,  associate  professor  of  pathology, 
will  be  doing  teaching  and  research  on  coronan 
arteriosclerosis  at  the  Institute  of  Basic  Medical 
Sciences,  Royal  College  of  Surgeons  in  London. 

James  Austin,  associate  professor  of  neurologs, 
will  be  visiting  neurologist  at  the  All-India  Institute 
of  Medical  Sciences  in  New  Delhi.  He  will  also 
visit  other  medical  schools  in  India  as  well  as  work 
on  research  dealing  with  genetically  determined 
neurological  diseases. 

Benjamin  B.  Ross,  associate  professor  of  physiol- 
ogy, will  be  in  Oxford,  England  where  he  will  work 
at  the  Nuffield  Institute  for  Medical  Research  on 
studies  involved  with  calorimetry  of  newborn  ani- 
mals. 

Also  going  abroad  is  David  L.  Gunberg.  associate 
professor  of  anatomy,  who  is  taking  a two-year  leave 
of  absence  during  which  time  he  will  be  at  the 
University  of  Airlangga  Medical  School  in  Surabaja. 
Indonesia.  He  will  be  working  primarily  with  tin 
faculty  in  helping  them  bring  their  teaching  program 
up  to  date  and  introducing  new  techniques  in  the 
field. 
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Matarazzo  Receives  Hofheimer  Award 

The  American  Psychiatric  Association  today  gave 
the  Hofheimer  Award  for  research  to  Joseph  D. 
Matarazzo,  chairman  of  the  department  of  medical 
psychology  at  the  University  of  Oregon  Medical 
School. 

Sharing  the  $1500  award  with  him  is  Ogden  R. 
Lindsley,  associate  in  psychology  at  Harvard  Medi- 
cal School. 

Dr.  Matarazzo,  collaborating  with  George  Saslow, 
chairman  of  the  Medical  School’s  psychiatry  depart- 
ment, began  the  award  winning  study  eight  years 
ago.  The  research  is  concerned  with  the  influence 
of  an  interviewer  on  the  speech  behavior  of  people 
being  interviewed,  both  normal  and  psychotic. 

Dr.  Matarazzo  found  that  normal  people  can  be 
influenced  by  the  interviewer  to  talk  more  or  talk 
less  depending  on  how  much  the  interviewer  par- 
ticipates in  the  conversation.  But  this  does  not  apply 
to  the  schizophrenic,  who  is  less  susceptible  to  the 
influence  of  the  interviewer. 

Dr.  Matarazzo  expects  that  if  the  speech  and 
other  reactions  of  patients  during  interviews  can  be 
studied  and  spelled  out  scientifically  in  sufficient 
detail,  the  interview  as  a technique  used  by  physi- 
cians, lawyers,  clergymen,  personnel  directors  and 
others  may  be  modified  to  serve  as  a better  method 
of  guidance. 

Hypnosis  Groups  Meet 

Annual  meeting  of  the  International  Society  for 
Clinical  and  Experimental  Hypnosis  and  its  Ameri- 
can division,  the  Society  for  Clinical  and  Experi- 
mental Hypnosis,  will  be  held  at  the  Benson  Hotel, 
Portland,  August  6-10.  The  program  includes  the 
regular  presentation  of  papers,  panel  discussions, 
motion  pictures,  breakfast  and  luncheon  seminars, 
and  three  workshops  for  advanced  practitioners. 
Papers  will  be  translated  into  five  languages  for  the 
benefit  of  members  from  other  countries.  Inquiries 
regarding  complete  program,  registration  fees,  and 
workshop  fees,  should  be  addressed  to  William  Cane, 
M.D.,  301  A Avenue,  Oswego,  Oregon. 

National  Bilirubin  Survey 

In  order  to  stimulate  interest  in  accuracy  of 
bilirubin  determinations  the  College  of  American 
Pathologists  Standards  Committee  announces  a sur- 
vey, available  to  all  physicians  and  hospitals. 

Accurate  bilirubin  measurements  are  of  import- 
ance in  erythroblastosis  fetalis,  differential  diagnosis 
of  various  icteric  syndromes,  and  in  evaluating  pros- 
pective blood  donors.  In  any  of  these  cases,  a poorly 
calibrated  technique  will  lead  to  serious  mistakes 
in  the  care  of  the  patient. 

Bilirubin  measurements  must  be  consistent  from 
year  to  year  so  that  treatment  may  be  based  upon 
the  same  criteria  in  successive  patients.  Therefore, 


reliable  bilirubin  standards  should  be  utilized  with 
stable  photoelectric  photometers. 

Participants  will  first  receive  a set  of  survey 
samples.  Following  the  survey,  a critique  of  bili- 
rubin standards  and  methods  of  analyses  will  be 
provided.  Questions  arising  during  the  survey  may 
be  directed  to  the  committee. 

Those  who  wish  to  participate  in  this  Bilirubin 
survey  may  do  so  by  sending  $8.00  to  the  Standards 
Committee,  College  of  American  Pathologists,  Pru- 
dential Plaza,  Chicago  1,  Illinois.  Applications  must 
be  received  not  later  than  August  1,  1962. 

OBITUARIES 

dr.  george  irving  wright,  Klamath  Falls,  aged  82, 
died  May  18,  after  less  than  two  years  of  retirement 
from  practice.  He  was  a native  Oregonian  and  had 
practiced  in  Klamath  Falls  from  1909  to  1960.  His 
medical  degree  was  granted  by  Northwestern  Uni- 
versity Medical  School  inl908.  Dr.  Wright  was  a 
charter  member  of  the  Klamath  County  Medical 
Society  and  had  been  president  several  times.  He 
was  a leader  and  pioneer  in  many  community  ac- 
tivities as  well  as  in  medicine  and,  due  to  his  interest 
in  athletics,  was  given  recognition  when  the  field 
at  Klamath  Union  High  School  was  named  Wright 
Field  in  his  honor. 

dr.  fred  ross  otten,  of  La  Grande,  was  killed  in  a 
tractor  accident  while  cultivating  his  orchard.  May 
16.  He  graduated  from  Louisiana  State  University 
School  of  Medicine  in  1940  and  was  50  at  the  time 
of  his  death.  He  had  practiced  in  La  Grande  since 
1941  and  one  year  ago  was  appointed  to  the  Oregon 
State  Board  of  Health. 

dr.  george  ainslie,  Portland,  died  May  28,  aged  87. 
He  graduated  from  the  University  of  Oregon  Medi- 
cal School  in  1896  and  practiced  as  an  EENT  spe- 
cialist in  Portland  until  forced  to  retire  in  1952  by 
a heart  attack. 

WANTED: 

New  Medical  Products 
or  Inventions 

DOCTOR  — If  you  have  invented  any  new  item 
of  medical  equipment,  for  which  some  reason- 
able sales  potential  exists,  we  would  like  to 
discuss  a licensing  agreement  with  you.  Under  y 
a licensing  agreement  we  will  manufacture  and 
nationally  distribute  your  product  (patented  or 
unpatented)  and  pay  you  a liberal  royalty.  You 
may  write  us  in  confidence.  Names  of  our 
present  licensors  furnished  for  reference.  To  be 
of  interest  to  us,  your  new  product  must  be 
fully  developed  and  ready  to  be  marketed. 
Write:  OLYMPIC  SURGICAL  COMPANY, 

Attn.:  Mr.  J.  A.  Jones.  521  Medical  Arts  Bldg., 

1117  2nd  Ave.,  MA  4-0426,  Seattle  1,  Washington. 
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THE  MARCHING  CHILDREN 


How  long  would  it  take  500,000  children  to  pass  through  your  office? 

That’s  a tremendous  army  of  patients— but  it  is  the  number  of  children  under  14  whose  lives  you 
and  your  colleagues  have  saved  since  1935  in  just  four  diseases— tuberculosis,  syphilis,  influenza  and 
pneumonia.  And  among  working-age  victims  2,000,000  are  alive  today  who  would  not  have  survived 
if  the  1935  death  rate  had  remained  constant. 

In  the  past  25  years,  new  and  potent  drugs  have  played  a significant  role  in  reducing  mortality 
from  these  diseases.  Such  an  achievement  results  from  the  combined  efforts  of  many  organizations, 
professions  and  enterprises . . . including  people  working  in  medical  and  pharmaceutical  research,  pro- 
duction, and  distribution,  who  make  drug  products  available  to  doctors  and  dentists,  hospitals  and 
pharmacies,  and  to  public  and  voluntary  health  agencies. 

The  prescription  drug  industry  is  proud  of  its  role  in  this  great  work. 


THIS  MESSAGE  IS  BROUGHT  TO  YOU  ON  BEHALF  OF  THE  PRODUCERS  OF  PRESCRIPTION  DRUGS. 
PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K.  STREET,  N.  W„  WASHINGTON,  D.  C 
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If  you've  been  thinking 
of  adding  your 
own  x-ray  service . . . 


get  the 


PRACTICAL  PLAN 

from  your  G-E  man... 

He  gives  you  more  than  a “makeshift”  layout ! 

Your  G-E  x-ray  representative  works  with 
all  kinds  of  installations.  He  can  judge  the 
type  of  equipment  best  suited  to  the  demands 
of  your  practice  and  can  help  you  plan  its 
most  efficient  arrangement.  His  detailed  lay- 
out will  take  full  advantage  of  dozens  of 
time-and-money-saving  details  — including 
suggestions  on  electric  power  and  wiring 
requirements,  x-ray  protective  needs,  dark- 
room plumbing  and  accessories,  plus  many 
other  recommendations  to  insure  a com- 
pletely efficient  installation. 

lour  G-E  man  has  earned  a reputation 


among  x-ray  users  as  “the  man  who  knows 
x-ray.”  What’s  more,  he’s  backed  by  a full- 
time staff  of  specialists  in  the  layout  and 
design  of  x-ray  installations.  With  this 
kind  of  help  you  can  efficiently  add  x-ray  to 
your  practice.  An  obligation-free  survey  to 
start  your  practical  plan  can  be  had  by  phon- 
ing your  G-E  man  at  any  office  shown  below. 

MAXISERVICE '®  X-ray  Rental  opens  the 
way  to  new  x-ray  equipment  without  capital 
investment.  We  will  gladly  show  you  how  it 
provides  equipment  of  your  choice  on  a “pay- 
as-you-go”  basis,  for  a modest  monthly  fee. 


Progress  Is  Our  Most  Important  Product 

GENERAL  <$H  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

PORTLAND 

522  N.W.  23rd  Ave.  • CApitol  7-6503 
SEATTLE 

217  8th  Ave.  N.  • MAin  3-5602 
SPOKANE 

N.  1112  Washington  St.  • FAirfax  7-6654 


RESIDENT  REPRESENTATIVE 

BOISE 

L.  SCHULTSMEIER,  P.  O.  Box  2893  • 3-8621 

EUGENE 

R.  F.  JACOBSON,  JR.,  545  Antelope  Way  • DI.  3-0995 
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PRESIDENT’S  page 


BLAIR  J.  HENNINGSGAARD,  M.D. 


"The  public  wants  to  call  the  tune;  no  one  wants 
to  pay  the  piper.”  This  modification  of  an  old  coup- 
let adequately  expresses  the  tenor  of  our  times.  An 
old  and  honored  profession  is  under  direct  frontal 
and  flank  attack.  Our  federal  government  and  our 
outspoken  enemies  are  on  our  front  and  our  friends 
attack  from  the  flanks.  Analysis  of  the  current  dis- 
cussions of  medical  care  for  all  of  our  people  would 
indicate  that  the  major  factors  inhibiting  the  offer- 
ing of  complete  and  total  medical  care  originates 
with  America’s  doctors.  It  would  appear  that  all 
sides  in  the  present  controversy  subscribe  to  a phi- 
losophy of  offering  complete  and  total  medical  care 
on  a prepaid  basis  to  all  of  our  citizens  and  that 
the  accomplishment  of  this  purpose  is  being 
thwarted  by  physicians.  The  federal  government 
claims  to  be  thwarted  in  their  socialistic  maneuver 
to  dispense  medical  care  by  the  stubborn  resistance 
of  individual  and  organized  physicians.  Insurance 
companies  claim  to  be  thwarted  in  their  attempt  to 
offer  this  service  because  of  the  inherent  high  cost 
which  they  will  not  include  in  their  policies.  The 
public  has  been  adopting  a “pie  in  the  sky”  attitude 
towards  medical  service  for  so  long  that  realism  has 
long  since  ceased  to  exist.  On  every  side  the  criti- 
cisms rain  down  on  the  medical  profession,  whether 
the  accusation  is  neglect  of  our  senior  citizens,  un- 
controlled overcharges,  or  overutilization,  all  criti- 
cism is  directed  at  the  physicians. 

I would  suggest  that  a prime  source  of  difficulty 
lies  with  non  medical  factors.  The  overutilization  so 
much  complained  of  by  insuring  agencies,  I say, 
reverts  directly  to  the  patient’s  call  for  these  services. 
Whether  the  overutilization  is  unnecessary  hospitali- 
zation because  the  patient  has  been  sold  only  that 
type  of  insurance,  or  whether  it  is  simply  excessive 
hospital  days  because  the  patient  refuses  to  go  home, 


or  whether  it  is  excessive  office  calls  because  the 
patient  presents  himself  in  the  physician’s  office 
demanding  service,  all  of  these  are  patient  abuses. 
There  are  others.  The  patient  who  demands  cos-< 
metic  surgery  under  the  guise  of  treatment  is  abus- 
ing all  of  the  principles  of  insurance  known  in  this 
country.  The  physician  who  renders  this  service  is 
acting  in  the  capacity  of  the  servant  of  the  patient, 
doing  what  the  patient  desires,  and  doing  it  well. 
The  patient  who  presents  himself  to  the  physician 
with  a demand  for  excessive  medical  services  is  the 
controlling  factor.  When  he  demands  $100.00  worth 
of  medical  service  from  a physician  he  must  be  i 
prepared  to  pay  $100.00  for  that  service.  Whether 
or  not  the  services  demanded  by  the  patient  are 
absolutely  necessary  is  a matter  for  the  physician 
to  judge  and  to  keep  private.  If  the  service  was 
administered,  the  price  must  be  paid. 

We  as  physicians,  are  painfully  familiar  with  tin 
neglectful  husband  who  returns  home  late  at  night 
to  find  a weeping  complaining  wife.  To  explain  her 
emotional  breakdown  she  feigns,  or  feels,  sickness. 
To  salve  his  conscience  the  husband  promptly  bun- 
dles her  into  an  automobile,  rushes  her  to  the  hos- 
pital, and  loudly  calls  for  a physician  to  render  a 
complete  and  total  physical  examination  and  treat- 
ment. No  amount  of  hospitalization,  no  x-rays,  no 
laboratory  work  is  excessive.  This  man  wants  every- 
thing for  his  little  woman.  Fortunately  we  as  physi- 
cians can  prevent  many  if  not  most,  of  these  hos- 
pitalizations. Those  that  slip  into  the  hospital  either 
because  of  genuine  concern  prior  to  diagnosis  on 
the  part  of  the  physician,  or  even  because  of  a har- 
ried physician  unwilling  to  do  battle  with  an  inebri- 
ated husband,  come  under  the  heading  of  overutiliza- 
tion. We  as  physicians  see  such  unnecessary  utili- 
zation of  medical  services  in  all  guises,  in  .11  classes 
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kf  people,  and  in  all  ages.  No  amount  of  legisla- 
ion  will  stop  this  abuse.  Only  direct  financial  re- 
iponsibility  on  the  part  of  the  individual  can  serve 
o lessen  this  type  of  overutilization.  If  the  patient 
pays,  no  one  ever  complains. 

Another  great  cause  of  overutilization  lies  directly 
n the  field  of  customer  education.  Our  many  media 
hf  mass  communication  are  guilty  of  perpetrating  a 
^reat  crime  against  American  peace  of  mind.  Under 
he  guise  of  education  the  American  people  are  con- 
inually  bombarded  with  frightening  facts  and  sta- 
istics  pertaining  to  illness  and  disease  which  they 
ire  totally  incapable  of  digesting.  We  all  hear  re- 
Ipeatedly  of  the  “father  knows  best”  attitude  of 
physicians.  We  are  told  by  eminent  people  in  the 
field  of  education  that  our  patients  are  much  better 
informed  and  much  more  intelligent  than  they  used 
jto  be.  We  are  led  to  believe  that  we  must  let  the 
i patient  decide  the  extent  of  medical  examination  and 
itvatment  required  for  each  individual.  Equate  this 
philosophy  against  over-utilization  of  prepaid  health 
insurance  and  you  find  part  of  our  trouble  today. 

I Further,  our  great  fund  raising  organizations,  mas- 
querading under  the  title  of  specific  diseases,  spend 
considerable  of  their  resource  inculcating  into  our 
public,  not  sympathy  for  the  afflicted  individual,  but 
a fear  of  being  next.  This  skillfully  implanted  fear 
is  very  effective  for  raising  funds  under  the  guise  of 
■charity.  This  fear  is  also  very  effective  in  producing 


overutilization  of  prepaid  health  insurance.  To  see 
a new  patient  in  your  office  in  this  day  and  age 
who  has  no  semi-hidden,  neurotic  fear  of  cancer  or 
heart  disease  is  an  unusual  occurrence.  If  one  were 
to  design  a combat  course  for  elimination  of  those 
afflicted  by  medical  neurosis  nothing  would  be  su- 
perior to  today’s  television,  radio,  magazines  and 
direct  mail. 

Forever  lurking  in  the  background  is  the  benevo- 
lent federal  government  crying  disease,  disability 
and  physical  deterioration  of  our  people  to  justify 
their  overwhelmingly  excessive  budgets.  This  is  an- 
other area  where  our  pseudo-educated  public  is  al- 
lowed to  use  the  ballot  to  pass  judgment  on  the  ef- 
ficacy of  scientific  endeavour  and  the  efficiency  of 
scientific  research.  Soon  they  will  be  asked  to  use 
this  same  ballot  to  decide  once  and  for  all  the  type 
of  medicine  and  ultimately  the  type  of  government 
that  our  countiy  is  to  endorse.  The  old  basic  lesson 
of  using  the  methods  of  democracy  to  impose  social- 
ism could  not  be  more  graphically  demonstrated. 


THE  PARADOX  OF  FREE  ENTERPRISE 

We  in  the  pharmaceutical  industry  live  a kind  of  double  life,  for  we  are  beholden 
both  to  the  Hippocratic  principles  and  to  the  needs  of  growth  and  survival  under  our 
business  system.  Our  mission  is  both  to  save  lives  and  to  foster  successful  business 
firms.  We  are  healers  and  merchants.  In  order  to  find  healing  substances,  we  must 
manage  efficient  businesses.  This  is,  in  essence,  the  paradox  of  free  enterprise.  Only 
a healthy  business  can  afford  the  risks  and  costs  involved  in  discovering  new  cures  for 
killer  diseases. 

Austin  Smith,  M.D.,  president. 
Pharmaceutical  Manufacturers  Association, 
to  PMA  Eastern  Regional  Meeting. 


1984  IS  APPROACHING  FAST  ENOUGH 

The  American  pharmaceutical  industry  . . . has  served  this  country  and  the 
world  very  well,  and  still  is.  And  the  present  powers  of  the  FDA  are  still  adequate. 
And  free  enterprise  is  still  preferable  to  medication  according  to  the  wisdom  of  Mr. 
Ribicoff  or  any  of  his  probable  successors.  1984  is  approaching  fast  enough;  let’s  not 
hurry  it! 

Hawaii  Medical  Journal,  Nov. -Dec.  1961 


613 

Northwest  Medicine,  July  1962 


If  you  have  patients  on  a cholesterol  depressant  diet,  this  will  be  welcome  news: 


General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 

SAFFOLIFE 

Safflower  Oil  v^T) 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

Ratio  of  Linoleates*  to  Saturates 

*(Poly-Unsaturates) 

SAFFLOWER  OIL  *9.0  to  1.0 
CORN  OIL  *5.3  to  1.0 
SOYBEAN  OIL  • 3.5  to  1.0 
COTTONSEED  OIL  • 2.0  to  1.0 
PEANUT  OIL  • 1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vi  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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WASHINGTON 

\ 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Rew,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


Northwest  Proctologic  Society 

Annual  meeting  of  the  Northwest  Proctologic  So- 
ciety will  be  held  at  the  Bayshore  Inn,  Vancouver, 
British  Columbia,  August  27-29.  The  program  fol- 
lows : 


MONDAY  - AUGUST  27. 


8:35-  9:00 

9:05-  9:30 

9:35  - 10:00 

10:00  - 10:20 
10:20  - 10:45 

10:50-  11:15 
11:20  - 11:45 
2:00-  3:00 

3:00-  3:30 

3:35-  4:00 
4:05-  4:30 


Urologic  Complications  of  Procto- 
logic Surgery. 

E.  D.  Herberts,  M.D.,  Vancouver,  B.C. 

Keratocanthoma  of  the  Anus. 

Frank  Swartzlander,  M.D.,  Calgary,  Al- 
berta 

Imperforate  Anus— an  eleven  year  re- 
view. 

Russell  Marshall,  M.D.,  Vancouver,  B.C. 

Coffee  break. 

Ischemic  Complication  of  the  Colon 
Following  Surgery  on  the  Abdom- 
inal Aorta. 

Walter  Birnbaum,  M.D.,  San  Francisco 

The  Extra-Colonic  Diarrheas. 

Robin  Bell-lrving,  M.D.,  North  Vancouver, 
B.C. 

Colotomy  and  Coloscopy. 

J.  Peerman  Nesselrod,  M.D.,  Santa  Bar- 
bara, California 

Panel  Discussion  — The  Hemorrho- 
idal Problem. 

William  McMahon,  M.D.,  Seattle 
E.  R.  McKay,  M.D.,  Salt  Lake  City 
P.  B.  Nutter,  M.D.,  Spokane 
A.  E.  Lewis,  M.D.,  Seatle 

The  Modern  Concept  of  Detailed 
Anorectal  Anatomy. 

Mark  M.  Marks,  M.D.,  Kansas  City 

Potassium  Losing  Rectal  Tumors 

William  Sutherland,  M.D.,  Vancouver,  B.C. 

Villous  Tumors  — Experience  with 
One  Hundred  Sixty  Three  Cases. 

Pat  Hanley,  M.D.,  New  Orleans 


TUESDAY  - AUGUST  28. 


8:00  - 10:00 


10:00  - 12:00 


2:00-  3:00 

3:05-  3:30 
3:35-  4:00 

4:05-  4:30 


Wet  Clinics. 

Vancouver  General. 

Shaughnessy  Veterans  Hospital. 

St.  Paul's  Hospital. 

Films. 

A)  The  Diagnosis  of  Colonic  Cancer. 

Charles  Frosst  & Co. 

B)  Traction.  A Method  Used  for  Fifteen 
Years  to  Facilitate  Anorectal  Surgery. 

T.  F.  Nelson,  M.D.,  Tampa 
Panel  Discussion  — Colonic  Polyps. 

William  Sutherland,  M.D.,  Vancouver,  B.C. 
Eugene  S.  Sullivan,  M.D.,  Portland 
J.  C.  Colbeck,  M.D.,  Vancouver,  B.C. 

C.  S.  Bowlsby,  M.D.,  Vancouver,  B.C 

Hirschsprungs  Disease  — An  Eleven 
Year  Review. 

Russell  Marshall,  M.D.,  Vancouver,  B.C 

The  Role  of  Anal  Infection  in  Com- 
mon Anorectal  Inflammatory  Dis- 
eases. 

J.  Peerman  Nesselrod,  M.D.,  Santa  Barbara 

Pilonidal  Disease. 

Carl  Hildebrand,  M.D.,  Seattle 


WEDNESDAY  - AUGUST  29 
8:30-  8:55  Idiopathic  Pruritis  Ani. 

Wm.  D.  Stewart,  M.D.,  Vancouver,  B C 

9:00-  9:25  Cinematography  of  the  Colon 

A.  McCurrach,  M.D.,  Vancouver,  B.C 


9:30-  9:55  The  Role  of  Adequate  Proctosigmoi- 
doscopy in  Differential  Diagnosis. 

J.  Peerman  Nesselrod,  M.D.,  Santa  Barbara 


10:00-  10:15 
10:20-  10:45 

10:50-  11:15 

11:20  - 11:45 


Coffee  break 

The  Problems  of  Colostomy  and  Ile- 
ostomy Care. 

Eugene  S.  Sullivan,  M.D.,  Portland 
Fluorescent  Technique  of  Abnormal 
Cell  Identification  from  the  Colon- 

Max  I.  Lomas,  M.D.,  Los  Angeles 

Coccydynia  and  Coccygeus  Muscle 
Spasm. 

Don  Laird,  M.D.,  Portland 
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PRESIDENTS  page 


WILLARD  B.  REW,  M.D. 


this  is  written  the  time  has  come  when  we  can 
begin  to  evaluate  the  results  of  the  National  Ad- 
Ininistration’s  big  push  to  put  over  the  King  - An- 
lerson  bill.  The  mail-to-Congress  response  to  the 
Resident’s  urgent  appeal  to  the  people  has  run  from 
ive  to  one,  to  thirty  to  one  against  the  social  security 
nedicine  bill. 

In  January  of  1962,  President  Larson  of  A.M.A. 
Laid  before  the  National  A.M.A.  Legislative  Assem- 
bly in  Chicago,  “If  we  can  get  our  message  to  the 
American  people  they  will  vote  with  us  and  we  will 
(win  our  fight  against  the  King-Anderson  bill.”  The 
ifigures  on  the  opinions  expressed  in  the  mail  sent 
to  Congress  after  the  President’s  Madison  Square 
'Garden  television  presentation  of  his  case  for  the 
King-Anderson  bill  have  given  abundant  confirma- 
tion to  the  wise  statement  made  by  Dr.  Larson.  The 
President  of  the  United  States  so  dramatized  the 
issue  that  millions  of  people  were  stimulated  to 
^study  the  issues  involved,  and  to  ask  their  personal 
physicians  about  “medicare.”  Out  of  this  interest  by 
the  people  has  come  the  development  of  a mass 
public  opinion  predominantly  in  our  favor.  Thou- 
sands have  written  to  their  congressmen. 

We  must  not,  however,  take  this  favorable  trend 
as  an  indication  that  we  can  relax  in  our  efforts. 
If  the  King-Anderson  bill  can  be  held  in  committee 
during  this  Congress,  and  with  each  week  it  be- 
comes more  probable  that  it  will  be  so  held,  then 
we  have  an  interval  of  time  granted  to  us  during 
which  we  can  bring  influence  to  bear  at  the  polls 
this  fall.  This  gives  us  the  opportunity  to  show  our 
congressmen  that  we  can  produce  votes  for  right- 
minded  candidates  as  well  as  letters.  It  is  votes  for 
l good  men,  and  only  votes,  that  can  bring  us  the 


final  and  permanent  victory  over  the  drive  for  gov- 
ernment control  of  medical  practice. 

In  the  fight  to  preserve  the  freedom  of  medicine, 
we,  as  an  organization,  have  made  two  major  com- 
mitments to  the  people  and  to  the  legislators.  One: 
that  we  can  and  will  work  to  secure  support  at  the 
polls  for  our  position.  Two:  that  we  believe  in  the 
principles  inherent  in,  and  the  intent  of,  the  Kerr- 
Mills  law.  If  we  are  to  be  able  to  hold  our  heads 
up  in  the  presence  of  the  senior  citizens  of  our  com- 
munity, then  we  have  no  choice  but  to  give  of  our 
very  best  to  bring  about  in  fact,  and  not  just  in 
promise,  a true  and  meaningful  improvement  in  the 
implementation  of  the  Kerr-Mills  law  in  our  own 
state.  This  means  we  must  be  willing  to  support 
wholeheartedly  the  expenditure  of  additional  state 
funds  for  the  care  of  our  aged  in  the  spirit  and  the 
manner  outlined  in  the  Kerr-Mills  law. 

Physicians  of  the  northwest,  I wish  to  emphasize 
as  strongly  as  it  is  in  my  power  to  do  so,  that  we 
have  not  yet  won  this  fight.  We  have  begun  to  turn 
the  tide.  We  must  redouble  our  efforts  to  oppose 
King-Anderson,  to  win  votes  for  our  allies  in  the 
legislative  bodies  and  to  make  good  on  our  proud 
pledge  to  make  the  Kerr-Mills  law  work  for  the  true 
benefit  of  our  senior  citizens.  Only  by  so  doing  will 
we  deserve  to  preserve  the  freedom  of  the  practice 
of  medicine. 
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in  alcoholism : vitamins  are  therapy 


A full  "comeback"  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance  ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished .. .from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate 

icfg. 

Vitamin  B2  (Riboflavin) 

lOg 

Niacinamide 

iocSo 

Vitamin  C (Ascorbic  Acid) 

30(|ig 

Vitamin  Bs  (Pyridoxine  HCI) 

Vitamin  B12  Crystalline 

4 rrjnv 

Calcium  Pantothenate 

' — 

Recommended  intake:  Adults.  1 capsule 
or  as  directed  bv  physician,  for  the  treat 
of  vitamin  deficiencies. 


STRESSCAPS 


Stress  Formula  Vitamins  Lederle 


t:  ulcer  management 
vut  acid  rebound 


less  constipation 


c'  to  use 


a et  contains 

J Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

1 Trisilicate 

7 grs.  (0.45  gram) 

e lose  (mucin-like 

1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


> NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


1 


Prescribe  BELAP  with  confidence 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 

Haack  Laboratories,  Inc.,  Portland  1,  Oregon  BELAP  No.  0 Formula  BELAP  No.  2 (Score  Foi 

Belladonna  Extract % gr.*  Belladonna  Extract 

Phenobarbital % gr.  Phenobarbital 


% 

% 


gr.* 

gr. 


*Equivalent  5 minims 


rind.  Btllio  u- 


BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


;L  ulcer  management 
nut  acid  rebound 


EOSORB 


« o use  • less  constipation 

1 1 t contains 

" lydroxide  Gel  (Dried) 

4 grs.  (0.26  gram) 

u Trisilicate 

7 grs.  (0.45  gram) 

ose  (mucin-like 
1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


economical  to  use 

BELAP  No.  0 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 

BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


BELAP  No.  2 (ScorecFo  ' 
% gr.*  Belladonna  Extract 
% gr.  Phenobarbital 


y8  gr.* 
'/*  gr. 


* Equivalent  5 minims 


Tincl.  Still*  • 


ooKs 


ECEIVED:  The  following  books  have  been 

eceived.  Publication  of  this  acknowledgement  is  to 
>e  considered  adequate  return  to  the  sender.  Selected 
itles  will  be  reviewed  as  space  permits. 


I DO  NOT  BELIEVE  THAT  CIVILIZATION  WILL  BE  WIPED 
OUT  IN  A WAR  FOUGHT  WITH  THE  ATOMIC  BOMB. 
PERHAPS  TWO  THIRDS  OF  THE  PEOPLE  OF  THE  EARTH 
MIGHT  BE  KILLED,  BUT  ENOUGH  MEN  CAPABLE  OF 
THINKING,  AND  ENOUGH  BOOKS,  WOULD  BE  LEFT  TO 
START  AGAIN,  AND  CIVILIZATION  COULD  BE  RESTORED. 

—ALBERT  EINSTEIN 


American  drug  index. 

iy  Charles  O.  Wilson,  Ph.D.,  Dean  and  Professor 
)f  Pharmaceutical  Chemistry,  School  of  Pharmacy, 
Dregon  State  University  and  Tony  Everett  Jones, 
3h.D.,  Associate  Professor  of  Pharmaceutical  Re- 
iearch,  Carbisulphoil  Company.  840  pp.  Price  $6.75. 
. B.  Lippincott  Company,  Philadelphia,  1962. 

Adipose  tissues  as  an  organ. 

By  Laurance  W.  Kinsell,  M.D.,  D.Sc.  278  pp.  Illus- 
:rated.  Price  $10.75.  Charles  C Thomas,  Springfield, 

111.,  1962. 


Radioactive  isotopes  in  medicine  and  biology. 

By  Solomon  Silver,  M.D.,  Attending  Physician, 
Chief  Thyroid  Clinic,  The  Mount  Sinai  Hospital; 
Associate  Clinical  Professor  of  Medicine,  College  of 
Physicians  and  Surgeons,  Columbia  University,  New 
York  City.  347  pp.  Price  $8.00.  Lea  & Febiger, 
Philadelphia,  1962. 

Psychotherapeutic  techniques  in  medicine. 

By  Michael  Balint,  M.D.,  Ph.D.,  M.Sc.,  and  Enid 
Balint.  236  pp.  Price  $4.50.  Charles  C Thomas, 
Springfield,  111.,  1961. 

Fainting. 

By  George  L.  Engle,  M.D.,  Professor  of  Psychiatry, 
Associate  Professor  of  Medicine,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry,  Rochester, 
N.Y.  196  pp.  Price  $7.50.  Charles  C Thomas,  Spring- 
field,  111.,  1962. 


The  Ciba  collection  of  medical  illustrations.  Digestive 
system.  Part  II,  v.3.  Lower  digestive  tract. 

By  Frank  H.  Netter,  M.D.  243  pp.  Illustrated.  Price 
$15.00.  Ciba  Pharmaceutical  Company,  Summit, 
New  Jersey,  1962. 

Biliary  cirrhosis. 

By  Sir  Roy  Cameron,  Kt.,  M.B.,  D.Sc  [Melb.], 
F.R.C.P.,  LL.D.  [Edinb.],  F.R.S.,  Director  of  the 
Graham  Research  Laboratories  and  Professor  of 
Morbid  Anatomy  at  University  College  Hospital 
Medical  School  in  the  University  of  London;  and 
P.  C.  Hou  [Hou  Pao-Chang],  M.D.,  D.Ss.,  Profes- 
sor of  Pathology  in  the  University  of  Hong  Kong. 
214  pp.  Illustrated.  Price  $12.75.  Charles  C Thom- 
as, Springfield,  111.,  1962. 

Tomorrow's  miracle. 

By  Frank  G.  Slaughter,  M.D.  306  pp.  Price  $3.95. 
Doubleday  & Company,  Inc.,  Garden  City,  N.Y., 
1962. 

Carcinoma  of  the  cervix. 

By  John  B.  Graham,  M.D.,  Chief  Gynecologist,  Ros- 
well Park  Memorial  Institute;  Associate  Professor  of 
Gynecology,  University  of  Buffalo  Medical  School; 
arid  Luciana  S.  J.  Sotto,  M.D.,  Consultant  in  Gyne- 
cology, Philippine  General  Hospital;  Instructor  in 
Gynecology,  University  of  the  Philippines  College  of 
Medicine;  and  Frank  P.  Paloucek,  M.D.,  Attending 
Gynecologist,  Roswell  Park  Memorial  Institute,  In- 
structor in  Gynecology,  University  of  Buffalo  Medi- 
cal School.  487  pp.  Illustrated.  Price  $14.00.  W.  B. 
Saunders  Company,  Philadelphia,  1962. 
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Classics  in  cardiology. 

Former  title:  Cardiac  classics.  A collection  of  classic 
works  on  the  heart  and  circulation  with  compre- 
hensive biographic  accounts  of  the  authors.  By 
Fredrick  A.  Willius,  M.D.,  M.S.  in  Medicine.  For- 
mer Chief,  Section  of  Cardiology,  Professor  Emeri- 
tus of  Medicine,  The  Mayo  Foundation  for  Medical 
Education  and  Research,  The  Graduate  School,  The 
University  of  Minnesota;  and  Thomas  E.  Keys,  A.B., 
M.A.,  Librarian,  the  Mayo  Clinic;  Assistant  Profes- 
sor of  the  History  of  Medicine,  Mayo  Foundation 
for  Medical  Education  and  Research,  The  Graduate 
School,  the  University  of  Minnesota,  Vol.  1 399  pp. 
Price  $2.00.  Vol.  2 858  pp.  Price  $2.00.  Illustrated. 
Henry  Schuman,  Inc.,  Dover  Publication,  Inc.,  New 
York,  1961. 

A manual  of  electrotherapy. 

By  Arthur  L.  Watkins,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Medicine,  Harvard  Medical  School;  Chief 
of  Physical  Medicine,  Massachusetts  General  Hos- 
pital, Medical  Director.  Bay  State  Medical  Rehabili- 
tation Clinic,  Boston,  Massachusetts.  272  pp.  Illus- 
trated. Price  $5.00.  Lea  & Febiger,  Philadelphia, 
1962. 

The  postthrombophlebitic  syndrome. 

By  Roy  J.  Popkin,  M.D.,  F.A.C.A.  Attending  in 
Medicine  Cedars  of  Lebanon  Hospital  Chief  [Emer- 
itus], Peripheral  Vascular  ( Disease  Clinic,  Cedars  of 
Lebanon  Hospital,  Los  Angeles,  California.  221  pp. 
Illustrated.  Price  $8.50.  Charles  C Thomas,  Spring- 
field,  111.,  1962. 

Martini's  Principles  and  practice  of  physical  diagnosis. 

By  Yale  Kneeland,  Jr.,  M.D.,  Professor  of  Medicine, 
Columbia  University;  Attending  Physician,  Presby- 
terian Hospital,  N.Y.C.;  and  Robert  F.  Loeb,  M.D., 
Bard  Professor  of  Medicine,  Emeritus,  Columbia 
University;  Consultant,  Presbyterian  Hospital,  N.Y. 
C.  275  pp.  Price  $4.50.  J.  B.  Lippincott  Company, 
Philadelphia,  1962. 

Metabolic  effects  of  anesthesia. 

By  S.  H.  Ngai,  M.D.,  Associate  Professor  of  Anes- 
thesiology, College  of  Physicians  and  Surgeons, 
Columbia  University;  Associate  Attending  Anesthe- 
siologist, The  Presbyterian  Hospital;  and  E.  M. 
Papper,  M.D.,  Professor  and  Chairman,  Department 
of  Anesthesiology,  College  of  Physicians  and  Sur- 
geons; Director,  Anesthesiology  Service,  The  Pres- 
byterian Hospital,  N.Y.C.  89  pp.  Price  $5.75. 
Charles  C Thomas,  Springfield,  111.,  1962. 

A primer  of  water,  electrolyte  and  acid  base 
syndrome. 

By  Amanuel  Goldberger,  M.D.,  F.A.C.P.,  Attending 
Physician,  Montefiore  Hospital;  Consulting  Cardi- 
ologist, Lincoln  and  Misericordia  Hospitals;  Lec- 
turer in  Medicine,  Columbia  University,  N.Y.C.  374 
pp.  Price  $6.00.  Lea  & Febiger,  Philadelphia,  1962. 

Night  calls. 

By  Max  B.  Clvne,  M.D.,  and  Aaron  Lask,  M.A., 
M.R.C.S.,  D.P.M.  216  pp.  Price  $4.50.  Charles  C 
Thomas,  Springfield,  111.,  1962. 


Psychiatry  in  medicine. 

By  Norman  Q.  Brill,  M.D.  195  pp.  Price  $3.95 
University  of  California  Press,  Berkeley,  California 
1962. 

Ionizing  radiation. 

By  George  Tievsky,  M.D.,  Clinical  Instructor  in  Ra- 
diology, George  Washington  University  School  of  i 
Medicine,  Washington,  D.C.  154  pp.  Illustrated,  i 
Price  $8.00.  Charles  C Thomas,  Springfield  111 
1962. 

Techniques  for  control  of  childbirth  pain. 

By  C.  Lee  Buxton,  M.D.,  Department  of  Obstetrics  | 
and  Gynecology,  Yale  University  School  of  Medi- 
cine. 116  pp.  Price  $4.75.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1962. 

Problems  of  blood  pressure  in  childhood. 

By  Arthur  J.  Moss,  M.D.,  Associate  Professor  of  i 
Pediatrics  (Cardiology  Department  of  Pediatrics, 
University  of  California  School  of  Medicine,  Los 
Angeles,  California)  and  Forrest  H.  Adams,  M.D.. 
Professor  of  Pediatrics  and  Head,  Division  of  Car- 
diology, Department  of  Pediatrics,  University  of 
California  School  of  Medicine,  Los  Angeles,  Califor- 
nia. 106  pp.  Graphs  and  tables.  Price  $5.50.  Charles 
C Thomas,  Springfield,  111.  1962. 

Prenatal  influences. 

By  M.  F.  Ashley  Montagu,  Ph.D.  614  pp.  Illustra- 
tions, tables  and  graphs.  Price  $17.75.  Charles  C 
Thomas,  Springfield,  111.  1962. 

Mechanism  of  action  of  water-soluble  vitamins;  Cib a 
Foundation  Study  Group  No.  11. 

By  editors  for  the  Ciba  Foundation,  A.V.S.  De 
Reuck,  M.Sc.,  D.I.C.,  A.R.C.S.,  and  Maeve  O’Con- 
nor, B.A.  120  pp.  Illustrated.  Price  $2.50.  Little, 
Brown  and  Company,  Boston,  Mass.  1961. 

Operative  gynecology,  3rd  edition. 

By  Richard  W.  Te  Linde,  M.D.,  Professor  Emeritus 
of  Gynecology  and  Emeritus  Gynecologist-in-Chief. 
Johns  Hopkins  Hospital.  907  pp.  Illustrations  and 
figures.  Price  $25.00.  J.  B.  Lippincott  Co.,  Philadel- 
phia, Pa.  1962. 

Otosclerosis.  Henry  Ford  Hospital  International  Sym- 
posium. 

Edited  by  Harold  F.  Schuknecht,  M.D.,  Director, 
Otological  Research  Laboratory,  Associate  Surgeon,  , 
Department  of  Otolaryngology,  Henry  Ford  Hospi 
tal,  Detroit,  Michigan.  660  pp.  Illustrations,  graphs 
and  tables.  Price  $18.50.  Little,  Brown  and  Co., 
Boston.  1962. 

Management  of  emotional  disorders.  A Manual  for 
Physicians. 

By  A.  H.  Chapman,  M.D.,  Assistant  Clinical  Pro- 
fessor Psychiatry,  University  of  Kansas  School  of 
Medicine,  Attending  Psychiatrist,  St.  Mary  s Hospi- 
tal, Menorah  Medical  Center,  and  Research  Hospi- 
tal, Kansas  City,  Mo.  259  pp.  Diagrams.  Price  $8.50. 
J.  B.  Lippincott  Co.,  Philadelphia.  1962. 
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ransactions  of  the  Pacific  Coast  Oto-Ophthalmologi- 
al  45th  annual  meeting.  Palm  Springs,  California, 
\pril  30-May  4,  1961.  v.42. 

',arle  H.  McBain,  M.D.,  Editor.  San  Rafael,  Cali- 
irnia. 

iving  at  your  best  with  multiple  sclerosis. 

j$y  George  H.  Hess,  M.D.,  Formerly  Medical  Direc- 
>r,  St.  Joseph’s  Hospital,  Multiple  Sclerosis  Clinic, 
'acoma,  Wash.  106  pp.  Price  $4.00.  Charles  C 
'homas,  Springfield,  111.,  1962. 

Analgesia  and  anesthesia  in  obstetrics. 

3v  J.  P.  Greenhill,  M.D.,  Professor  of  Gynecological 
!ook  County  Graduate  School  of  Medicine;  Attend- 
ng  Gynecologist,  Cook  County  Hospital;  Senior 
attending  Obstetrician  and  Gynecologist,  Michael 
leese  Hospital;  Associate  Staff,  Chicago  Lying-in- 
lospital,  Chicago,  111.  92  pp.  Illustrated.  Price 
55.25.  Charles  C Thomas,  Springfield,  111.,  1962. 

Shock.  Pathogenesis  and  therapy.  An  international 
ymposium. 

By  K.  D.  Bock,  Editor.  Basle.  120  Figures.  387  pp. 
Price  $13.00.  Springer-Verlag.  Berlin,  Gottingen, 
deidelberg,  1962. 

Clinical  pathology.  Application  and  interpretation. 

By  Benjamin  B.  Wells,  M.D.,  Ph.D.,  Assistant  Chief 
Medical  Director  for  Research  and  Education  in 
Medicine,  Veterans  Administration.  Former  Professor 
I of  Medicine  and  Chairman  of  the  Department  of 
Medicine,  Creighton  University,  School  of  Medicine, 
Omaha.  541  pp.  Price  $9.00.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1962. 

Finger  prints,  palms  and  soles.  An  introduction  to 
dermatoglyphics. 

By  Harold  Cummins,  Ph.D.,  Professor  of  Anatomy 
(and  Assistant  Dean,  School  of  Medicine,  Tulane 
University;  and  Charles  Midlo,  M.D.,  formerly  Asso- 
ciate Professor  of  Microscopic  Anatomy,  Tulane 
University.  319  pp.  Illustrated.  Price  $1.95.  Dover 
Publications,  Inc.,  N.Y.,  1961. 


Drug  therapy. 

By  Frank  C.  Ferguson,  Jr.,  M.D.,  Professor  of  Phar- 
macology and  Chairman  of  the  Department  of 
Pharmacology,  the  Albany  Medical  College  of  Union 
University,  Albany,  New  York.  411  pp.  Price  $7.50. 
Lea  & Febiger,  Philadelphia,  1962. 

Upper  and  lower  extremity  prostheses. 

By  William  A.  Tosberg,  C.P.  and  O.,  Instructor  in 
Physical  Medicine  and  Rehabilitation,  New  York 
University  Medical  Center,  New  York,  N.Y.  98  pp. 
Illustrated.  Price  $5.75.  Charles  C Thomas,  Spring- 
field,  111.,  1962. 

Surgery  of  the  ambulatory  child. 

By  S.  Frank  Redo,  M.D.,  Surgeon  in  charge  of  Pe- 
diatric Surgery,  Department  of  Surgery,  The  New 
York  Hospital;  Associate  Attending  Surgeon,  The 
New  York  Hospital;  Assistant  Professor  of  Surgery, 
Cornell  University  Medical  College.  340  pp.  Illus- 
trated. Price  $8.50.  Appleton-Century-Crofts,  Inc., 
N.Y.,  1961. 

Biological  Effects  of  Freezing  and  Super-Cooling. 

By  Audrey  U.  Smith,  D.Sc.,  M.B.,  B.S.,  National 
Institute  for  Medical  Research,  Mill  Hill,  London. 
462  pp.  Illustrated.  Price  $11.00.  Williams  & Wilkins 
Company,  Baltimore  2,  Maryland,  1961. 

Tumors  of  the  breast.  Their  pathology,  symptoms, 
diagnosis  and  treatment. 

By  Max  Cutler,  M.D.,  Associate  Attending  Surgeon, 
Cedars  of  Lebanon  Hospital;  Surgical  Staff,  Saint 
John’s  Hospital;  Chief,  Breast  Service,  Cancer  De- 
tection Clinic;  formerly  Directory  Chicago  Tumor 
Institute;  Consultant,  Tumor  Clinic  and  Director, 
Cancer  Research,  U.S.  Veterans  Administration, 
Hines,  Illinois  and  Washington,  D.C.  482  pp.  Illus- 
trated. Price  $22.50.  J.  B.  Lippincott  Company, 
Philadelphia,  1962. 

Live  high  on  low  fat. 

By  Sylvia  Rosenthal.  Foreword  by  Jeremiah  Stamler, 
M.D.  328  pp.  Price  $6.75.  J.  B.  Lippincott  Com- 
pany, Philadelphia,  1962. 


EXCELLENT 

PROFESSIONAL 

LOCATION 


STOLLWERCK-POWERS  CLINIC  • BURLINGTON,  WASHINGTON 

Suite  available  includes  two  offices,  three  ex-  A reasonable  rental  and  the  advantages  offered 

amining  rooms,  bathroom,  joint  reception  room.  in  the  Burlington,  Mt.  Vernon  and  Sedro-Woolley 

These  are  joined  in  center  of  the  building  by  a area  merit  your  consideration, 

laboratory,  x-ray  and  minor  surgery  rooms. 

For  further  information  contact: 

Stollwerck-Powers  Clinic,  1162  Old  Highway  99,  Burlington,  or 

Trust  Dept.,  Peoples  National  Bank,  1414  4th  Ave.,  Seattle,  Wash.,  MA.  4-1010,  Ext.  409 
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A textbook  of  obstetrics. 

By  Duncan  E.  Reid,  M.D.  William  Lambert  Rich- 
ardson Professor  of  Obstetrics,  and  Head  of  the 
Department  of  Obstetrics  and  Gynecology,  Harvard 
University  Medical  School;  Chief  of  Staff,  Boston 
Lying-in  Hospital.  1087  pp.  Illustrated.  Price  $14.50. 
W.  B.  Saunders  Company,  Philadelphia,  1962. 

An  atlas  of  head  and  neck  surgery. 

By  John  M.  Lore,  Jr.,  M.D.,  F.A.C.S.,  Attending 
Surgeon,  Good  Samaritan  Hospital,  Suffern,  New 
York;  Associate  Attending  Surgeon,  Head  and  Neck 
Service  Department  of  Surgery,  Saint  Clare’s  Hos- 
pital, New  York,  N.Y.;  Consultant  Surgeon,  Tuxedo 
Memorial  Hospital,  Tuxedo,  New  York.  490  pp. 
Illustrated.  Price  $25.00.  W.  B.  Saunders,  Philadel- 
phia, 1962. 

Mechanisms  of  disease. 

An  introduction  to  pathology.  By  Ruy  Perez-Tamayo, 
M.D.,  professor  and  director,  Department  of  Path- 
ology, School  of  Medicine,  National  University  of 
Mexico.  512  pp.  Illustrated.  Price  $14.00.  W.  B. 
Saunders  Company,  Philadelphia.  1961. 

Scientific  exhibits. 

By  Thomas  G.  Hull,  formerly  secretary  of  the  Coun- 
cil on  Scientific  Assembly  including  the  Scientific 
Exhibit  of  the  American  Medical  Association,  asso- 
ciate professor  of  preventive  medicine  emeritus. 
University  of  Illinois  College  of  Medicine,  executive 
director  of  medical  exhibits,  Museum  of  Science  and 
Industry,  Chicago;  and  Tom  Jones,  professor  of 
medical  and  dental  illustration  emeritus,  University 
of  Illinois,  consul  to  the  Armed  Forces  Institute  of 
Pathology,  Washington,  D.C.,  chairman  of  the  medi- 
cal exhibits  comm..  Museum  of  Science  and  Indus- 
try, Chicago.  126  pp.  70  illustrations.  Price  $6.50. 
Charles  C Thomas,  Springfield,  111.  1961. 


Cardiacs  and  diabetics  in  industry. 

By  Grace  Syshak,  S.M.  in  Hyg.,  research  associate,! 
gerontology  and  chronic  disease  unit,  department  of 
public  health  practice.  Harvard  School  of  Public 
Health;  Leonid  S.  Snegireff,  M.D.,  Dr.P.H.,  direc- 
tor, gerontology  and  chronic  disease  unit,  associate 
professor,  public  health  practice,  Harvard  School  of 
Public  Health;  and  August  F.  Law,  M.D.,  M.P.H 
medical  consultant,  gerontology  and  chronic  disease 
unit,  department  of  public  health  practice,  Harvard 
School  of  Public  Health.  260  pp.  Price  $10.75. 
Charles  C Thomas,  Springfield,  111.  1961. 

Clinical  obstetrics. 

By  Benjamin  Tenney,  M.D.,  clinical  professor  of 
obstetrics  and  gynecology,  Harvard  Medical  School; 
director  of  the  department  of  obstetrics  and  gyne-  | 
cology,  The  Boston  City'  Hospital;  and  Brian  Little,  i 
M.D.,  F.R.C.S.(C),  associate  in  obstetrics  and  gyne-  ! 
cology,  Harvard  Medical  School;  associate  director 
of  the  department  of  obstetrics  and  gynecology.  The  1 
Boston  City  Hospital;  obstetrician  and  gynecologist  . 
Boston  Lying-In  Hospital.  440  pp.  Illustrated.  Price 
$8.50.  W.  B.  Saunders  Company,  Philadelphia.  1961. 

Executives'  health  secrets. 

By  William  P.  Shepard,  M.D.,  former  medical  direc-  ' 
tor  of  the  Metropolitan  Life  Insurance  Company. 
268  pp.  Price  $4.95.  The  Bobbs-Merrill  Company 
Inc.,  New  York.  1961. 

Gynecologic  endocrinology. 

By  Edward  A.  Graber,  M.D.,  attending  obstetrician 
and  gynecologist,  St.  Clares  Hospital,  New  York, 
associate  attending  obstetrician  and  gynecologist. 
Lenox  Hill  Hospital,  New  York;  diplomate,  Ameri- 
can Board  of  Obstetrics  and  Gynecology,  fellow. 
American  College  of  Surgeons;  fellow,  American 
College  of  Obstetricians.  218  pp.  Price  $7.50.  J.B. 
Lippincott  Company,  Philadelphia.  1961. 


Reviews 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed  by 
any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County  Medical 
Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The  library  appreciates, 
but  does  not  demand,  reimbursement  for  postage. 


Clinical  hematology,  ed.  5. 

D.Sc.  (Hon.)  Professor  and  Head,  Department  of  Medicine  and 
Director  Laboratory  for  the  Study  of  Heredity  and  Metabolic 
Disorders,  Univ.  of  Utah,  College  of  Medicine,  Salt  Lake  City, 
Utah,  formely  Associate  in  Medicine,  Johns  Hopkins  Univ.,  As- 
sociate Physician,  Johns  Hopkins  Hospital,  and  Physician-in- 
Charge,  Clinic  for  Nutritional,  aGstro-Intestinal  and  Hemo- 
poietic Disorders,  Baltimore,  Maryland.  1186  pp.  265  illustra- 
tions in  black  and  white,  50  illustrations  in  color.  Price  $18.50. 
Lea  & Febiger.  Philadelphia.  1961. 

This  text  was  first  published  in  1942  and  has 
been  revised  approximately  every  five  years  since 
that  time.  This  fifth  edition  is  probably  the  most 
extensive  revision  in  the  history  of  the  text.  The 
number  of  pages  of  the  book  is  approximately  the 
same,  but  the  size  of  the  book  itself,  has  been  in- 
creased considerably.  A different  type  has  been 


used  and  the  pages  are  double  columned  for  easier 
reading  and  for  more  speed  in  reading.  There 
are  many  new  charts,  colored  photographs,  and  more 
tables  than  in  past  editions.  Investigation  in  the 
field  of  hematology  continues  at  an  exceedingh 
rapid  pace,  and  this  editions  includes  these  ad- 
vances. It  has  an  extensive  reference  to  all  fields 
of  hematology  so  that  if  one  needs  more  detailed 
information  than  is  available  in  the  text  it  is  easih 
found.  I feel  it  is  still  the  outstanding  text  in  this 
field,  and  recommend  it  to  the  physician  who  ma\ 
infrequently  need  information  in  this  field  as  well 
as  the  physician  who  could  constantly  use  it  as  a 
reference. 

Q.  B.  DEMARSH,  M.D. 
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Visual  problems  of  color.  (2  volumes). 

Proceedings  of  Symposium  on  the  Visual  Problems  of  Color 
held  at  the  National  Physical  Laboratory,  Teddington,  England, 
September  23-25,  1957,  including  the  Selig  Hecht  Commemora- 
tive Lecture  by  George  Wald,  Ph.D.,  B.Sc.,  Vol.  1,  395  pp. 
Price  $8.50.  Vol.  2,  367  pp.  Price  $8.50.  Chemical  Publishing 
Co.,  Inc.,  New  York.  American  edition.  1961. 

These  volumes  are  highly  recommended  to  anyone 
nterested  in  the  present  status  of  knowledge  regard- 
ng  color  vision.  They  open  with  a Selig  Hecht 
commemorative  lecture  by  Prof.  George  Wald  of 
Harvard,  followed  by  three  tributes  to  Hecht  by 
British  and  American  authorities. 

These  are  followed  by  40  papers  on  recent  inves- 
:igations:  12  British,  10  each  from  the  United  States 
tnd  Russia,  and  one  each  from  Canada,  France, 
Italy,  Spain,  Holland,  Sweden,  Finland,  and  Vene- 
zuela. 

There  are  two  barriers  to  easy  understanding  by 
'the  novice;  but  they  are  not  insuperable  and  the 
'effort  needed  for  understanding  is  well  rewarded. 
The  first  is  the  number  of  new  words  and  new  uses 
for  old  words  that  comprise  the  jargon  of  the  par- 
ticipants. In  general,  however,  these  eventually  be- 
come clear  in  the  context. 

The  second  barrier  lies  in  the  rather  technical, 

| and  sometimes  mathematically  obscure,  nature  of 
isome  of  the  papers.  However,  most  of  the  papers 
i carry  excellent  summaries  which  tell  in  plain  Eng- 
lish what  they  are  all  about  and  permit  you  to  get 
at  least  the  gist  of  the  more  technical  aspects. 

The  collective  effect  reveals  that  the  present  state 
| of  understanding  is  highly  unsatisfactory;  and  that 
| we  are  overdue  for  a major  revision  of  color  theory. 
Most  of  the  papers  try  desperately  to  warp  and 
interpret  observed  facts  to  fit  either  the  Young- 
Helmholtz  three-color-three  receptor  theory  or  the 
Hering  four-color-two-receptor  theory;  or  try  to 
revise  and  make  sense  of  the  1931  C.I.E.  (Commis- 
sion Internationale  de  TEclairage)  standards. 

There  is  a strong  undercurrent  throughout  of 
' frustration  and  dissatisfaction,  reflected  in  such 
statements  as:  “It  is  strange  to  realize  now  that  we 
had  lived  with  this  comparison  for  sixty  years,  never 
doubting  its  validity,  yet  constantly  repairing  the 
data  on  which  it  is  based”;  and  “Standardization 
is  a strange  business.  It  is  enough  for  a standard  to 
be  accepted;  one  should  not  ask  in  addition  that  it 
be  right.” 

Meanwhile,  ingredients  for  a revolutionary  con- 
cept of  color-vision  lie,  more  or  less  unrecognized, 
in  many  of  the  papers:  when  the  retinal  image  is 
“stabilized”  color  is  lost;  a small  colored  patch  on 
a grey  background  of  equal  Imminence  (brightness) 
loses  its  color;  the  unit  color-receptor  is  a group  of 
cones  rather  than  a single  cone;  etc. 

But  the  real  bomb-shell  is  the  work  of  Edwin 
Land  who  produces  full-color  reproduction  by  super- 
imposing images  projected  with  red  light  and  white 
light.  He  also  produces  a wide  range  of  color  with 


just  two  yellows  of  different  wave-length.  The  three- 
receptor  boys  are  now  trying— with  negligible  suc- 
cess — to  explain  all  this  with  their  preconceived 
notions. 

All  this  is  of  intense  interest  to  me  since  it  ties 
in  with,  and  helps  explain,  my  own  investigations 
of  the  past  ten  years.  I have  been  able  to  produce 
a “spectrum”  of  red,  yellow,  green,  and  blue  by 
occulting  a narrow  band  of  red  which  can  affect 
only  a single  visual  pigment.  Also,  in  experiments 
with  the  Benham-Exner  disc  I have  been  able  to 
produce  blue,  green,  brown,  and  purple  by  the 
motion  of  black  and  white  areas  under  a sodium 
vapor  light  that  emits  monochromatic  yellow. 

F.  B.  EXNER,  M.D. 


Seminar  on  Alcoholism 

A one  day  program  on  alcoholism  will  be  pre- 
sented at  the  Washington  Athletic  Club,  Seattle, 
Friday,  August  3,  starting  at  9 A.M.  The  meeting 
is  under  auspices  of  the  National  Committee  for  the 
Prevention  of  Alcoholism,  of  which  Andrew  C.  Ivy 
is  chairman.  Registration  fee  is  $15. 

In  addition  to  Dr.  Ivy  ,the  following  will  partici- 
pate: A.  E.  Bennett,  Berkeley,  California,  Cyril  B. 
Courville,  Los  Angeles,  California,  Stuart  C.  Knox, 
Los  Angeles,  California,  Mr.  W.  A.  Scharffenberg, 
Washington,  D.  C.,  and,  from  Seattle,  Frederick 
Lemere,  Reuben  E.  Nelson,  Paul  O’Hollaren,  and 
Arthur  H.  Grauman.  The  luncheon  address  will  be 
given  by  Washington  Supreme  Court  Justice,  Ma- 
thew W.  Hill. 

The  program  has  been  planned  for  benefit  of  gen- 
eral practitioners  and  those  specialists  concerned 
with  the  problem.  Subjects  include  basic  physiology 
and  pharmacology  of  alcohol,  and  practical  discus- 
sion of  methods  to  be  used  with  patients. 

For  information,  write  to  Paul  O’Hollaren,  Shadel 
Hosjrital,  7106  35th  Ave.  S.W.,  Seattle  6. 


Tacoma 

Electrophysics  Laboratory 

Electroencephalography 

Elcctromt/ographi/ 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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PROFESSIONAL  classified 


Practice  Opportunities 

CP  OR  PEDIATRICIAN  OPPORTUNITY 

Four-Man  group  established  in  new  modern  clinic 
building,  interested  in  a young  well  trained  general 
practitioner  or  a man  interested  in,  or  specializing 
in  pediatrics.  For  further  information  write  Yakima 
Valley  Clinic,  300  Division  St.,  Grandview,  Wash. 

GP  ASSOCIATE  WANTED 

Established  GP  in  Eastern  Washington  will  con- 
sider office  sharing,  salaried  assistant  or  eventual 
partnership.  Contact  E.  M.  Allen,  M.D.,  Box  F, 
Grand  Coulee,  Wash. 

BENSON  ROAD  MEDICAL  CENTER-RENTON 

Physicians  urgently  needed  in  rapidly  growing  area. 
Two  well  established  dentists  have  many  inquiries 
about  when  physicians  are  coming  into  center.  10 
min.  to  Renton  General  Hospital.  Ample  parking. 
Write  Mr.  H.  Nl.  Hall,  3842  East  Mercer  Way, 
Mercer  Island,  Wash.,  AD  2-2439. 

PRACTICE  IN  THRIVING  DISTRICT-SEATTLE 

Active,  lucrative  practice  available  for  purchase  of 
depreciated  price  of  equipment  and  furnishings. 
Worth  investigating.  All  inquiries  answered  confi- 
dential. Write  Box  16-D,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 

GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 

GP  OPPORTUNITY-PORTLAND 

Space  is  available  for  a general  practitioner  in  our 
new  medical-dental  building  located  at  127th  and 
Powell  Boulevard  in  Portland’s  most  rapidly  growing 
area  where  only  a few  physicians  are  now  located. 
For  information  write  to  Lynn  Park  Medical-Dental 
Building,  1410  Yeon  Building,  Portland,  or  call 
Capitol  8-8545  or  Prospect  1-2030. 

GP  ASSOCIATE  WANTED-SEATTLE 

Well  established  practitioner  in  north  end  Seattle 
desires  young  associate.  Write  Box  20-D,  Northwest 
Medicine,  500  Wall  Street,  Seattle,  Wash. 


GENERAL  PRACTICE  OPPORTUNITY 

Suburban  Seattle  offers  excellent  opportunity.  There 
is  a need  for  several  general  practitioners  in  the 
northern  area  of  the  city.  Good  hospital  facilities 
office  space,  opportunities  for  association  if  desired 
and  a well  rounded  medical  compliment  of  special- 1 
ties  are  present.  Write  Leonard  S.  Allott,  M.D 
6503  N.E.  181st.,  Seattle  55,  Wash. 

GP  WANTED-SUBURBAN  SEATTLE 

General  practitioner  with  well  established  practicel 
wants  an  associate.  Salary  to  start,  pamership  with- 
in a short  time.  For  further  information  write  Box 
3-D,  Northwest  Medicine,  500  Wall  St.,  Seattle 
Wash. 

PEDIATRICIAN  AND  INTERNIST  OPPORTUNITY 

New  clinic  in  Richland,  Washington  wishes  to  add1 
one  pediatrician  and  one  internist  to  staff.  Clinic 
now  has  2 OB-GYN  men,  2 surgeons,  2 internists, 
and  1 pediatrician,  plus  complete  lab  and  x-ray 
Salary  open;  opportunity'  for  early  partnership.  Con- 
tact Business  Manager,  The  Richland  Clinic.  Rich- 
land, Washington. 

ASSOCIATE  GP  WANTED-SEATTLE 

Overly  busy  North  End  physician  will  share  patients, 
office  space,  staff  and  equipment  with  young  GP. 
No  investment  required.  Call  EM  2-0757.  Charles 
R.  Leighton,  M.D.,  1556  N.E.  177th,  Seattle  55, 
Washington. 


Locations  Desired 

WASHINGTON  PRACTICE  DESIRED 

General  surgeon  looking  for  association  with  W ash- 
ington  surgeon  or  clinic.  V.A.  Hospital-trained; 
Board  eligible;  Washington  license.  Married;  2 chil- 
dren. Will  consider  general  practice,  but  surgery 
primary'  interest.  Write  Box  17-D,  Northwest  Medi- 
cine, 500  Wall  Street,  Seattle,  Wash. 

WASHINGTON  PRACTICE  DESIRED 

Physician  with  good  training  in  surgery'  and  experi- 
ence in  general  practice,  wants  Washington  position 
in  surgery'  or  as  GP,  with  hospital  facilities  if  possi- 
ble. Swiss  Bd.  of  Surgery,  Washington  license.  C on- 
tact Box  18-D,  Northwest  Medicine,  500  Mall 
Street,  Seattle  1,  Washington. 
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INTERNIST  DESIRES  SEATTLE  AREA  LOCATION 

Out  of  state  board  qualified  internist  with  sub-spe- 
cialty in  hematology  plans  to  settle  in  Seattle  or  en- 
virons July  1962.  Available  for  half-time  medical 
service  while  starting  in  private  practice.  Full-time 
duty  could  be  arranged  for  one  year.  Graduate  of 
University  of  Michigan  1955.  Write  Robert  Tobe, 
M.D.,  2125  W.  Main  St.,  Muncie,  Ind. 


RELOCATION  DESIRED 

Young  GP,  resident  training,  desires  position  in 
Northwest.  Write  Box  19,  Northwest  Medicine,  500 
Wall  Street,  Seattle,  Washington. 


Office  Space 

NEW  PROFESSIONAL  BUILDING— SEATTLE 

Space  in  court-style  building  with  your  choice  of 
interior.  Located  at  8620  Roosevelt  Way  N.E. 
Available  September  1.  Contact  O’Neil  and  Seidel- 
huber,  LA  5-5702. 


NEW  MEDICAL  CLINIC-SUBURBAN  SEATTLE 

Six-rooms  on  busy  arterial  in  Burien  District.  Terrific 
location  near  schools,  hospitals  and  apartments  in 
fast  growing  area.  Phone  LA  2-7392 


MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 


MODERN  CLINIC-OREGON 

Attractive  modern  building,  completely  equipped  for 
one  or  two  physicians.  $27,000.  Write  Davis-Bell 
Realtors,  Stayton,  Oregon. 


MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 


MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

Vicinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building.  3 
blocks  Holy  Family  Convalescent  hospital.  Contact 
William  K.  Norwood,  D.D.S.,  West  22  Central  Ave., 
Spokane  19,  Wash. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Technicians 

ELECTROENCEPHALOGRAM  TECHNICIAN  WANTED 

Work  in  pleasant  surroundings  with  excellent  pay. 
Good  training  and  experience  required.  Write  or 
contact  C.  I.  Hood,  M.D.,  Electrophysics  Labora- 
tory, 205  Crescent  Drive,  Yakima,  Wash. 

LAB.  TECHNICIAN  DESIRES  LOCATION 

Experienced,  registered  laboratory,  x-ray  technolo- 
gist, nurse  with  hospital  administration.  Available 
July  15.  Phone  LA  8-7932,  4150  Drurid  Lane,  Apt. 
8,  Dallas,  Texas. 


Equipment 

DICTAPHONE  FOR  SALE 

Timemaster  dictaphone  and  transcriber  in  good  con- 
dition. Carrying  case,  two  metal  stands.  $200.  com- 
plete. Contact  C.  D.  Royal,  Route  1,  Box  954,  Salem, 
Oregon. 


Real  Estate 

MODERN  BEACH  HOME 

Gravel  beach  580  by  110  feet.  Ranch-type  home, 
1000  square  feet,  eight  years  old.  Shop  and  garage. 
Landscaped  with  wooded  back  lot.  Excellent  water 
supply.  Salmon  and  oysters  nearby.  On  Pickering 
Passage,  ten  miles  north  of  Shelton,  Wash.  Contact 
owner,  Oak  E.  Adams,  P.O.  Box  87,  Shelton,  HA 
6-8769. 
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Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963. 

Oregon  State  Medical  Society — Sept.  26- 
29,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 
Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Internal  Medi- 
cine— Sept.  7-8,  1962,  Vancouver, 

B.C. 

Pres.,  R.  B.  Hanford,  Spokane 
Sec.,  F.  E.  Cleveland,  Seattle 
North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 
Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Northw.  Urologic  Soc. — Nov.  3,  1962, 
Yakima. 

Pres..  Thomas  Mathieu,  Yakima 
Sec  , Rex  McClune,  Yakima 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O'Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oci.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  F'razier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres..  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 


DIRECTORY  OF 

Advertisers 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct. -May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 

Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gynecological  Society — Sept.  10- 
12,  1962,  3rd  Wednesday  (except 

June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 

Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept. -June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  Edward  G.  Goodrich,  Ph  D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice-May 17-19,  1963. 

Pres.,  Louis  Dewey,  Omak 

Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion— Nov.  3,  1962 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres..  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
Sept.  17-18,  1962,  W'ash.  Athletic 

Club,  Seattle 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres..  Horace  Anderson,  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 


628 

Northwest  Medicine,  July  1962 


Ames  Company,  Inc. 

Clintest  551 

Baxter,  Don,  Inc. 

lsolyte  Insert  569,  57( 

Boyle  & Company 

T riva  J6i 

Brown  Pharmaceutical  Company 

Android  57: 

Burroughs-Wellcome  & Company 

“ Sporin ” Ointment  61! 

“Cortisporin”  otic  drops 
(sterile)  57* 

Campbell  Soup  Company 

Soups  for  special  diets  so: 

Cib  a 

Ser-ap-es  56< 

Cook  County  Graduate  School  of 
Medicine 

Continuing  education 

courses  574 

Cutter  laboratories 

Hyparotin  63£ 

Endo  Laboratories 

Percodan  604 


General  Electric 

X-ray  Plan 

General  Mills,  Inc. 

Safflower  Oil 

Haack  Laboratories,  Inc. 

Neosorb 

Belap 

Lederle  Laboratories 

Stresscaps 

Lilly,  Eli  and  Company 

lsalone 


607 

Insert  619  > 
620 

618 

578 


Olympic  Surgical  Company  609 

Oxford  Laboratories 

Prothrometer  560 

Parke,  Davis  & Company 

Chloromycetin  552-553 

Pharmaceutical  Manufacturers  Ass'n.  610 
Raleigh  Hills  Hospital  574 

Rehabilitation  Institute  of  Oregon  560 

Riker  Laboratories,  Inc. 

EstOmul  564,  565 

Schering 

Fulvicin  U/F  571 

Searle,  G.  D.  & Company 

Lomotil  576 

Shadel  Hospital,  Inc. 

Sherman  Laboratories 

Protamide 

Smith,  Kline  & French  Laboratories 

Thorazine  563 

Squibb 

Rautrax-N  567 

Staliweck-Powers  Clinic 
Tacoma  Electrophysics  Laboratory  625 

Trick  & Murray  574 

U.S.  Vitamin  & Pharmaceutical  Corp. 

Vi-Syneral  Vitamin  Drops 
Fortified  561 

Upjohn  Company 

Panalba  556 

Wallace  Laboratories 

Deprol  637 

Mi/town 

Winthrop  Laboratories 

Milibis  Suppositories  573 

Wyeth 

Equanil  562 


Jl 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  up  the  mood,  brings  down  tension 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


reduce  anxiety 

0-7284 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  I mg  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  lor  literature  and  samples. 

ADepror 

.69  WALLACE  LABORATORIES 
VaA  C ran  bury,  X.  J. 


Library, 


uoiie^e  of  Phy.of 
19  S-outh  22r.i  stre 
Philadelphia  3,Fa. 


HYPAROTIN' 

mumps  immune  globulin 

derived  from  human  venous  blood 


Superconcentration 
permits  low  dosage  volume  and  minimizes  the 
risk  of  tissue  distention.  The  mumps  antibody 
content  (165  mg.  gamma  globulin  per  cc.)  is 
eight  times  that  of  the  usual  immune  serum 
globulin  and  twenty  times  that  of  human 
mumps  immune  serum. 

Dosage:  For  mumps  prevention  in  children 
the  minimum  suggested  dosage  is  VA  cc.  This 
dosage  is  doubled  or  tripled  for  children  over 
twelve  and  adults,  depending  on  weight  and 
delay  since  exposure.  To  prevent  orchitis 
in  men  with  clinical  symptoms  of  mumps, 
administration  of  five  or  more  times  the  minimum 
prophylactic  dose  as  soon  after  onset  of  mumps 
symptoms  as  possible  may  provide  protection. 

Transmission  of  homologous  serum  jaundice 
or  any  serious  reaction  has  not  been  reported. 


For  further  information 
see  PDR  page  588, 

Ask  Your  Cutter  Man 

or  write  to  Dept.  2-6G 

CUTTER  LABORATORIES 

Berkeley,  California 

Leaders  in  Human  Blood  Fractions  Research 
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BflMMYl 

antihistaminic-antispasmodic 

RELIEVES  SYMPTOMS  OF  HAY  FEVER 

BENADRYL  provides  effective  dual  action  to  help  control 
the  allergic  attack. 

Antihistaminic  action:  A potent  antihistaminic, 
BENADRYL  breaks  the  cycle  of  allergic  response,  bringing 
relief  of  nasal  congestion,  sneezing,  lacrimation,and  pruritus. 
Antispasmodic  action:  Because  of  its  inherent  atropine-like 
properties,  BENADRYL  affords  relief  of  bronchial  spasm. 

BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is 
available  in  a variety  of  forms  including:  Kapseals,®  50  mg.;  Capsules,  25  mg.; 
Emplets®  (enteric-coated  tablets),  50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules, 
50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per 
4 cc.;  Cream,  2%;  and  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with 
25  mg.  ephedrine  sulfate. 

This  advertisement  is  not  intended  to  provide  complete  information  for  use. 
Please  refer  to  the  package  enclosure,  medical 
brochure,  or  write  for  detailed  information  on 
indications,  dosage,  and  precautions.  931*2 
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is  sharpsighted...” 


and  has  excellent  ears  as  well.  Witness  the  apprehensive  cardiac  who  can  hear  his  own 
heartbeat  in  the  noisiest  surroundings  — the  primigravida  who  experiences  birth  pangs  six  months 
ahead  — the  surgical  patient  who  sees  doom  in  the  frown  of  a nurse. 

It  is  in  highly  tense  and  anxious  patients  such  as  these  that  the  “Librium  Effect”  shows  up  most 
distinctly.  What  is  the  Librium  Effect?  It’s  difficult  to  describe,  but  a patient  treated  with  Librium 
feels  different,  even  after  a few  doses.  He  appears  different  to  his  family  and  to  his  physician. 
Different  not  only  in  the  sense  of  a change  from  the  previous  state  of  anxiety  and  tension,  but  also 
from  the  effect  created  by  daytime  sedatives  or  tranquilizers.  Of  very  practical  importance, 
too,  is  the  fact  that  Librium  does  not  depress  the  anxious  patient  and  hence  may  be  used  safely 
even  in  the  presence  of  depression.  If  you  have  patients  whose  “fear-sharpened”  senses  are 
making  them  — and  those  about  them  — miserable,  why  not  investigate  the  “Librium  Effect”  for 
yourself?  Consult  literature  and  dosage  information, available  on  request,  before  prescribing. 


FOR  RELIEF  OF  ANXIETY  AND  TENSION 

LIBRIUM 

the  successor  to  the  tranquilizers 

LIBRIUM®  Hydrochloride  7-chloro-2-methylamino-5-phenyl-3H-l, 4-benzodiazepine  4-oxide  hydrochloride 


ROCHE 


AN  AMES  CLINIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

? 

■ 


In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E.,  and  Sweeney,  V.:  M.  Times  89: 12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  173:1183  (Aug.  20)  1960. 


for  broader  day-to-day  protection  of  the  diabetic  patient 


DIP 

AND 

READ 


uristix 


urine  protein  • glucose 


AMES 

COMPANY.  INC 
Elkhart  • Indiana 
Toronto  • Conodo 


1 dip  ...  10  seconds  ...  2 readings 


available:  Uristix  Reagent  Strips,  bottles  of  125 
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If  you  have  patients  on  a cholesterol  depressant  diet , this  will  be  welcome  news: 


General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 

SAFFOLIFE 

Safflower  Oil  ^T) 


poly-unsawrated 


SAFFLOWER  OIL 


for  salads,  baking 
and  frying 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

Ratio  of  Linoleates*  to  Saturates 

*(Poly-Unsaturates) 

SAFFLOWER  OIL ‘9.0  to  1.0 
CORN  OIL  • 5.3  to  1.0 
SOYBEAN  OIL  • 3.5  to  1.0 
COTTONSEED  OIL  • 2.0  to  1.0 
PEANUT  OIL  • 1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg 

Vitamin  B12  Crystalline 

4 mcgm 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule  daily 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS* 

Stress  Formula  Vitamins  Lederle 
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This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Poison  pit 

EDITOR,  NORTHWEST  MEDICINE 

The  Council  on  Rural  Health  of  the  American 
Medical  Association  is  distributing  an  article  on  silo 
fillers  disease.  I think  it  should  be  published  because 
we  probably  see,  but  don’t  recognize,  the  entity. 

Yours  very  truly, 

L.  S.  DEWEY,  M.D. 

Omtik,  Washington 

Silo  Filler's  Disease 

C.  J.  H.  KRAFT,  M.D.,  MESHOPPEN,  PENNSYLVANIA 

Silo  filler’s  disease  is  a lung  condition  that  some- 
times strikes  workers  whose  chores  require  them  to 
enter  silos  where  feed  is  stored. 

The  first  two  cases  of  the  disease  were  reported  in 
1954,  but  it  was  not  clearly  recognized  until  about 
1956.  Even  today,  very  few  individuals  are  acquaint- 
ed with  the  facts  about  silo  filler’s  disease  and  its 
importance. 

The  damage  is  caused  by  nitrogen  dioxide  gas, 
which  is  given  off  from  freshly  stored  material  in  a 
silo.  Much  more  is  produced  by  alfalfa  than  by  corn 
silage.  Gas  production  reaches  its  peak  within  twen- 
ty-four hours  and  seems  to  be  over  in  two  or  three 
days.  The  gas  is  heavier  than  air,  so  it  goes  to  the 
lowest  available  level. 

It  is  a yellowish  gas  and  in  high  concentrations 
may  be  visible  as  a yellowish-orange  haze.  Its  odor 
is  pungent.  Immediately  on  contact  with  respiratory 
passages  it  causes  a burning  irritation.  Once  in  the 
lungs  it  unites  with  the  moisture  there  and  forms 
nitric  acid,  which  damages  tissue  on  contact.  Two 
to  five  minutes  exposure  is  fatal  in  a high  percentage 
of  cases. 

In  a matter  of  five  minutes  the  exposure  may  be 
so  great  that  the  person  becomes  unconscious.  With 
shorter  exposure,  the  person  complains  of  coughing, 
trouble  with  breathing  and  weakness. 

There  are  two  forms  of  the  disease.  In  the  acute 
form  the  patient  is  very  ill  from  the  start.  In  a milder 
case  the  patient  seems  to  get  over  initial  symptoms 
rapidly,  except  for  a slight  cough,  night  sweats  and 


progressive  weakness.  In  this  latent  type  the  patient 
becomes  acutely  ill  in  about  three  weeks  and  the 
disease  may  prove  fatal  at  this  time  or  leave  the  per- 
son a chronic  invalid.  However,  with  good  medical 
care  he  may  regain  his  health  after  many  months. 

If  people  are  made  aware  of  the  facts,  silo  filler’s 
disease  can  be  avoided.  The  way  to  prevent  it  is  to 
stay  out  of  a silo  for  at  least  seven  to  ten  days  after 
putting  in  fresh  material. 


Republican  Party  position 

EDITOR,  NORTHWEST  MEDICINE 

Delegates  to  the  King  County  Republican  Con- 
vention, meeting  in  Seattle,  June  26,  1962,  adopted, 
among  many  others,  the  following  statement: 

“We  condemn  Governor  Rosellini  for  playing 
politics  with  the  health  of  our  senior  citizens  by  not 
properly  implementing  the  Kerr-Mills  Act  for  med- 
ical care  of  the  aged  in  this  state,  thereby  adding  to 
our  senior  citizens’  financial  burden  or  even  depriv- 
ing them  of  needed  medical  care. 

The  Rosellini  administration  is  requiring  our 
senior  citizens  to  virtually  pauperize  themselves  for 
medical  care  under  the  program  of  matching  federal 
funds.  By  so  doing,  it  is  violating  the  intent  of  the 
Act  by  making  it  a welfare  or  relief  program  in 
Washington  State. 

This  same  Democratic  administration,  which 
has  prevented  Kerr-Mills  funds  from  improving  the 
medical  care  of  the  senior  citizens  of  our  state,  has 
then  shamefully  claimed  that  the  inadequate  imple- 
mentation of  the  Kerr-Mills  Act  justifies  federally 
provided  and  controlled  institution  care  of  the  aged. 
Such  cynical  manipulation  of  our  trusting  senior  citi- 
zens represents  a new  low  for  even  the  Rosellini 
Administration.” 

I believe  this  should  be  carried  as  a straight 
news  item. 

Yours  very  truly, 

WILLIAM  R.  HALLIDAY,  M.D. 

Seattle,  Washington 
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MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 


c 

V^_>loca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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“Sounds  like 
a case  for 
Protamide, 
Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early1'4  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.5 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  (53:697  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  (52:381  (Sept.)  1959. 


E®  —an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


PROTAMID 


Detroit  11,  Michigan 
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Now  you  can  prevent  excessive 
cholesterol  formation 


with  Loma  Linda  Vegetable  Protein  Food 


When  your  patients  must  cut  down  on  animal 
fats  in  their  diets,  suggest  Loma  Linda  Vege- 
table Protein  Foods  to  them.  These  include: 
DINNER  CUTS— the  appeal  and  texture  of  fine 
cutlets.  VEGEBURGER— delicious  replace- 
ment for  ground  round.  LINKETTS— skinless, 
frankfurter-shaped  treats.  DINNER  ROUNDS 
—tender,  juicy  filets. 

The  exact  number  of  calories  is  on  each  label, 
making  it  easy  for  calorie  counters.  Loma  Linda 
Foods  are  readily  available  at  food  stores. 


% OF  CALORIES  AS  FAT 

HIGH  IN 

SATURATED  FATS 

82.8% 

71.1% 

NO 

HYDROGENATED 

FAT 

43.2% 

9.0% 

16.8% 

DINNER 

niTc 

VEGEBURGER 

CHICKEN 

QDnil  CD 

BEEF 

orr  a i/ 

BACON 

Do  You  Have  A Supply  Of  The  Loma  Linda 
Booklet  Prepared  Especially  For  Those  Desiring 
A Controlled  Fat  Diet? 

Give  your  patients  the  answers  to  many  questions 
on  low-fat,  high-protein  foods.  Offer  them  thi> 
informative  booklet  that  explains  the  relationship 
of  cholesterol  to  coronary  artery  problems,  lists 
high-protein,  low-fat  foods;  offers  general  sugges- 
tions for  those  on  low-cholesterol  diets  and  recom- 
mends menus  and  recipes  for  such  diets.  If  you 
have  never  received  these  booklets,  or  if  your  sup- 
ply is  low,  indicate  the  quantity  desired  on  your 
prescription  form  and  a supply  will  be  sent  you 
without  charge. 

LOMA  LINDA  FOODS,  Arlington,  California 


CORTISPORIN’ 

OTIC  DROPS  (sterile) 

the  #1  therapy  for  inflamed,  infected  ears 


Because  it  provides  Polymyxin  B for  the  eradication  of  Pseudomonas,  the 
prime  cause  of  external  otitis,  ‘Cortisporin’  is  the  logical  choice  of  treatment 
for  inflamed,  infected  ears.  Polymyxin  B is  the  antibiotic  specific  for  Pseu- 
domonas aeruginosa  infections,  and  is.  for  this  pathogen,  the  standard  of 
effectiveness  against  which  other  antibacterials  are  measured. 


Anti-inflammatory 

Antipruritic 

Antibacterial 


Each  cc.  contains: 

‘Aerosporin’®  brand  Polymyxin  B sulfate 

Neomycin  Sulfate 

(Equivalent  to  3.5  mg.  Neomycin  Base) 
Hydrocortisone 

Bottles  of  5 cc.  with  sterile  dropper. 

Literature  available  on  request. 


10.000  units 
5 mg. 

10  mg.  (1%) 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned 

Brightens  up  the  mood,  brings  down  tension 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


v ~ ** 

Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starling  dose  is  I loblel  a > i 
When  necessary,  this  may  be  increased  grad^ 
ally  up  to  3 tablets  q.i.d.  With  establishment 
relief,  the  dose  may  be  reduced  gradually  lc 
maintenance  levels. 

Composition:  1 mg  2-diethylominoi  "ly1  bt 
late  hydrochloride  (benactyzine  HCI)  and  JO 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tab 
Write  for  literature  and  samples. 

‘Deprol 


WALLACE  LABORATORIES 
Cranbuvy,  .V. 


CO-7284 


a relaxed  mind  in  a relaxed  body 

with 


Brand  of  chlormezanone 


effective  TRANQUILIZER  ■ potent  MUSCLE  RELAXANT 


When  you  prescribe  Trancopal  you  can  see  how  this  “tranquilaxant”  speedily  helps  the  anxious  patient. 
It  quiets  his  psyche  — and  this  quieting  helps  relax  tense  muscles.  It  eases  muscle  spasm  — and  this 
easing  helps  put  the  mind  at  rest. 


DeNyse1  notes  that  the  effect  of  Trancopal  as  a quieting  agent  “.  . . may  play  a part  in  the  skeletal 
muscle  relaxing  results  obtained.”  Gruenberg2  used  Trancopal  to  treat  patients  with  musculoskeletal 
disorders,  and  commented:  “In  addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and  irritability  in  a number  of  patients.” 

Trancopal  has  an  unsurpassed  record  of  safety.  Very  few  side  effects  occur  with  Trancopal. 
You  may  see  them  in  only  about  two  out  of  a hundred  patients,  and  they  will  almost  always  be  mild. 


Available:  200  mg.  Caplets®  (green  colored,  scored) , bottles  of  100 
100  mg.  Caplets  (peach  colored,  scored) , bottles  of  100 
Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily; 

children  (5  to  12  years) , from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing  be  sure  to  consult  Winthrop’s  literature  for  additional 
information  about  dosage,  possible  side  effects  and  contraindications. 


References:  1.  DeNyse,  D.  L.  : M.  Times  57:1512  (Nov.)  1959. 
2.  Gruenberg,  F. : Current  Therap.  Res.  2:1  (Jan.)  1960. 


LABORATORIES  New  York  18.  N.Y. 

1640M 
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...Autonomic  Stability 

PRO-BANTHINE8  with  DARTAL 

brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 


The  combination  of  Pro-BanthIne  with 
Dartal  provides  an  autonomic  stabilizer  of 
notable  efficacy  in  common  psychovisceral 
disorders. 

Dartal,  a particularly  well  tolerated 
tranquilizer,  allays  the  central  nervous  in- 
fluence in  such  conditions  as  peptic  ulcer, 
gastritis,  pylorospasm,  spastic  constipation 
and  mucous  or  ulcerative  colitis.  Pro- 
BanthIne  suppresses  the  emergence  of 
hypersecretion  and  hypermotility  in  the 
stomach  and  intestines. 

By  alleviating  excessive  activity  at  both 
ends  of  the  vagus,  Pro-BanthIne  with 
Dartal  assures  prompt,  definite,  sustained 


control  not  only  of  severe  and  persistent 
gastrointestinal  dysfunctions  but  also  of 
stress-aggravated  episodes  of  more  moder- 
ate conditions. 


usual  adult  dosage:  One  tablet  three  times 

a day. 

supplied:  Aqua-colored,  compression-coated 
tablets  containing  15  mg.  of  Pro-BanthIne  and 
5 mg.  of  Dartal. 

e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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peptic  ulcer  management 
without  acid  rebound 


qq  tablet  or  liquid 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to 
hours.  Tablets  to  be  chewed  an 
swallowed  with  minimum  amour 
of  fluids.  1 tablespoonful  of  liqui 
neosorb  equivalent  to  2 neosor 
tablets.  Supplied  in  sizes  100,  5C 
and  1,000  tablets.  Liquid  in  quarl 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregor 


I 


SINCE  1908 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


aack  Laboratories,  Inc.,  Portland  1,  Oregon 


BELAP  No.  0 Formula 


Belladonna  Extract % gr.* 

Phenobarbital % gr. 


BELAP  No.  2 (Scored)  Formu 

_ . i L 


Belladonna  Extract /Jr 

Phenobarbital '/¥• 


BELAP  No.  1 Formula 


Belladonna  Extract '/  gr.* 

Phenobarbital % gr. 


{economical  to  use ) 


jui valent  5 minims  Tinct.  Belladonna,  USP • 


Thalidomide 


Big  government  has  once  more  trained  its  guns 
on  the  pharmaceutical  industry,  the  weapons 
grasped  this  time  out  of  circumstances  of  an 
accident.  The  discovery  that  thalidomide  can 
deleteriously  affect  the  limb  buds  of  a fetus  for 
a short  time  in  early  pregnancy  presents  to  phar- 
macologic science  a hitherto  unknown  principle, 
and  acquisition  of  the  knowledge  can  only  be 
described  as  accidental.  But  if  big  government 
politicians  have  their  way,  the  utilization  of  this 
new  knowledge  will  be  taken  away  from  phar- 
macology and  the  pharmaceutical  industry,  to 
be  used  in  the  process  of  putting  ever  tighter 
control  on  those  beleagured  firms. 

The  truly  pathetic  results  following  use  of  this 
drug  are  being  exploited  by  those  who  wish  to 
expand  the  power  of  central  government.  The 
President,  still  smarting  from  defeat  on  the  King- 
Anderson  Bill,  continues  to  display  his  lack  of 
faith  in  business  and  professional  integrity  by 
calling  for  more  control  of  the  pharmaceutical 
industry. 

What  appears  to  have  been  a deliberate  build- 
up, by  propaganda  techniques,  has  resulted  in 
unjustified  honor  being  accorded  an  employee  of 
the  Food  and  Drug  Administration,  and  hence 
completely  unwarranted  confidence  in  that  arm 
of  government  as  the  only  protector  of  the 
public. 

It  turns  out  that  the  delaying  tactics  commonly 


employed  by  FDA  have,  for  once,  been  most  for- 
tunate. But  the  heroine  status  being  given  the 
woman  who  merely  went  through  the  customary 
motions  is  strictly  artificial.  There  is  no  evidence 
that  she  knew  anything  about  the  harmful  pos- 
sibilities of  this  drug  and  it  is  not  likely  that  any 
such  evidence  will  be  forthcoming.  This  particu- 
lar disaster  was  not,  and  could  not  have  been, 
foreseen  by  anyone,  least  of  all  by  one  who  only 
sits  at  desk  in  a government  bureau,  reading  new 
drug  applications. 

The  discovery  that  thalidomide  was  the  cause 
of  a so-called  epidemic  of  phocomelia  introduces 
an  entirely  new  concept  into  pharmacology.  The 
fact  that  this  drug  has  produced  deformities 
means  that  any  new  drug  may  have  influence  on 
fetal  development.  It  means  that  all  new  drugs 
will,  henceforth,  be  tested  against  this  terribly 
important,  undesirable  effect.  It  does  not  mean 
that  federal  intervention  is  needed  or  even  de- 
sirable. It  is  now  inconceivable  that  a reputable 
pharmaceutical  manufacturer  will  ever  again  re- 
lease a new  product  without  assuring  himself 
that  it  will  not  cause  aberrations  in  fetal  devel- 
opment. 

It  is  not  necessary  that  big  government,  by 
propaganda  methods,  try  to  push  the  Congress 
into  abandonment  of  wisdom  in  a matter  involv- 
ing a new  principle,  not  of  government,  but  of 
pharmacology. 
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2 -PAM 


Chemists  who  developed  the  organic  phosphates 
as  bug  killers  made  a significant  contribution  to 
agriculture  and  enhanced  the  world  food  supply 
but  they  also  introduced  a hazard.  The  stuff  can 
kill  people  too.  It  is  fortunate  that  other  chemists 
have  developed  a substance  to  un-inhibit  the  in- 
hibition of  the  inhibitor  of  acetylcholine.  The 
key  is  cholinesterase  and  the  new  drug  is  2-pvri- 
dine  aldoxime  methiodide  or  2-PAM. 

The  organic  phosphates,  such  as  parathion, 
malathion,  tetra-ethyl  pyrophosphate  and  others, 
have  varying  degrees  of  toxicity  to  man  but  all 
can  cause  severe  illness,  or  death,  by  inhibiting 
cholinesterase  thus  permitting  toxic  accumula- 
tion of  acetylcholine.  The  new  chemical  re-acti- 
vates  the  inactivated  enzyme. 

It  has  been  available  on  a clinical  investiga- 
tion basis  for  two  years  and  a number  of  physi- 
cians in  the  Pacific  Northwest  have  been  pre- 
pared to  use  it  in  emergency.  Successful,  and 
sometimes  dramatic,  results  in  cases  of  severe 
poisoning,  indicate  that  it  will  probably  be  re- 
leased soon  for  regular  distribution  through 
ethical  drug  channels. 

Symptom  producing  exposure  can  occur  in  a 
variety  of  ways,  including  accidental  poisoning 
of  children  who  play  with  the  cans,  bottles  or 
sacks  erroneously  considered  to  be  empty.  Work- 
men have  been  observed  using  un-decontamin- 
ated  jugs  as  water  bottles  and  even  the  smoke 
from  burning  sacks  can  carry  a heavy  burden 


of  poison.  The  problem  of  safe  disposal  of  con- 
tainers has  engaged  the  attention  of  those  inter- 
ested in  public  health.1 

Symptoms  and  signs  of  hvperacetylcholinism. 
as  the  result  of  organic  phosphate  poisoning 
might  well  be  designated,  are  dizzvness,  nausea, 
abdominal  pain,  pinpoint  pupils,  profuse  pers- 
piration, salivation,  noisy  respiration,  rapid 
pulse,  elevated  blood  pressure,  emesis,  incon- 
tinence, clonic  movements,  disorientation,  inter- 
ference with  speech  and,  finally,  unconsciousness 
and  death.  The  picture  is  one  readily  recognized 
as  demanding  atrophine  and  its  use  has  been  the 
accepted,  standard  treatment. 

When  2-PAM  is  added  to  the  regimen,  the 
symptoms  partially  controlled  by  atrophine  are 
diminished  by  removing  the  cause.  The  new 
drug  re-activates  cholinesterase,  the  enzyme 
destroys  acetylcholine  and  the  patient  recovers 
quite  rapidly.2  3 Reports  indicate  that  the  drug 
may  deserve  the  hyperbolic  term  life  saving. 


1.  Wolfe,  H.  R.,  Durham,  W.  F.,  Walker,  K.  C..  and  Arm- 
strong, J.  F.,  Health  hazards  of  discarded  pesticide  con- 
tainers, AMA  Arch  Environ  Health  3:531-537,  (Nov  i 1961 

2.  Funckes,  A.  J.,  Treatment  of  severe  parathion  poison- 
ing with  2-pyridine  aldoxime  methiodide,  AMA  Arch  En- 
viron Health.  1:404-406,  (Nov.)  1960. 

3.  Durham,  W.  F.  and  Hayes,  W.  J.,  Organic  phosphate 
poisoning  and  its  therapy  (with  special  reference  to  mode- 
of  action  and  compounds  that  reactivate  cholinesterase  i 
AMA  Arch  Environ  Health,  5(1)  :21-47, (July)  1962 


Voluntarism  Grows  in  England 


Private  practice  is  growing  in  England.  A dis- 
cussion of  this  phenomenon  by  Dr.  John  Locke, 
was  published  in  the  London  Daily  Express,  May 
29.  Excerpts  follow: 

When  the  Health  Service  began  in  1948,  every- 
body thought  that  private  practice  would  disappear. 
Since  the  best  medical  treatment  was  to  be  free  for 
everybody,  there  would  be  nothing  to  gain  by  pay- 
ing for  it  privately. 

A few  people  already  had  insurance  policies  with 
provident  associations  for  private  hospital  attention. 
Many  of  these  associations  joined  to  form  the  non- 
profit British  United  Provident  Association,  but  even 
the  BUPA’s  governors  predicted  that  no  new  mem- 
bers would  join. 


They  were  wrong.  An  organization  that  expected 
to  die  found  itself  expanding  faster  and  faster.  In 
1949,  70,000  people  were  covered  with  BUPA 
for  private  hospital  care;  today  nearly  a million  are 
covered.  Subscription  income  soared  from  £125,000 
in  1949  to  nearly  £5,000,000. 

By  1956  [because  of  bed  shortage]  the  societs 
set  aside  funds  to  help  build  small  new  private  hos- 
pitals and  to  modernize  existing  nursing  homes.  In 
Exeter  a 30-bed  hospital,  complete  with  operating 
theatre  and  X-ray  equipment,  costing  £100,000 
[was  planned.]  Within  six  weeks  £50,000  was 
raised  by  voluntary  subscription.  BUPA  supplied  the 
rest.  In  Birmingham  a larger  private  hospital  is  to 
be  built,  costing  over  £300,000.  Most  of  that  has 
already  been  raised  by  voluntary  effort.  ® 
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Saskatchewan  A gr cement 


IM  any  commentators  on  the  affair  in  Saskatche- 
wan have  observed  that  it  is  virtually  impossible 
to  set  up  any  scheme  for  medical  care  if  it  does 
not  have  the  support  of  a majority  of  the  physi- 
cians concerned.  This  very  logical  conclusion 
j seems  to  have  been  recognized  finally  by  the 
I government  in  that  unhappy  province.  The 
agreement  reached  is  on  a plan  giving  the  Medi- 
cal Care  Insurance  Commission  far  less  power 
than  the  complete,  dictatorial  control  specified  in 
the  objectionable  law. 

According  to  The  Sun  of  Vancouver,  B.C.,  the 
Commission  becomes  merely  a collection  and  re- 
fund agency.  Those  who  have  had  medical  care 


may  present  their  bills  and  obtain  a refund.  Pre- 
payment agencies  may  do  the  same.  Physicians 
may  work  for  the  Commission  and  be  paid  by  it, 
they  may  work  for  the  voluntary  plans  as  before, 
they  may  work  outside  the  plans  but  be  paid  by 
the  patient  through  the  plans,  or  they  may  prac- 
tice for  private  fees  only. 

Although  the  turmoil  has  subsided,  the  dam- 
age done  may  not  be  repaired  soon.  Tlie  S tin 
makes  it  clear  in  few  words,  “Of  Saskatchewan’s 
650-odd  doctors,  some  200  have  left  or  made 
plans  to  leave  the  province.  One  thing  is  sure: 
medical  care  is  not  as  good  today  as  it  was  be- 
fore.” ■ 


NATION’S  OLDEST  ESSAY  CONTEST 

The  Trustees  of  America’s  oldest  medical  essay  competition— the  Caleb  Fiske 
Prize  of  the  Rhode  Island  Medical  Society— have  announced  two  subjects  for  this  years 
dissertation,  open  to  any  Doctor  of  Medicine  in  the  nation,  for  which  a cash  prize  of 
$500  will  be  awarded. 

The  subjects  chosen  are  “Etiological  Factors  in  the  Development  of  Congenital 
Anomalies,”  and  “Progress  in  the  Relief  of  Hearing  Defects. 

An  entry  on  either  subject  must  be  typewritten,  double-spaced,  and  should  not 
exceed  10,000  words.  Essays  must  be  submitted  by  December  11,  1962,  to  the  Secre- 
tary, Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  3, 
Rhode  Island. 
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. . . even  though  surrounded  by  allergens.  Co-PyromT  provides  smooth , 
continuous  control  of  allergic  symptoms— relief  in  minutes  for  hours,  with 
virtually  no  side-effects.  And  there  is  a dosage  form  for  every  allergic  patient. 
Pu/vu/es  • Suspension  ‘ Pediatric  Pulvules 

(pyrrobutamine  compound,  Lilly) 

Each  Pulvule  contains  Pyronil®  (pyrrobutamine,  Lilly),  15  mg.;  Histadyl®  (methapyrilene  hydrochloride, 

Lilly),  25  mg.;  and  Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly),  12.5  mg.  Each  pedi- 
atric Pulvule  or  5-cc.  teaspoonful  of  the  suspension  contains  half  of  the  above  quantities.  This  is  a 
reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  253017 
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ORIGINAL  ARTICLES 


A Study  of  Suicide  in  King 

THEODORE  L.  DORPAT,  M.D.  / HERBERT  S.  RIPLEY,  M.  D.  Seattle,  Washington 


Suicide  is  the  eleventh  most  common  cause  of 
death  in  the  United  States.1  The  State  of  Wash- 
ington lias  the  fourth  highest  suicide  rate  in  the 
country,  following  respectively  Nevada,  Cali- 
fornia, and  Wyoming.2 

Considering  the  importance  of  this  subject 
it  is  surprising  that  the  medical  literature  con- 
tains very  few  systematic  studies  on  suicide.  On 
the  other  hand,  sociologists  for  nearly  a century 
have  done  research  on  large  groups  of  suicides.31 
Some  of  their  important  findings  include  the 
following:  1)  suicide  rates  are  higher  in  the 
unmarried  population  than  the  married;  2)  it 
occurs  more  often  in  urban  areas  than  in  rural 
areas;  3)  downtown  central  sections  of  cities 
have  a higher  incidence  of  suicide  than  the  out- 
lying areas  and  suburbs.  From  such  data  they 
have  arrived  at  a concept  of  the  role  of  social 
disorganization  in  suicide.  Stated  simply,  the 
act  of  suicide  is  most  prevalent  among  people 
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who  have  the  fewest  ties  to  social  groups  such 
as  home,  church,  and  community. 

Psychiatric  studies  have  in  the  main  been  case 
histories  of  attempted  suicides  or  completed 
suicides.  Frequently,  they  have  made  general- 
ized inferences  about  the  etiology  of  suicide 
from  studies  of  individuals  who  have  attempted 
suicide.  Recent  studies  suggest  major  differ- 
ences in  motiviation  between  groups  who  attempt 
suicide  and  those  who  complete  suicide.5-7  Prior 
to  a recently  published  report  on  completed 
suicide  in  Seattle  by  the  present  authors,8  there 
had  been  only  clinical  study  of  an  unselected 
and  consecutive  group  of  suicides.9  The  aim  of 
this  investigation  was  to  study  the  full  spectrum 
of  suicidal  behavior  in  a consecutive  group  of 
attempted  suicides  and  completed  suicides.  The 
differences  in  patterns  of  suicidal  behavior  found 
between  the  attempted  suicides  and  the  com- 
pleted suicides  and  dissimilarities  within  each 
group  also  were  studied. 

A more  extensive  treatment  of  some  areas 
covered  in  this  article  may  be  found  in  other 
papers  dealing  with  different  aspects  of  the 
total  project.10’11 

completed  suicide 

The  names  of  114  consecutive  suicides  in  King 
County  occuring  in  the  year  between  June  30, 
1957  and  July  1,  1958,  were  obtained  from  the 
county  coroner.  The  interim  records  of  state 
and  local  hospitals,  social  agencies,  and  the  city 
and  county  jails  were  covered  for  pertinent  ma- 
terial. 

A lengthy  questionnaire  was  completed  by  the 
interviewers  on  each  case,  which  included  social 
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background,  drinking  history,  medical  and  psy- 
chiatric history,  and  questions  on  the  circum- 
stances of  the  suicidal  act  itself. 

The  basic  data  were  gathered  by  means  of 
interviews  with  relatives  of  the  deceased  person. 
These  were  conducted  in  the  relative’s  home, 
usually  covering  a two  hour  period.  The  inform- 
ants were  almost  uniformly  agreeable  to  the 
interviews.  Many  welcomed  the  chance  to  ven- 
tilate their  feelings.  Only  four  relatives  refused 
to  be  interviewed,  and  in  three  cases  no  relatives 
or  other  informants  were  available.  Medical  and 
psychiatric  information  was  obtained  from  the 
physicians  of  the  deceased  through  interviews 
and  correspondence. 

attempted  suicide 

All  admissions  to  King  County  Hospital  for 
attempted  suicide  during  the  months  of  July  and 
August,  1957  and  1958,  were  studied.  Since 
attempted  suicide  is  legally  a crime  in  Wash- 
ington all  reported  attemptees  in  the  county  are 
brought  to  this  hospital.  A total  of  121  consecu- 
tive admissions  were  seen.  Psychiatric  and  social 
histories  were  taken  from  the  patients  as  well 
as  from  other  informants,  and  a questionnaire 
including  information  on  the  medical,  psychiatric, 
as  social  history  was  used. 

suicidal  intent 

A basic  difference  between  the  attempted 
suicide  and  the  completed  suicide  groups  was  in 
the  degree  of  suicidal  intent.  The  high  degree 
in  those  who  completed  suicide  was  inferred 
from  the  manner  in  which  they  killed  themselves. 
In  nearly  all  cases  death  was  a probable  or  an 
inevitable  result  of  their  action.  This  was  not 
true  of  the  majority  of  those  who  attempted  sui- 
cide. Their  intent  ranged  from  those  who  were 
only  making  a gesture  or  pretense  of  suicide  to 
those  who  were  most  earnest  and  serious  in 
their  intention. 

Clinical  experience  has  suggested  that  there 
are  different  patterns  of  behavior  among  those 
who  attempt  suicide  and  that  these  different 
patterns  are  related  to  differences  in  suicidal 
intent.  To  test  this  hypothesis,  a determination 
of  the  degree  of  suicidal  intent  was  made  for 
each  subject  in  the  attempted  suicide  group  by 
a group  of  judges  who  used  a five  point  ordinal 
scale.  The  complete  results  of  this  study  will  be 
published  elsewhere.11  In  this  scale,  “1”  repre- 
sented suicidal  gesture  in  which  there  was  a 
pretense  of  suicide,  “3”  represented  an  ambival- 


ent suicide  attempt  in  which  the  subject’s  moti-  ; 
vation  was  vacillating  or  indecisive,  and  “5" 
represented  a serious  attempt.*  The  degree  of 
intent  was  inferred  from  the  amount  of  risk 
taken  by  the  subject  as  well  as  his  own  state- 
ments of  his  intent.  When  each  clinician’s  inde- 
pendent rating  of  each  subject  was  correlated 
with  every  other  rating,  it  was  found  that  the 
mean  correlation  for  the  1959  sample  was  .93, 
and  .84  for  the  1958  sample. 

This  high  correlation  indicated  reliability  of 
the  method  and  agreement  among  the  judges. 
These  criteria  for  estimating  intent  could  be  a 
useful  clinical  rule-of-thumb  in  ascertaining  the  | 
degree  of  suicidal  intent  in  an  attempted  suicide.  I 
Such  an  evaluation  is  often  of  importance  in  i 
decisions  regarding  possible  suicidal  risk,  hospi- 
talization, commitment,  or  referral  to  a psv-  i 
chiatrist. 

In  the  following  sections  the  three  intent 
categories  are  compared  with  each  other  and 
with  subjects  in  the  completed  suicide  group 
with  respect  to  some  of  the  variables  of  suicidal 
behavior. 

age  and  suicidal  intent 

Seriousness  of  intent  varied  directly  with  age. 
The  differences  were  statistically  significant.  The 
mean  ages  of  the  various  groups  were  gesture, 
27.8  years;  ambivalent,  34.6  years;  serious.  44 
years;  completed  suicide,  51.3  years. 

•Evaluation  of  the  patient's  suicidal  intent  was  made  by 
means  of  a five  point  ordinal  scale.  In  this  scale,  “1"  stood 
for  suicide  gesture.  "3”  for  ambivalent  suicide  attempt, 
and  “5"  for  serious  suicide  attempt.  Two  and  four  were 
in-between  groups. 

Suicide  gesture  was  defined  as  behavior  indicating  a 
pretense  or  pose  of  suicide,  but  one  in  which  there  is  no 
intent  to  die.  The  criteria  for  making  a judgment  of  "1" 
(suicide  gesture)  were  two:  the  verbal  statements  of  the 
patient  were  to  the  effect  that  he  did  not  want  to  die  or 
expect  to  die,  and  may  also  include  mention  of  some  other 
motivation  for  the  act;  and  the  act  was  performed  in  such 
a way  that  death  was  impossible  or  highly  unlikely. 

The  ambivalent  suicide  attempt  or  grade  "3"  on  our 
scale  was  defined  as  a suicidal  attempt  in  which  the  per- 
son's motivation  was  confused,  indecisive,  or  vacillating, 
but  where  the  wish  to  die  was  at  least  strong  enough  for 
the  patient  to  risk  death.  The  criteria  for  making  this 
judgment  were:  statements  which  indicated  that  the  pa- 
tient's motivation  was  mixed  (they  often  said  they  were 
"mixed  up,”  “confused,”  and  that  they  were  not  sure  they 
would  die);  and  the  act  was  performed  in  such  a way  that 
the  patient  believed  death  could  have  resulted. 

The  serious  suicidal  attempt  or  grade  "5"  on  our  scale 
was  defined  as  a suicidal  attempt  performed  with  a high 
degree  of  intent  to  kill  oneself.  Here  the  criteria  were 
the  verbal  statement  that  the  patient  did  not  want  to  live 
and  that  he  expected  to  die,  and  the  fact  that  the  act  was 
performed  in  such  a way  that  death  was  likely  or  highly 
probable. 

The  determination  of  degree  of  risk  as  judged  by  the 
manner  in  which  the  act  was  performed  was  given  more 
weight  than  the  patient’s  statements  of  their  intent 
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sex  and  suicidal  intent 

The  total  group  included  117  men  and  118 
women  but  there  were  striking  differences  in 
behavior  of  the  sexes.  In  general,  women  tended 
to  make  less  serious  attempts  than  men.  Seventy- 
eight  or  approximately  two-thirds  of  the  com- 
pleted suicide  group  of  114  were  men  but  only 


Table  1 

Method  Used  by  114  Completed  Suicide  Subjects 
And  by  121  Attempted  Suicide  Subjects 


Method  Used 

Per  Cent  of  Subjects 

Attempted 

Completed 

Suicide 

Suicide 

Drugs  or  Poisons 

55 

10 

Cutting 

18 

5 

Asphyxia 

6 

12 

Jumping 

6 

5 

Hanging 

3 

15 

Firearms 

3 

40 

Drowning 

1 

7 

Two  or  more  methods 

4 

4 

Other  methods 

4 

2 

39  or  one-third  of  the  attempted  suicide  group 
of  121  were  women.  In  the  attempted  suicide 
group  the  least  number  of  men  were  found  in 
the  gesture  group  and  the  greatest  number  in 
the  serious  group. 

method  and  suicidal  intent 

Those  who  committed  suicide  obviously  used 
more  lethal  weapons  than  those  who  attempted 
suicide. 

communication  of  suicidal  intent 

In  a study  of  both  direct  and  indirect  com- 
munications of  suicidal  intent  made  by  subjects 
in  the  year  prior  to  their  act,  it  was  found  that 
82.7  per  cent  of  those  who  killed  themselves 
signified  their  intention  to  do  so  previously.8  A 
smaller  proportion  (53.3  per  cent)  of  the  1958 


attempted  suicide  group  communicated  their 
intent.  The  number  of  subjects  in  the  gesture 
group  who  made  suicidal  communications  was 
significantly  less  statistically  than  those  in  the 
other  intent  categories.11  The  findings  reported 
here  and  by  others  put  the  lie  to  the  common 
belief  that  people  who  threaten  suicide  seldom 
do  it.9  This  misconception  may  partly  explain 
why  warnings  of  suicide  made  by  patients  in 
this  study  were  so  often  ignored  by  both  relatives 
and  physicians. 

previous  attempts 

No  statistically  significant  differences  were 
found  in  the  number  of  previous  suicidal  at- 
tempts made  by  the  various  groups.  Thirty-three 
per  cent  of  the  completed  suicide  group  and 
28  per  cent  of  the  attempted  group  and  11  per 
cent  of  the  attempted  suicide  group  had  made 
more  than  one  previous  attempt. 

premeditation  of  suicide 

In  general,  those  who  made  serious  attempts 
or  who  completed  suicide  showed  evidence  of 
having  planned  their  action  whereas  those  who 
made  less  serious  attempts  were  most  often  im- 
pulsive. Where  there  was  information  that  the 
subject  had  shown  premeditation  or  planning 
of  his  suicide  more  than  twenty  minutes  prior 
to  the  act,  it  was  classed  as  a planned  action. 
Eighty-three  per  cent  of  those  in  the  completed 
suicide  group  had  planned  their  death  as  com- 
pared with  only  27  per  cent  of  those  who  had 
attempted  suicide.  The  action  of  the  others  was 
impulsive. 

setting  of  suicide 

Marked  differences  were  found  between  intent 
categories  within  the  attempted  suicide  group 
and  between  the  total  attempted  suicide  and 
completed  suicide  groups.  The  majority  of  the 


Setting 

Table  2 

Setting  of  Suicidal  Act 

Attempted  Suicide 
Gesture  Ambivalent 

Serious 

Completed 

Suicide 

(N=25) 

(N=72) 

(N=24) 

(N=114) 

% 

% 

% 

% 

Isolated 

8.7 

17.9 

47.8 

68.2 

Alone  but  someone 
in  the  same  dwelling 

52.2 

67.1 

43.5 

27.3 

or  someone  contacted 
by  telephone 
With  someone  in  the 

39.1 

14.9 

8.7 

4.5 

same  room 
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Table  3 

Principal  Psychiatric  Diagnosis 


Diagnosis 

Attempted  Suicide 

Completed 

Gesture 

Ambivalent 

Serious 

Suicide 

(N=25) 

(N=72) 

(N=24) 

(N=108)  ° 

% 

% 

% 

% 

Alcoholism 

20.0 

22.2 

4.2 

26.9 

Psychotic  Depression00 

0.0 

~6.9 

4.2 

17.6 

Schizophrenia 

4.0 

6.9 

20.8 

12.0 

Personality  Disorders 

68.0 

40.3 

29.2 

9.3 

Chronic  Brain  Syndrome 

0.0 

2.8 

0.0 

3.7 

Unspecified  Psychiatric  Illness 

8.0 

13.9 

16.7 

15.7 

Psychoneurotic  Depression 

0.0 

5.6 

25.0 

12.0 

Miscellaneous 

0.0 

1.4 

0.0 

2.8 

° N includes  only  those  patients  where 

information  was 

available. 

° ° Includes  the  diagnoses  of  psychotic  depressive  reaction,  involutional  psychotic 
reaction,  and  manic  depressive  reactions. 


completed  suicide  group  and  those  who  made 
serious  suicide  attempts  did  so  in  an  isolated 
setting.  In  contrast,  those  who  made  gesture  or 
ambivalent  attempts  did  so  in  the  company  of 
others  or  with  people  nearby. 

psychiatric  findings 

Psychiatric  illness  was  present  in  all  cases  and 
psychiatric  impairment  was  in  most  instances 
severe.  Where  several  psychiatric  diagnoses 
were  made  the  more  serious  and  acute  diagnosis 
was  chosen  as  the  principal  diagnosis. 

The  frequency  of  psychoses  was  high  in  the 
completed  suicide  group  and  it  was  significantly 
statistically  higher  in  the  serious  attempted  sui- 
cide group  than  in  the  lesser  intent  categories. 
Forty-four  per  cent  of  the  attempted  suicide 
subjects  had  a diagnosis  of  a personality  dis- 
order. 

In  the  completed  suicide  group,  psychiatric 
diagnoses  among  the  different  age  groups  varied, 
with  the  most  common  diagnosis  of  those  under 
40  years  being  schizophrenia;  in  the  40  to  60 
year  age  group  alcoholism  was  the  most  common 
diagnosis,  and  beyond  60  years  of  age  the  diag- 
nosis was  most  frequently  some  type  of  psychotic- 
depression. 

Symptoms  of  depression  were  elicited  in  every 
completed  suicide  and  serious  suicide  attempt 
subject  where  adequate  information  was  avail- 
able. Approximately  one-half  of  the  gesture  and 
ambivalent  groups  showed  depression. 

Alcoholism  was  present  in  nearly  one-third  of 
both  groups.  Many  others  were  problem  drinkers, 
i.e.,  subjects  who  had  serious  social  and  personal 
problems  connected  with  periodic,  excessive 
drinking. 


Heavy  drinking  or  intoxication  was  frequent 
in  both  groups.  Fifty  per  cent  of  the  attempted 
suicide  group  and  29  per  cent  of  the  completed 
suicide  group  were  drinking  at  the  time  of  the 
suicide  act.  Drinking  at  the  time  of  the  suicide 
was  operationally  defined  in  this  study  as  having 
two  or  more  drinks  in  the  24  hour  period  prior  to 
the  act. 

precipitating  events 

In  general,  the  kinds  of  events  which  precipi- 
tated suicidal  action  in  the  serious  suicide  at- 
tempt group  were  different  from  those  shown  by 
subjects  in  the  lesser  intent  categories.  The 
most  common  precipitating  event  in  the  gesture 
and  ambivalent  groups  was  the  “lover’s  quarrel.' 
Here  the  subject  wished  to  manipulate  or  enforce 
the  attention  and  affection  of  the  other  person, 
most  often  a lover  or  marital  partner,  by  the 
suicidal  behavior.  In  the  serious  attempted 
suicide  group  and  the  completed  suicide  group 
the  precipitating  events  most  commonly  ob- 
served were  the  loss  of  love  objects  and  physical 
illness.  Nearly  30  per  cent  of  these  subjects  had 
lost  a family  member  by  death,  separation,  or 
divorce  in  the  year  preceding  the  suicide.  These 
subjects  had  severe  depression  reactions  follow- 
ing the  loss  of  a loved  one. 

Surprisingly  little  attention  has  been  given  to 
these  precipitating  factors  in  the  literature  on 
suicide.  Sainsbury  found  that  physical  illness 
was  a precipitating  factor  in  28.5  per  cent  of  a 
group  of  390  coroner  reports  on  completed  sui- 
cides.1-’ Although  the  literature,  as  Schmale  has 
shown,  indicates  that  the  recent  loss  of  lose 
objects  is  a precipitating  factor  in  a variety  of 
illnesses  including  ulcerative  colitis,  arthritis, 
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and  throtoxicosis,  there  has  been  little  mention 
of  this  factor  in  suicide.13 

medical  illness  and  suicide 

Serious  medical  illness  and  major  surgical 
operations  were  a frequent  precipitating  factor  in 
serious  suicide  attempts  and  in  the  completed 
suicide  subjects.10  Fifty-six  subjects  who  com- 
pleted suicide  had  some  serious  medical  illness, 
and  in  a majority  of  cases  (41)  this  was  judged 


Table  4 

Medical  Illness  In  114  Completed  Suicide  Subjects 


Medical  Illness 

Number 

of 

Subjects 

56 

Psychosomatic  illness 

47 

Cardiovascular  and 

heart  disease 

16 

Malignancies 

6 

Miscellaneous 

38 

Total  number  of 

medical  illnesses 

107 

No  medical  illness 

24 

No  information  available 

34 

by  the  investigators  to  have  contributed  to  the 
suicide.  Serious  medical  illness  was  less  often 
observed  as  a contributing  factor  in  the  attempt- 
ed suicide  group  where  31  per  cent  of  the  60 
subjects  in  the  1958  sample  were  judged  to  have 
had  an  illness  which  contributed  to  their  suicidal 
attempt. 

As  Table  5 indicates,  the  prevalence  of  certain 
psychosomatic  disorders  and  of  malignancies  was 
considerably  higher  in  the  completed  suicide 
subjects  than  in  the  general  population.  In  some, 
prolonged  pain  was  of  major  concern  but  in  a 
larger  number  physical  impairment  which  led 
to  loss  of  employment  and  isolation  from  social 
contacts  was  instrumental  in  bringing  about 
depressive  reactions. 

In  the  elderly  people  physical  illness  was  a 
major  factor  in  precipitating  suicide.  Active 
physical  illness  which  contributed  to  the  suicide 
was  significantly  more  frequent  statistically  in 
those  60  years  and  over  than  in  the  younger  age 
groups.10  Percentages  were  as  follows:  13  per 
cent  in  the  0-39  age  group;  50  per  cent  in  the  40- 
59  age  group;  70  per  cent  in  those  60  years  or 
over. 

Eleven  of  the  84  subjects  in  whom  a surgical 
history  was  obtained  had  had  major  surgery  in 


the  year  preceding  their  death.  The  histories 
showed  that  surgery,  in  a majority,  had  precipi- 
tated depressive  reactions  which  later  led  to 
suicide. 

medical  and  psychiatric  treatment  of  the 
completed  suicide  group 

Nearly  all  (88  per  cent)  of  the  completed 
suicide  group  had  seen  some  physician  other 
than  a psychiatrist  in  the  year  prior  to  their 
death,  but  only  22  per  cent  had  seen  a psychia- 
trist. In  comparison  with  younger  age  groups, 
the  older  patients  received  the  greaest  amount 
of  care  from  non-psychiatric  physicians  but  had 
received  the  least  amount  of  psychiatric  atten- 
tion. Although  60  per  cent  of  those  under  40 
years  of  age  had  had  psychiatric  care,  only  33 
per  cent  of  those  in  the  40  to  59  year  age  group 
and  6 per  cent  of  those  over  60  years  of  age  had 
had  psychiatric  care  at  some  time  in  their  lives. 

Many  subjects  in  the  younger  age  groups 
where  the  predominant  diagnosis  was  schizo- 
phrenia had  received  psychiatric  care.  One  won- 
ders, then,  why  more  patients  in  the  older  groups 
who  in  the  main  suffered  from  depressive  con- 
ditions with  a more  hopeful  prognosis  were  not 
referred  for  psychiatric  attention.  Although  this 
investigation  was  not  systematically  planned  to 
study  this  question,  the  contacts  with  physi- 
cians provide  some  tentative  answers.  Many 
physicians  had  overlooked  or  ignored  depression 
in  these  older  patients.  Even  though  these  pa- 


Table  5 

Prevalence  of  Psychosomatic  Disorders  and 
Malignancies  Among  Suicide  Subjects 


Psychosomatic 

General 

Completed 

Disorders 

Population 

% 

Suicide  Groups 

% 

Peptic  Ulcer 

5-10 

21.3 

Hypertension 

5 

13.8 

Rheumatoid  Arthritis 

2-3 

15.0 

Malignancies 

0.43 

7.5 

tients  had  evidenced  unmistakable  signs  of  de- 
pression, few  doctors  sought  psychiatric  referral 
or  had  themselves  provided  safeguards  against 
suicide  such  as  frank  discussion  with  relatives 
about  the  suicidal  risk  or  the  advisability  of 
hospitalizing  the  patient.  Prevention  of  suicide 
then,  in  this  age  group,  depends  upon  a greater 
alertness  on  the  part  of  doctors  to  the  presence 
of  depression. 
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discussion 

Using  the  criteria  of  suicidal  intent  one  can 
distinguish  three  different  patterns  of  suicidal 
behavior.  They  are  the  suicide  gesture,  the  am- 
bivalent suicide  attempt,  and  the  serious  effort 
to  end  one’s  own  life.  The  third  group  is  sim- 
ilar in  behavioral  pattern,  to  those  who  complete 
suicide. 

A majority  of  those  in  the  suicide  gesture 
group  are  under  35  and  of  the  female  sex.  Their 
act  is  performed  in  the  presence  of  others  and  is 
usually  done  impulsively.  Most  frequently  they 
have  various  personality  disorders  characterized 
by  emotional  immaturity  and  instability.  Their 
act  is  performed  with  some  social  intent  such  as 
manipulating  others  and  usually  follows  a quar- 
rel. 

Those  in  the  ambivalent  suicide  group  show 
an  admixture  of  features  found  in  other  cate- 
gories plus  some  patterns  unique  to  their  own 
group.  In  variables  such  as  sex,  age,  planning 
of  suicide,  and  communication  of  suicidal  intent, 
they  are  approximately  mid-way  between  the 
gesture  and  serious  group.  Often  depressed  and 
nearly  always  disturbed  they  take  some  risk 
of  death,  but  at  the  same  time  they  provide 
some  means  for  rescue  and  help.  After  a pro- 
longed sleep  or  an  ordeal  of  suffering  they  hope 
to  find  some  relief  from  their  torment. 

Those  who  made  serious  suicide  attempts  or 
completed  suicide  in  the  main  sought  only  a per- 
manent end  to  their  suffering  through  death. 
They  left  little  opportunity  for  rescue  at  the 
time  of  their  act,  and  a majority  had  not  only 
planned  their  suicide  but  also  had  communicated 
their  intention  to  kill  themselves  to  other  people. 
Their  loss  of  health  or  of  loved  ones  brought  on 
serious  depressive  reactions  culminating  in  their 
own  effort  at  self-destruction. 

What  factor  or  factors  distinguished  those 
who  were  serious  from  those  with  a lesser  degree 
of  suicidal  intent?  Although  depression  was  both 
severe  and  omnipresent  in  those  with  a serious 
wish  to  commit  suicide,  it  also  existed  in  many 
of  those  who  made  suicide  gestures  or  ambiva- 
lent attempts.  It  semed  to  the  authors  that  the 
one  factor  which  distinguished  the  group  with 
serious  intent  was  their  loss  of  hope.  The  psy- 
choanalyst French  said  “Hope  is  based  on  pres- 
ent opportunity'  and  on  memories  of  recent  suc- 
cess.”14 In  some,  hope  of  future  gratification  was 
lost  with  the  loss  of  loved  ones.  Often  the  his- 
tories pointed  to  a close  dependent  relationship 


with  the  love  object  and  often  the  relationship 
was  the  only  close  one  which  the  subject  had.  In 
others,  hope  vanished  when  they  lost  their  physi- 
cal health.  Especially  revealing  in  these  people 
were  prolonged  pain  and  physical  disability. 

The  loss  of  hope  is  related  to  the  social  isola- 
tion of  these  subjects.  It  is  probable  that  the 
lack  of  social  ties  among  people  in  the  newer  I 
Western  cities  contributes  to  their  high  suicide 
rates.  In  the  decade  from  1936  to  1945,  Seattle 
had  the  highest  rate  of  any  city  in  this 
country.  Since  that  time  San  Francisco  has  had 
the  highest  rate.13  The  common  lay  opinion 
for  the  high  rate  in  Seattle  that  “It  must  be  the 
weather”  is  very  unlikely  since  the  highest  rates 
are  during  the  most  pleasant  months  of  Mav  and 
June. 

Statistics  of  the  number  of  reported  suicides 
and  attempted  suicides  do  not  include  all  who 
show  self-destructive  behavior.  Although  over  300 
suicide  attempt  patients  are  admitted  to  King 
County  Hospital  in  a year,  there  are  probably 
over  a thousand  more  attempts  each  year  which 
are  treated  in  private  facilities.  No  doubt  too. 
there  are  many  unreported  suicides.  For  exam- 
ple, there  are  an  unknown  number  of  automobile 
deaths  of  individuals  who  drive  off  bridges  or 
into  abutments  to  kill  themselves.  Wolfgang 
reports  that  a sizeable  number  of  murders  are 
victim-precipitated,  that  is  to  say,  some  indi- 
viduals because  of  their  self -destructive  drives 
successfully  provoke  others  to  kill  them.1*  The 
authors  know  of  unreported  cases  of  individuals 
who  starved  to  death  (i.e.,  some  cases  of  anorexia 
nervosa),  of  others  who  in  one  sitting  literally 
drank  themselves  to  death,  and  of  still  others 
who  sought  their  death  through  overeating. 

A more  direct  and  chronic  kind  of  suicidal 
drive  is  seen  in  the  many  individuals  who  delay 
or  refuse  life-saving  medical  or  surgical  treat- 
ment for  serious  disease.  Titchener,  et  ah,  report 
that  over  half  of  those  individuals  who  come  to 
the  Cincinnati  General  Surgery  wards  have  de- 
layed or  refused  treatment,  many  because  of 
suicidal  motivation.17  One  may  also  consider  al- 
coholism as  a kind  of  chronic  suicide  wherein 
individuals  seek  a slow  kind  of  self-destruction. 
The  authors  estimate  that  the  total  is  probabh 
twice  the  number  of  reported  suicides  and  the 
number  of  attempted  suicides  is  from  three  to 
five  times  the  number  of  attempts  reported  to 
law  enforcement  agencies. 
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summary 

Psychiatric,  medical,  and  social  histories  were 
obtained  on  114  consecutive  completed  suicide 
cases  in  King  County  and  121  attempted  sui- 
cide cases  admitted  to  King  County  Hospital. 

When  the  subjects  were  classified  on  the  basis 
of  suicidal  intent,  three  types  of  suicide  attempts 
were  seen.  The  suicide  gesture  is  an  act  which 
feigns  suicide.  The  ambivalent  suicide  is  one 
in  which  the  motivation  is  indecisive  but  the 
subject  nevertheless  risks  death.  The  serious 
suicide  attempt  is  performed  with  a full  intent 
to  die  In  nearly  all  variables  the  latter  group 
closely  resembled  the  completed  suicide  group 
and  w .s  dissimilar  to  the  gesture  group.  Age 
varied  directly  with  intent.  Two-thirds  of  the 
completed  suicides  were  men,  whereas  two-thirds 
of  the  suicide  attempts  were  performed  by 
women. 

In  the  completed  suicide  group  and  serious 
suicide  attempts  the  self-destructive  behavior  was 
most  often  planned;  the  subject’s  intention  was 
usually  communicated  to  others  beforehand;  the 
act  was  most  frequently  performed  in  an  isolated 
setting.  Suicide  gestures  and  ambivalent  attempts 
were  usually  impulsive.  The  subject’s  intention 
was  not  often  communicated  prior  to  the  attempt, 
and  the  act  was  performed  most  often  in  proxim- 
ity to  other  people. 

All  subjects  showed  evidence  of  psychiatric 
illness  and  nearly  all  showed  evidence  of  depres- 
sion. Alcoholism  was  found  in  nearly  one-third 
of  all  subjects.  The  most  common  diagnoses  in 
the  attempted  suicide  group  were  personality 
disorders,  whereas  the  most  common  diagnoses 
in  the  completed  group  were  psychoses. 

A lover’s  quarrel  was  the  most  frequent  pre- 
cipitating factor  in  the  attempted  suicide  cases, 
but  grief  over  the  loss  of  loved  ones  and  the 
loss  of  health  were  most  frequent  in  the  com- 
pleted suicide  group. 


A majority  of  those  who  completed  suicide 
had  been  under  care  of  a physician.  Of  the  few 
who  had  received  psychiatric  attention  nearly 
all  were  younger  schizophrenic  patients. 

Feelings  of  hopelessness  in  those  who  com- 
pleted suicide  or  made  serious  attempts  dis- 
tinguished them  from  those  who  made  attempts 
with  a lesser  suicidal  intent.  ■ 

1214  Boijlston  Ave.  (1)  (Dr.  Dorpat) 
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A New  Quinidine  Salt  for  Cardiac  Arrhythmias 

HAROLD  B.  G I L L I S,  M.  D.  Portland,  Oregon 


This  clinical  trial  indicates  two  major  advantages  for  quinidine  polygalactur- 
onate.  Conversion  of  fibrillation  to  normal  rhythm  occurred  at  dose  level 
lower  than  anticipated,  and  side  effects  were  less  frequent  than  had  been 
noted  with  quinidine  sulfate.  Mildness  of  sensation  at  the  moment  of  con- 
version is  yet  to  be  explained. 


Though  quinidine  was  introduced  into  medicine 
as  an  anti-arrhythmic  agent  more  than  forty 
years  ago,  concepts  of  its  pharmacology  and 
clinical  use  are  currently  undergoing  rapid  de- 
velopment. As  almost  invariably  happens  in 
such  periods  of  conceptual  and  methodological 
change,  a wide  diversity  of  opinion  exists  re- 
garding employment  of  quinidine  therapy,  tech- 
niques of  administration,  dosages  and  toxicity. 

Sokolow1  has  summarized  some  recent,  major 
alterations  of  concept  in  the  clinical  pharma- 
cology of  quinidine,  including  the  ways  in  which 
it  influences  the  heart,  the  indications  and  con- 
traindications for  its  use,  techniques  and  dosages 
in  specific  arrhythmias  and  toxic  manifestations. 
While  the  question  of  converting  patients  with 
atrial  fibrillation  to  regular  sinus  rhythm  is  still 
controversial,  the  weight  of  current  opinion 
appears  to  lean  heavily  toward  conversion  in  a 
variety  of  circumstances,  and  the  Sokolow  dosage 
technique  for  conversion  has  been  widely  adopt- 
ed. A drawback  has  been  gastrointestinal  intoler- 
ance in  a significant  number  of  patients,  particu- 
larly since  relatively  large  amounts  of  quinidine 
may  be  required  for  conversion. 

Both  dog  and  human  studies  of  a new  quini- 
dine salt,  quinidine  polygalacturonate,  suggest 
that  it  is  as  effective  in  controlling  arrhythmias 
as  the  customarily-used  quinidine  preparation, 
with  a lower  incidence  of  gastrointensinal  irri- 
tation. This  is  reportedly  due  to  slower  dissocia- 
tion and  absorption  of  the  quinidine  molecule, 
and  to  the  demulcent  properties  of  polygalac- 
turonic  acid.2  A slower,  more  uniform  absorption 
of  quinidine  in  the  blood  might  also  be  expected 


to  produce  more  stable  quinidine  serum  levels 
with  more  predictable,  uniform  conversion  and 
maintenance  dosages. 

selection  of  patients 

The  new  quinidine  salt  was  subjected  to  a 
preliminary  clinical  study  for  efficacy,  dosages 
and  gastrointestinal  effects.  The  study  involved 
21  patients,  14  men  and  7 women,  ranging  in 
age  from  47  years  to  81  years,  with  a mean  of 
62  years.  All  those  selected  suffered  from  chronic 
atrial  fibrillation.  Arrhythmia,  in  each  case,  was 
confirmed  by  electrocardiogram.  Cardiac  diag- 
noses included  one  patient  with  rheumatic  heart 
disease  and  mitral  insufficiency;  11  patients  with 
arteriosclerotic  heart  disease,  associated  in  three 
cases  with  left  bundle  branch  blocks  and  a his- 
tory of  coronary  occlusion  or  congestive  failure, 
in  two  cases  with  coronary  and  mitral  insuf- 
ficiency, and  in  one  case  with  hypertension;  four 
patients  with  hypertensive  heart  disease;  one 
each  with  coronary  atherosclerosis,  coronary  in- 
sufficiency, mitral  heart  disease  and  post-opera- 
tive fibrillation.  In  one  other  case,  no  underlying 
cardiac  disease  was  observable.  Though  it  is  not 
always  possible  to  determine  the  precise  dura- 
tion of  an  arrhythmia,  at  least  six  of  those  in- 
volved in  the  study  were  known  to  he  long- 
standing—from  four  months  to  several  years: 
five  from  several  weeks  to  four  months;  and  six 
from  two  days  to  a week.  In  four  cases,  the 
duration  could  not  be  determined. 

doses  employed 

Conversion  of  the  arrhythmia  to  normal  sinus 
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rhythm  was  undertaken  with  the  following  quini- 
dine  polygalacturonate  dosage  schedule: 

One  tablet  every  two  hours  for  5 doses  the 
first  day,  a tablet  consisting  of  275  mg. 
quinidine  polygalacturonate,  (equivalent  to 
200  mg.  quinidine  sulfate). 

If  there  had  been  no  conversion  by  the 
following  morning,  2 tablets  were  adminis- 
tered every  two  hours  for  5 doses  the  second 
day. 

Similarly,  3 tablets  every  two  hours  for  5 
doses  were  administered  the  third  day,  and 
4 tablets  every  2 hours  for  five  doses  the 
fourth  day  if  needed. 

Where  no  conversion  had  taken  place  by 
the  fourth  day,  the  4 tablets  q.2  hrs.  x5  were 
repeated  the  fifth  day. 

One  patient,  who  had  developed  auricular 
fibrillation  as  a complication  of  surgery,  was 
placed  on  an  induction  dose  of  2 tablets  q.i.d. 
All  patients  were  hospitalized  and  were  examined 
frequently  by  electrocardiogram  as  well  as  by 
physical  means. 

Maintenance  therapy  was  generally  employed 
for  7 to  30  days,  with  dosage  and  duration  de- 
pending, in  the  main,  on  ease  of  conversion. 
Where  this  was  achieved  within  24  hours  after 
the  first  day’s  dosage,  patients  were  generally 
placed  on  one  tablet  four  times  a day  for  one 
week.  Where  conversion  took  more  than  36 
hours,  patients  were  placed  on  2 tablets  q.i.d. 
for  two  weeks,  or  2 tablets  q.i.d.  for  one  week  and 
then  reduced  to  1 tablet  q.i.d.  In  cases  of  relapse, 
and  in  a few  cases  where  it  was  deemed  ad- 
visable, maintenance  therapy  was  continued  for 
longer  periods. 

results 

Of  the  21  patients  in  the  study,  one  failed  to 
convert  to  regular  sinus  rhythm;  one  expired 
two  days  after  conversion;  four  were  reconverted 
following  relapses  one  to  three  months  after 
maintenance  therapy  had  been  discontinued,  and 
one  was  reconverted  following  relapse  while  on 
maintenance  therapy.  Thus,  in  26  conversion  at- 
tempts during  the  period  encompassed  by  the 
study,  24  were  successful. 

The  patient  who  failed  to  convert  was  a 74- 
year  old  woman  with  long-standing,  chronic 
atrial  fibrillation  in  whom  medication  was  dis- 
continued on  the  third  day  because  of  nausea, 
diarrhea  and  failure  of  the  electrocardiogram 
to  show  auricular  wave  improvement.  No  fur- 
ther quinidine  therapy  was  attempted  in  this 
patient. 


The  patient  who  expired  was  a 73-year  old 
male  suffering  from  protracted  and  increasing 
coronary  insufficiency,  with  an  EKG  showing 
a well-marked  anoxemia  deformity  of  the  ST- 
segments.  He  had  underlying  arteriosclerotic 
heart  disease  without  evidence  of  a myocardial 
infarction  or  congestive  heart  failure.  Because 
he  had  been  in  atrial  fibrillation  for  approximate- 
ly a week,  he  was  given  quinidine  polygalac- 
turonate according  to  the  conversion  schedule- 
one  tablet  every  2 hours  for  5 doses.  The  ar- 
rhythmia converted  to  sinus  rhythm  during  the 
night,  but  reverted  to  auricular  fibrillation  the 
following  day  despite  a maintenance  dosage 
schedule  of  2 tablets  q.i.d.  An  increased  induc- 
tion program  was  reinstated  with  2 tablets  every 
2 hours  for  5 doses,  followed  by  3 tablets  every 
2 hours  the  next  day.  During  the  morning  of 
that  day,  however,  the  patient  had  an  acute 
episode  of  myocardial  insufficiency  and  expired 
early  in  the  evening.  The  autopsy  revealed  ex- 
tensive arteriosclerotic  changes  in  the  coronary 
arteries.  There  was  no  myocardial  infarction  but 
there  was  fibrosis  of  the  myocardium  secondary 
to  the  coronary  insufficiency. 

One  other  patient,  who  had  successfully  con- 
verted to  sinus  rhythm,  expired  ten  weeks  after 
maintenance  therapy  with  quinidine  polygalac- 
turonate had  been  discontinued.  He  was  an  81- 
year  old  male  with  auricular  fibrillation  second- 
ary to  arteriosclerotic  heart  disease  and  had  low 
amplitude  P-waves  in  his  EKG.  He  was  con- 
verted on  the  second  day  of  therapy  after  four 
doses  of  quinidine  polygalacturonate  on  a sched- 
ule of  2 tablets  every  2 hours  for  5 doses  for 
the  day,  and  maintained  for  two  weeks  on  one 
tablet  q.i.d.  Ten  weeks  later,  he  suddenly  expired 
following  an  attack  of  ventricular  fibrillation 
secondary  to  the  arteriosclerotic  heart  disease. 

The  24  successful  conversions  took  place  as 
follows: 

a)  7 converted  on  the  first  day  (schedule, 
1 tablet  q.2h.x5),  with  a maximum  of  5 
tablets,  or  1.375  Gm.  of  quinidine  poly- 
galocturonate  (equivalent  to  1 Gm.  of 
quinidine  sulfate). 

b)  12  converted  on  the  second  day  (sched- 
ule, 2 tablets  q.2h.x5),  with  a maximum 
of  10  tablets  on  the  day  of  conversion, 
or  2.75  Gm.  of  quinidine  polygalactur- 
onate (equivalent  to  2 Gm.  of  quinidine 
sulfate ) . 
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c)  1 converted  on  the  third  day  (schedule, 
3 tablets  q.2h.x5),  with  15  tablets  on  the 
day  of  conversion,  or  4.125  Gm.  of  qui- 
nidine  polygalacturonate  (equivalent  to 
3 Gm.  of  quinidine  sulfate). 

d)  3 converted  on  the  fourth  day  (sched- 
ule, 4 tablets  q.2h..\5),  with  20  tablets 
on  the  day  of  conversion,  or  5.5  Gm.  of 
quinidine  polygalacturonate  ( equivalent 
to  4 Gm.  of  quinidine  sulfate). 

e)  1 converted  on  the  fifth  day  (sched- 
ule, 4 tablets  q.2h.x5),  also  with  20  tab- 
lets on  the  day  of  conversion. 

Of  the  four  patients  with  arrhythmia  requiring 
four  to  five  days  for  conversion  to  sinus  rhythm, 
one  had  rheumatic  heart  disease,  two  had  hyper- 
tensive heart  disease  and  one  had  arteriosclerotic 
heart  disease.  All  had  long-standing  arrhythmia 
prior  to  therapy. 

Following  the  24  conversions,  18  patients  were 
placed  on  maintenance  therapy  of  one  tablet  of 
quinidine  polygalacturonate  q.i.d.  for  periods 
varying  generally  from  a week  to  a month,  with 
two  cases  of  reconversion  maintained  indefinitely 
on  this  dosage.  There  were  four  relapses  in  this 
group,  all  occurring  after  maintenance  therapy 
had  been  discontinued.  Three  patients  were 
placed  on  2 tablets  q.i.d.  for  two-week  periods, 
one  of  whom  suffered  a relapse  during  this  per- 
iod. Three  patients  were  placed  on  two  tablets 
q.i.d.  for  one  week,  followed  by  one  tablet  q.i.d. 
for  periods  ranging  from  one  week  to  a month. 
There  were  no  relapses  in  this  group  in  the  course 
of  the  study. 

There  were  two  cases  of  transient  diarrhea 
among  the  patients  successfully  converted,  each 
lasting  a single  day,  with  no  effect  on  therapy. 
In  a third  case  of  loose  bowel  movements,  the 
patient  was  converted  on  the  second  day  with 
the  usual  quinidine  polygalacturonate  dosage 
schedule  and  given  a maintenance  dosage  of  one 
tablet  q.i.d.  She  continued  to  complain  of  fre- 
quent, loose  stools  and  after  four  days  was 
changed  to  quinidine  sulfate  for  four  days,  with 
no  improvement  in  the  bowel  pattern.  She  was 
again  given  quinidine  polygalacturonate  for  a 
week,  after  which  therapy  was  discontinued 
with  the  heart  in  sinus  rhythm.  There  were  no 
other  side  effects  in  the  series  except,  as  noted, 
in  the  one  case  where  conversion  therapy  was 
discontinued. 


comment 

Though  the  method  of  quantitative  assay  of  I 
quinidine  in  serum  doubtless  helps  to  establish  a 
more  rational  basis  for  the  therapeutic  use  of  a 
quinidine  preparation,  frequent  observation  of  j 
patients,  both  clinically  and  electrocardiograph- 
ically,  is  the  final  proof  of  its  effectiveness.  Each 
patient  responds  uniquely  to  the  administration 
of  quinidine,  but  experience  informs  the  clinician 
what  responses  may  be  expected  in  a given  series 
of  patients  with  arrhythmias  of  varied  etiologies. 
On  this  basis,  three  definitive  observations  can 
be  made  regarding  the  performance  of  the  new 
quinidine  preparation  in  this  preliminary  studs  : 
first,  there  was  more  rapid  conversion  than  1 
have  generally  experienced  with  quinidine  sul- 
fate, second,  smaller  maintenance  dosage  was  re- 
quired than  with  quinidine  sulfate;  and  third, 
there  was  significant  reduction  in  the  incidence 
of  gastrointestinal  irritation. 

We  know'  that  the  time  required  to  convert 
varies  from  patient  to  patient,  depending  on  such 
factors  as  duration  of  the  arrhythmia  prior  to 
therapy,  underlying  cardiac  disease  and  indixid- 
ual  variations  in  absorption  or  excretion  or  both. 

I have  found  that  with  quinidine  sulfate  it  takes 
from  48  to  60  hours  to  achieve  conversion  in 
most  cases  of  auricular  fibrillation,  using  a dos- 
age program  similar  to  that  described  above.  In 
this  study,  18  out  of  24  conversions  w'ere  achiev- 
ed in  less  than  36  hours,  twelve  of  them  in  less 
than  24  hours  and  five  of  these  in  less  than  12 
hours.  As  w'as  expected,  the  more  stubborn  ar- 
rythmias  arising  from  rheumatic  heart  disease,  or 
long-standing  fibrillation,  took  longer  to  convert 
with  qnindine  polygalacturonate,  as  they  do  w ith 
quinidine  sulfate.  Further  study  will  be  required 
to  determine  whether  in  such  cases  there  is  an 
associated  significant  difference  in  conversion 
time. 

Since  maintenance  dosages  are  frequently  re- 
lated to  ease  of  conversion,  the  fact  that  regular 
sinus  rhythm  was  achieved  more  rapidly  with  the 
new  quinidine  preparation  than  with  quinidine 
sulfate  would  suggest  low'er  maintenance  dos- 
ages. This  was  actually  the  case.  In  18  of  24  suc- 
cessful conversion  attempts,  patients  were  ef- 
fectively maintained  in  sinus  rhythm  for  the 
duration  of  therapy  with  one  tablet  of  the  quini- 
dine polygalacturonate  q.i.d.,  or  less,  whereas  im 
customary  maintenance  dose  of  quinidine  sulfate 
in  similar  cases  has  been  2 tablets  q.i.d. 
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As  regards  adverse  effects,  about  one  third,  of 
my  patients  undergoing  quinidine  sulfate  therapy 
complain  of  diarrhea,  nausea,  vomiting,  anorexia 
lor  tinnitus.  In  this  study,  of  the  four  cases  of 
loose  stools,  three  were  not  severe  enough  to 
demand  termination  of  treatment.  This  reduced 
gastrointestinal  irritation  with  quinidine  poly- 
galacturonate may  have  an  important  bearing  on 
the  efficacy  of  quinidine  therapy.  Thus,  the  pa- 
tient with  rheumatic  heart  disease  was  able  to 
ingest  the  equivalent  of  a total  of  14  Gm.  of 
quinidine  sulfate,  and  three  patients  took  the 
equivalent  of  10  Gm.,  in  this  new  form  without 
adverse  consequences.  Successful  conversion  ap- 
parently was  a consequence  of  the  large  amount 
1 of  quinidine  ingested. 

In  a similar  series  cited  by  Sokolow  and  Ed- 
gar", in  which  there  were  28  successful  conver- 
sions in  34  attempts,  the  largest  amount  of  quini- 
dine sulfate  ingested  by  a patient  in  the  suc- 
cessful conversion  group  was  9.3  Gm.  in  three- 
and  one-half  days.  Of  the  six  patients  not  con- 
verted, three  had  to  discontinue  therapy  because 
of  adverse  side  effects,  following  ingestion  of  3.6 
Gm.,  10  Gm.,  and  8 Gm.  respectively.  It  is  there- 
fore possible  that  quinidine  polygalacturonate 
may  achieve  conversion  in  the  more  refractory 
arrythmias  by  virtue  of  the  ability  of  patients  to 
tolerate  larger  amounts  of  this  drug  than  of 
quinidine  sulfate. 

An  interesting  subjective  observation  was  made 
by  patients  in  this  series,  the  significance  of 
which  is  not  yet  clear.  With  quinidine  sulfate, 
patients  usually  have  been  conscious  of  the 
moment  of  conversion,  experiencing  a sensation 
described  as  resembling  “a  car  shifting  gears” 
and  sufficiently  intense  to  awaken  the  patient  at 
night.  Those  converted  with  quinidine  polygalac- 
turonate in  this  study  were  not  conscious  of  the 
moment  of  conversion  and  sleep  was  not  inter- 
rupted when  conversion  took  place. 


summary  and  conclusions 

1.  In  a preliminary  study  of  efficacy,  dosage, 
and  side  effects  of  a new  oral  quinidine  molecule, 
quinidine  polgalacturonate**,  21  patients  with 
chronic  auricular  fibrillation  of  varied  etiologies 
were  treated  for  the  arrhythmias.  Five  required 
two  conversion  attempts  because  of  relapse. 

2.  Of  the  26  conversion  attempts,  24  were 
successful.  In  one  case,  therapy  was  discontinued 
without  conversion  because  of  intolerance  to  the 
medication.  In  another  case,  the  patient  expired, 
soon  after  conversion  and  relapse,  as  result  of  an 
acute  episode  of  myocardial  failure. 

3.  Of  the  five  relapses,  one  occurred  in  the 
course  of  maintenance  therapy  and  the  other 
four  took  place  from  one  to  three  months  after 
maintenance  therapy  had  been  discontinued. 

4.  Time  required  for  conversion  with  quini- 
dine polygalacturonate  was  less  than  24  hours 
in  12  of  the  24  cases,  and  less  than  36  hours  in 
another  six. 

5.  Dosages  of  quinidine  polygalacturonate  re- 
quired to  maintain  normal  sinus  rhythm  follow- 
ing conversion  were,  in  18  of  the  24  cases,  about 
half  of  those  customary  with  quinidine  sulfate. 

6.  Side  effects  occurred  in  4 patients,  in  only 
one  of  whom  they  necessitated  discontinuance 
of  therapy.  ■ 

310  Medical  Arts  Bldg  (5) 

*Cardioquin,  supplied  by  the  Purdue  Frederick  Company, 
New  York. 
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THE  INTEGRITY  OF  THE  MANUFACTURER 

When  a physician  prescribes  or  a pharmacist  dispenses  a drug,  each  assumes  legal 
responsibility  for  the  purity,  efficacy,  potency,  and  freedom  from  unusual  side-effects 
of  the  compound.  Since  neither  the  physician  nor  the  pharmacist  are  capable  of  the 
detailed  chemical  and  clinical  analysis  necessary  to  determine  these  factors  they  must 
rely  on  the  integrity  and  character  of  the  manufacturer. 

Problems  of  Generic  Prescribing: 
D.  F.  Robinson,  M.D.,  director, 
Oklahoma  University  Student  Health  Service. 
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The  School  and  the  Mental  Health  of  Children 

Part  II 

THOMAS  P.  M I L L A R,  M.  D.  Seattle,  Washington 


In  the  first  section  of  this  paper  it  teas  stated  that 
there  exists  a definite  trend  in  American  education 
for  schools  to  assume  increasing  responsibility  in 
providing  for  the  mental  health  and  emotional  ma- 
turation of  the  child.  Indeed,  in  the  view  of  some 
educators,  such  a development  was  seen  as  an  op- 
portunity to  so  improve  the  adjustment  of  our  fu- 
ture citizens  as  to  remold  the  character  of  the  nation. 
The  effects  of  this  trend  upon  school  practices  were 
examined  and  it  was  suggested  that  it  might  be  pro- 
ductive of  feelings  of  inadequacy  in  the  teacher  and 
distortions  of  her  teaching  role.  The  trend  was  seen 
to  have  resulted  in  an  increasing  incorporation  of 
clinical  functions  within  the  school.  Finally  it  was 
suggested  that  there  may  have  resulted  some  confu- 
sion, in  the  minds  of  parents,  concerning  the  roles 
they  might  expect  the  school  to  play. 

This  section  of  the  paper  will  examine  the  origins 
of  this  trend. 

why  has  this  trend  developed? 

Whence  does  this  trend  originate?  What  factors 
have  played  a part  in  producing  it?  What  vali- 
dity and  weight  can  be  assigned  to  the  multi- 
plicity of  reasons  expressed  for  and  against  the 
continuation  of  this  trend?  Complete  answers 
to  these  questions  will  be  a task  for  educational 
historians  and  will  undoubtedly  be  determined 
much  more  easily  from  the  perspective  of  hind- 
sight. It  will  have  to  suffice  herein  to  discuss 
some  of  the  reasons  school  persons  give  for  this 
trend  and  to  describe  some  of  the  factors  that 
seem  relevant  to  its  production. 

Many  educators  see  the  assumption  of  increas- 
ing responsibility  for  the  emotional  growth  and 
mental  health  of  children  as  a natural  progres- 
sion of  American  education.  Once  one  assumes 
the  purpose  of  education  to  be  preparing  the 
child  for  life  adjustment,  present  trends  seem 
but  a more  insightful  pursuit  of  that  purpose. 
Further,  accepting  the  responsibility  to  educate 


all  children,  concern  for  dealing  with  deviating 
children  is  seen  to  fall  logically  within  the  re- 
sponsibility of  the  school.  It  would  seem  then, 
that  the  unique  contributions  of  American  edu- 
cation, that  is,  education  for  life  adjustment 
and  the  notion  of  universal  education,  have  come 
together  in  this  view  of  the  school  as  a prime 
mover  in  guiding  the  emotional  maturation  of 
the  child  and  dealing  with  his  adjustment  diffi- 
culties. 

flow  or  ebb 

Does  this  concept  represent  a reasonable  and 
productive  progression  in  educational  philosopln 
or  does  it  represent  a malignant  hypertrophy 
of  some  part  of  the  body  of  education  that  is 
draining  away  its  strength?  This  is  the  question 
we  must  ask  ourselves.  There  would  seem  to 
be  some  urgency  in  getting  an  assured  answer. 

In  seeking  such  an  answer,  there  may  be  profit 
in  examining  the  reasons  school  persons  give  for 
assuming  increasing  responsibility  for  the  mental 
health  of  children. 

Perhaps  the  most  commonly  stated  reason  is 
that  there  is  a marked  discrepancy  between 
available  community  resources  and  the  need 
for  clinical  services  to  nonadjusting  children 
Since  help  is  not  available  in  the  community, 
schools  sometimes  feel  forced  to  develop  their 
own  programs  in  these  areas. 

There  is  no  doubt  that  a marked  lack  of  such 
services  is  a current  reality.  Is  it  necessarily 
reasonable,  however,  that  the  schools  should  seek 
to  fill  this  gap?  Responsibilities  for  various 
aspects  of  the  community’s  needs  are  assigned  to 
various  agencies  of  the  community,  equipped  by 
training  and  experience  to  meet  specific  needs 
Should  one  or  another  agency  fail  to  meet  all 
of  its  community  responsibilities,  it  is  not  neces- 
sarily appropriate  for  another  agency  to  assume 
that  responsibility.  Indeed  such  an  action  might 
well  serve  to  prevent  fidl  expression  of  the  unmet 
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need  influencing  the  expansion  of  services  in 
the  appropriate  agency. 

to  or  of? 

Does  it  necessarily  follow  that  since  problems 
exist  in  the  classroom  the  school  has  the  responsi- 
bility to  develop  resources  to  meet  these  prob- 
lems? 

Eye  difficulties  may  well  complicate  learning, 
but  the  school  does  not  employ  opthalmologists 
or  dispense  glasses.  Similarly,  the  existence  of 
mental  and  emotional  difficulties  in  pupils  does 
not  seem  to  argue  that  schools  should  develop 
resources  to  diagnose  and  treat  these  conditions. 
These  children  are  problems  “to  the  school”  but 
they  are  not  necessarily  problems  “of  the 
school.”1 

It  would  seem  that  when  such  resources  are 
lacking  in  the  community  that  the  school’s  inter- 
ests would  be  best  served  by  making  it  abun- 
dantly clear  to  the  community  that  the  discharge 
of  the  school’s  particular  responsibilities  is  being 
hampered  by  a lack  of  special  services  appro- 
priately provided  by  another  community  agency. 
The  agency  of  the  community  that  has  as  its 
focus  the  provision  of,  in  this  case,  diagnostic  and 
treatment  services  for  emotionally  disturbed 
children,  would  then  receive  the  attention  and 
support  of  the  community  in  expanding  its 
services. 

A second  reason  presented  by  school  persons 
for  the  current  trend  is  that  parents  wish,  in- 
deed pressure,  the  school  to  provide  such  diag- 
nostic and  treatment  services. 

There  is  little  doubt  that  the  school  is  pres- 
sured by  parents  to  provide  these  and  other 
services.  Parents  of  children  with  handicaps,  be 
these  physical,  mental  or  emotional,  are  con- 
cerned to  find  help  for  their  children  anywhere 
they  can.  The  matter  of  the  appropriateness  of 
one  or  another  agency  providing  such  service, 
undoubtedly  seems  academic  to  such  parents. 
They  are  not  in  a position  to  evaluate  qualifica- 
tions to  provide  the  needed  service  and  do  not 
necessarily  understand  which  agencies  are  par- 
ticularly focused  upon  their  area  of  need.  Again 
it  might  be  more  appropriate  for  school  persons 
to  educate  parents  by  referring  them  to  the 
relevant  agency. 

there  is  a limit 

While  it  is  evidently  proper  for  schools  meet- 
ing a responsibility  delegated  to  them  by  the 
citizens  at  large,  to  be  responsive  to  the  wishes 


of  those  citizens,  surely  this  does  not  mean  that 
there  is  no  limit  to  the  functions  the  school  may 
be  required  to  perform.  Obviously,  there  is  a 
limit  to  what  “education”  can  undertake  to  do 
and  remain  education. 

Finally  it  seems  doubtful  if  all  parents  wish 
the  school  to  provide  mental  health  services  such 
as  are  involved  in  the  reported  trend.  It  is 
entirely  possible  that  the  school’s  impression  of 
what  parents  want  has  been  disproportionately 
weighted  by  the  properly  rigorous  efforts  of 
parents  of  children  with  difficulties  to  find  help 
for  their  children,  wherever  that  be  available. 
The  assumption  that  all  parents  have  similar 
expectations  of  the  schools  would  seem  to  be 
subject  to  some  question. 

Indeed  there  is  considerable  evidence  that 
many  parents  are  experiencing  some  anxiety 
with  respect  to  this  new  role  of  the  school.  A 
local  citizens’  committee  felt  constrained  to  make 
the  point  that  the  “function  of  the  public  school 
is  not  to  try  to  duplicate  all  the  activities  and 
concerns  of  the  world  outside  it.  When  it  does, 
it  spreads  itself  too  thin  and  only  weakens  its 
chance  of  meeting  its  central  responsibility.”2 
Also,  on  another  level,  Time  magazine  (Sept. 
1960)  reports  on  a citizens  advisory  committee 
named  by  the  California  state  legislature.  This 
committee  “attacked  the  theory  of  education  for 
life  adjustment  as  noneducation,”  saying,  “The 
school  has  neither  the  chief  responsibility  nor 
the  means  for  dealing  with  all  aspects  of  per- 
sonal development.”3  It  would  seem  doubtful 
then,  that  most  parents  wish  the  school  to  pro- 
vide services  peripheral  to  its  specific  education- 
al focus. 

A third  reason  frequently  presented  in  justifi- 
cation of  the  described  trend  is  that  education 
has  always  included  concern  for  the  develop- 
ment of  character.  Psychiatric  insights  have 
taught  us  that  the  events  of  early  life  are 
intimately  related  to  emotional  maturation  and 
to  the  ultimate  character  of  the  individual.  By 
extension,  educators  feel  that  their  concern  with 
character  becomes  logically  a concern  for  the 
emotional  maturation  of  the  child.  Concern  for 
emotional  maturation  is  therefore  but  a more 
insightful  discharge  of  educators’  appropriate 
concern  for  the  character  devolpment  of  its 
charges.  By  further  extension,  faulty  emotional 
maturation  becomes  a concern  of  the  school  and 
corrective  measures  a logical  function  of  edu- 
cation. The  school  is  thus  led  to  therapeutic 
endeavors  with  the  child. 
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rich  opportunity 

There  is  no  question  that  the  school  has  always 
had,  and  will  undoubtedly  continue  to  have,  an 
important  role  to  play  in  communicating  to  chil- 
dren the  values  of  our  culture  and  thus  contrib- 
uting to  the  building  of  character.  In  certain 
respects,  it  has  a peculiarly  rich  opportunity  in 
this  area.  By  communicating  to  the  child  the 
facts,  the  history,  and  the  structure  of  our  cul- 
ture, the  school  is  everywhere  enabled  to  under- 
line and  reinforce  the  behavioral  mores  and 
moral  values  of  the  community.  The  social 
milieu  of  the  classroom  is  supervised  by  the 
teacher  in  terms  of  those  values  and  mores.  In- 
deed, each  community  agency,  working  with 
children,  recognizes  that  a dimension  of  that 
service  is  consideration  for  the  development 
of  the  character  of  the  child. 

There  is  real  question,  however,  whether  ther- 
apeutic intent  is  so  logically  related  to  character 
building  in  the  child.  Indeed  it  may  well  be  that 
concern  to  deal  therapeutically  with  deviations 
in  emotional  maturation  may  be  to  a large  extent 
incompatible  with  the  character  building  role 
of  the  teacher  and  the  classroom.  For  the  sake 
of  clarity,  let  me  place  the  roles  of  the  teacher 
and  the  psychotherapist  in  contrast. 

The  teacher’s  role,  in  transmitting  the  values 
of  our  culture,  places  emphasis  upon  helping 
the  child  to  learn  what  is  appropriate  behavior. 
By  her  approval  or  disapproval  she  helps  to 
differentiate  acceptable  from  unacceptable  be- 
havior; e.g.  if  a child  be  involved  in  flagrant 
stealing,  she  must,  in  some  manner,  register  for 
that  child  and  the  class  the  unacceptability  of 
such  behavior  if  she  is  to  discharge  her  character 
building  role. 

The  psychotherapist  has  a somewhat  different 
concern  and,  therefore,  deals  somew  hat  different- 
ly with  behavior.  In  the  therapeutic  situation 
with  the  child,  the  therapist  suspends  evaluation 
of  behavior  to  a considerable  extent.  His  capac- 
ity to  be  helpful  in  searching  out  the  cause  of 
the  deviant  behavior  depends,  to  a considerable 
extent,  upon  such  an  approach.  Were  he  not 
able  to  do  this,  it  is  doubtful  if  he  could  get 
beyond  the  surface  of  the  child’s  behavior.  This 
does  not  mean  that  he  approves  of  the  deviant 
behavior,  and  in  his  acceptance  of  the  child  and 
his  actions,  he  is  careful  not  to  leave  the  impres- 
sion that  his  acceptance  of  the  child  means  that 
he  endorses  the  deviant  behavior.  So  if  a child 
be  involved  in  stealing,  the  therapist  is  liable 


to  say  something  like  this,  “You  must  have 
wanted  that  very  badly.”  So  he  hopes  to  lead 
the  child  into  further  examination  of  the  be- 
havior. 

Obviously,  should  the  teacher  bring  such  a I 
nonevaluating,  such  a “therapeutic  attitude”  to 
her  classroom,  she  would  be,  in  essence,  abdicat- 
ing her  character  building  function.  Her  role  ! 
as  a person  who  helps  the  child  to  differentiate  I 
between  good  and  bad  behavior  would  be  aban- 
doned. 

incompatibilities 

Therapeutic  concern  for  the  child  is  not  there- 
fore a logical  derivative  of  the  character  build- 
ing role  of  the  school,  but  is  rather  sharply  in- 
compatible with  that  function.  The  subtle  im- 
position upon  teachers  of  therapeutic  self  expec- 
tations with  children  has  sometimes  led  them 
into  unreasoning  permissiveness  with  effects  that 
undermine  their  character  building  role  and  in 
some  cases  lead  to  chaotic  classroom  situations. 
It  would  seem  that  the  teacher  must  remain  a 
teacher,  just  as  the  parent  must  remain  a parent. 
If  either  tries  to  become  a therapist  to  the  child, 
there  is  considerable  danger  that  he  will  be  left 
without  a teacher  or  a parent.  Who  will  then 
fill  these  roles? 

In  addition  to  the  reasons  given  by  school 
persons  for  the  assumption  of  a greater  responsi- 
bility for  the  diagnosis  and  treatment  of  emo- 
tional disorders  in  children,  it  might  he  that 
other  factors  have  played  a part  in  producing 
this  trend. 

These  are  times  of  hyperspecialization.  As 
knowledge  increases  in  breadth  and  depth,  our 
disciplines  of  thought  grow  more  and  more  dis- 
tant from  one  another.  Backgrounds  grow  highlv 
divergent  from  specialty  to  specialty.  Different 
disciplines  hold  different  goals  and  different 
values.  Interdisciplinary  communication  is  based 
upon  ever  smaller  quantities  of  shared  knowledge 
and  concepts.  Breakdowns  in  communications 
are  exceedingly  common.  Indeed,  one  of  the 
major  problems  of  our  time  is  effectively  com- 
municating with  one  another. 

recognizing  differences 

In  any  attempt  at  interdisciplinary  communi- 
mation,  “the  first  thing  to  appear  are  the  differ- 
ences,”4 e.g.  this  article.  The  first  step  in  cooper- 
ation lines  in  recognizing  these  differences. 
Without  such  recognition,  feeling  reactions  such 
as  anxiety  derived  from  a sense  of  threat  auger 
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derived  from  a sense  of  attack  are  felt.  Mutual 
Misunderstanding,  mistrust,  criticism,  and  ag- 
gression complicate  relationships.  A tendency 
jto  withdraw  from  the  threatening  relationships 
lot  infrequently  follows.  If  the  withdrawing 
discipline  needs  the  knowledge  and  skills  of 
hose  from  whom  it  has  withdrawn,  it  will  tend 
o incorporate  their  functions  within  its  sphere 
if  operations. 

Undoubtedly,  the  school  has  experienced  dif- 
ficulties in  communicating  with  those  whose 
focus  of  function  is  with  the  mental  health  of  the 
[child.  There  are  complaints  that  psychiatrists  do 
not  bother  to  communicate  with  schools  or,  if 
they  do,  they  do  so  in  an  incomprehensible  argot. 
There  are  complaints  that  they  try  to  make 
psychiatrists  of  teachers  or  sometimes  seem  to 
Ideal  with  them  as  though  they  were  patients. 
Mutual  misunderstanding  has  undoubtedly  re- 
sulted and  the  school  has  been  motivated  to 
I withdraw  from  such  threatening  communication. 

As  a consequence  of  withdrawal,  the  school 
has  been  led  to  attempt  to  incorporate  the  func- 
tion of  clinical  disciplines  within  its  operations. 

I As  has  been  mentioned,  whenever  communica- 
tions difficulties  arise  a tendency  to  incorporate 
the  roles  appropriate  to  the  other  discipline  may 
t appear.  This  may  be  aggravated  when  major 
differences  in  prestige  are  involved.  In  these 
times,  psychotherapeutic  endeavors  with  chil- 
dren carry  much  prestige.  In  a time  when  the 
school  has  been  subject  to  much  criticism,  the 
incorporation  of  roles  bearing  such  prestige  is 
understandable,  even  if  not  acceptable. 

Educators  undoubtedly  hope  by  incorporating 
the  clinical  disciplines  by  employing  psychia- 
trists, psychologists,  and  social  workers,  or  by 
essaying  their  functions  of  diagnosis  and  treat- 
ment, that  the  school  will  not  only  obviate  the 
present  difficulties  in  communication  but  will 
also  acquire  the  prestige  attached  to  these  func- 


tions. The  presumption  seems  to  be  that  psy- 
chologists, social  workers  and  psychiatrists  would 
absorb  the  ethos  of  the  school  and  would  identi- 
fy with  its  goals.  The  school  would  gain  the 
understanding  of  these  disciplines  and,  also,  some 
control  over  them,  at  least  insofar  as  they  relate 
to  the  educational  process. 

In  summary  then,  the  trend  to  assume  increas- 
ing responsibility  for  the  emotional  maturation 
of  the  child,  for  the  diagnosis  and  treatment  of 
deviation,  seems  to  be  rooted  in  a concept  of 
education  derived  from  the  notion  of  education 
for  adjustment  and  influenced  by  the  determina- 
tion to  educate  all  children  whatever  their  capac- 
ity or  nature.  Difficulties  in  communication  with 
other  disciplines  seem  to  have  led  school  per- 
sons to  incorporate  mental  health  persons  or 
their  functions,  or  both,  within  the  school.  A 
profound  lack  of  resources  in  the  mental  health 
agencies  of  the  community  has  created  a vacu- 
um of  need  into  which  schools,  as  well  as  other 
agencies,  have  tended  to  flow. 

In  this  section  we  have  been  concerned  to  exam- 
ine the  origins  of  the  trend.  In  the  final  section  of 
the  paper,  the  relevance  of  the  trend  will  be  exam- 
ined and  an  attempt  will  be  made  to  present  a view 
of  school  mental  health  practices,  as  seen  by  a physi- 
cian. 

721  Stimson  Bldg.  (1) 
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COMPETITION  HAS  REDUCED  DRUG  COSTS 
Competition  explains  why  antibiotics  now  cost  about  one-fifth  of  what  they  cost 
a decade  ago,  on  the  average.  It  explains  why  penicillin  prices  are  now  5 % of  what 
they  were  after  World  War  II.  It  explains  why  Insulin  costs  6%  of  what  it  cost  30  years 
ago;  why  streptomycin  prices  dropped  40%  in  less  than  a year;  why  Salk  vaccine  prices 
have  been  cut  in  half.  Chemotherapy  has  helped  bring  good  health  to  three  million 
Americans  who  wouldn’t  be  alive  today  if  pre-war  rates  still  applied. 

Edward  R.  Annis,  M.D.,  in  Medical  Economics,  July  17,  1961 
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VIII.  Tests  of  Significance 

WARREN  K.  G ARLINGTON,  Ph.D./H  ELEN  E.  S H I M O T A,  Ph.D.  Fort  Steilacoom,  Washington 


Stastisticalh 

y 


To  a great  extent,  scientific  knowledge  advances 
through  a painstaking  process  of  theorizing, 
deducing  hypotheses,  and  testing  the  hypotheses 
against  the  results  of  experiments.  Every  once 
in  a while  a scientist  is  lucky;  he  accidently 
stumbles  onto  an  important  discovery.  Fleming’s 
observations  of  the  bacteria-killing  properties  of 
certain  molds  were  both  important  and  acciden- 
tal, but  for  the  most  part,  the  scientist  struggles 
to  advance  knowledge  through  the  careful  ap- 
plication of  scientific  methodology. 

His  labors  have  been  made  a bit  easier  during 
recent  years  by  the  development  of  powerful 
statistical  techniques  that  permit  the  scientist  to 
test  his  hypotheses  and  then  to  state  with  con- 
siderable accuracy  the  degree  of  confidence  he 
has  in  his  results. 

How  do  statistics  act  as  labor  saving  devices 
to  the  scientist?  Take  as  an  example  the  common 
experimental  design  using  two  groups  of  sub- 
jects. One,  the  control  group,  provides  a base- 
line with  which  another,  the  experimental  group, 
can  be  compared.  In  the  vast  majority  of  studies 
that  compare  two  groups  on  some  score,  measure, 
or  trait,  the  researcher  finds  some  sort  of  dif- 
ference between  them.  However,  he  must  de- 
termine whether  a “real  difference  exists  be- 
tween them,  or  whether  the  difference  he  found 
is  one  due  to  chance  factors. 

A case  in  point  is  the  hospital  staff  whose 
members  suspect  that  surgery  patients  who  re- 
ceive information  about  the  surgery  they  face 
will  recover  more  quickly  than  patients  who  are 
unprepared  for  the  ordeal.  In  order  to  prove 
or  disprove  their  suspicions,  they  randomly  select 
two  groups  of  pre-surgery  patients.  One  is  arbi- 
trarily designated  the  control  group;  subjects  in 
it  receive  no  more  than  the  traditional  prepara- 
tion for  their  experience.  The  other  group,  the 
experimental  group,  receives  detailed  explana- 
tions of  the  surgical  procedures  and  the  underly- 
ing reasons  for  them,  as  well  as  follow-up  infor- 
mation on  the  healing  process.  They  decide  to 
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use  the  number  of  days  from  surgery’  to  return 
to  job  (or  resumption  of  full  housework  duties 
for  housewives)  as  the  “recovery  score.’” 

The  recovery  scores  for  each  of  the  two  groups 
can  be  compared  to  determine  which  group,  if 
either,  shows  the  faster  recovery  rate.  The  staff s 
researcher,  however,  has  a problem.  According 
to  the  original  design  he  assigned  patients  ran- 
domly to  the  two  sample  groups,  and  so  he 
expects  to  find  some  difference  in  recover}  scores 
as  the  result  of  chance  factors  operating  in  the 
sample  selection.  (For  example,  the  control 
group— by  chance— includes  two  lung  cancer  pa- 
tients, but  the  experimental  group— again  by 
chance— has  three.)  Now  as  he  looks  at  the  dif- 
ference in  recovery  scores  that  did  occur,  he 
wonders  about  it.  Would  that  same  difference 
be  the  result  if  he  could  have  studied  the  total 
population  of  potential  surgical  patients  in  that 
hospital  (in  the  past,  now,  and  in  the  future)? 
Or,  on  the  other  hand,  is  the  resulting  difference 
due  simply  to  the  particular  samples  he  chose 
Neither  the  researcher  nor  any  one  else  can  give 
an  absolute  answer  to  this  problem.  Bv  the 
proper  application  of  inferential  statistics  he  can 
make  a probability  statement  about  the  hy- 
pothesis under  test,  one  which  takes  into  account 
the  chance  fluctuations  in  the  means  of  several 
samples  chosen  from  the  same  population. 

stating  a hypothesis 

Among  the  research  worker’s  tricks  of  the 
trade  is  his  knowing  how  to  state  a hypothesis 
in  such  a way  that  it  is  testable.  He  says  it  in 
language  immediately  clear  to  his  cohorts,  hut 
thoroughly  confusing  to  his  readers.  The  re- 
searcher, but  not  the  reader,  has  little  difficulty 
differentiating  between  experimental  and  statis- 
tical hypotheses.  The  experimental  hypothesis 
is  a statement  of  the  relationships  the  experi- 
menter suspects  or  predicts;  in  the  above  ex- 
ample it  might  be:  Patients  psychologically  pre 

•To  keep  the  example  simple  obvious  controls  for  type 
and  seriousness  of  surgery,  knowledge  of  which  group 
patient  is  in.  etc.,  have  been  ignored  here. 
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pared  for  surgery  show  a faster  recovery  rate 
than  do  patients  who  are  not  so  prepared. 

When  stated  for  statistical  purposes,  the  hypo- 
thesis is  stated  in  the  opposite  way.  The  experi- 
menter predicts  an  absence  of  differences  be- 
tween the  two  groups.  This  kind  of  a “no  differ- 
ence” statement  is  known  as  a null  hypothesis. 
Again  using  the  example  above,  the  statement  of 
the  statistical  hypothesis  would  read:  There  is 
no  difference  in  recovery  rate  between  patients 
who  are  psychologically  prepared  for  surgery  and 
patients  who  are  not  so  prepared. 

On  the  basis  of  his  data  and  the  results  of  the 
statistical  test  of  those  data  the  investigator  then 
rejects  or  doesn’t  reject  this  null  hypothesis. 
Rejecting  the  null  hypothesis  means  accepting 
the  experimental  hypothesis  since  the  two  are 
stated  in  opposite  directions. 

Why  does  the  statistician  prefer  to  use  a null 
hypothesis  when  the  experimental  hypothesis 
seems  so  much  more  appropriate?  Is  he  trying 
to  confuse  us  or  to  be  erudite?  Granted,  we  may 
be  confused,  but  this  is  not  the  statistician’s  in- 
tent. He  works  with  the  null  hypothesis  because 
of  the  kind  of  information  he  derives  from  the 
statistical  test.  By  using  the  difference  between 
the  means  and  standard  errors  of  the  two  groups, 
control  and  experimental,  the  statistical  test  tells 
him  how  often  the  observed  difference  in  means 
would  occur  by  chance. 

Let’s  rehash  his  thinking.  In  effect,  he  says, 
“If  I pick  any  two  samples  randomly  from  the 
same  population,  chances  are  that  I’ll  notice 
some  slight  difference  between  the  means  of 
the  two  samples.  Now  I’ve  got  two  motley 
groups  of  surgical  patients  who  were  subjected  to 
different  pre-operative  conditions.  If  the  special 
pre-op  condition  has  no  effect  upon  the  speed 
of  recovery,  then  I have  what  I started  out  with 
—two  randomly  selected  groups  from  the  same 
population.  The  two  group  means  could  differ 
a bit  by  chance,  but  on  the  other  hand,  if  the 
special  instructions  do  speed  up  recovery,  then 
I should  find  a big  difference  between  the  means. 
But  I'm  a cautious,  objective  scientist— I’ll  assume 
the  differences  are  due  to  chance  until  I prove 
otherwise.”  This  thinking  leads  to  his  statistical 
computations  and  to  the  resulting  probability 
statement. 

statements  of  probability 

The  experimenter  keeps  on  with  his  thinking: 
“Sure,  a difference  this  big  could  occur  by  chance 
once  in  a while— even  when  there  really  is  no 


difference.  In  fact,  my  computations  tell  me 
that  over  the  long  haul  a difference  this  size 
could  occur  once  in  20  times.  Those  are  pretty 
decent  odds— I’ll  take  them.  I’ll  reject  that  no- 
difference business  and  say  that  a difference 
does  exist.” 

Perhaps  others  are  a bit  less  casual  in  their 
thinking,  but  casual  or  not,  the  investigator 
quite  arbitrarily  chooses  some  probability  level 
and  reasons,  in  quite  the  same  manner  as  does 
the  race  track  habitue,  that  with  those  odds  he’s 
quite  safe.  Tradition  or  convention  is  such  that 
most  experimenters  choose  odds  of  20  to  1; 
sometimes  in  order  to  be  on  really  safe  ground, 
they  choose  100  to  1 odds.  That  way  they  de- 
crease the  likelihood  of  their  attributing  great 
and  wonderful  things  to  conditions  that  in  reality 
produce  nothing. 

Now,  an  important  point:  The  statistical  test 
of  the  difference  between  two  groups  yields  a 
probability  statement  about  that  difference  and 
no  more.  If  the  difference  is  great  enough,  the 
experimenter  can  say,  “A  difference  of  this  mag- 
nitude would  occur  by  the  vagaries  of  sampling 
less  than  5 times  in  100,’’  or  for  a greater  dif- 
ference, “less  than  1 time  in  100.”  If  this  is  the 
case,  then  he  has  rejected  the  nidi  hypothesis 
of  no  difference  between  the  groups.  He  can 
then  take  the  next  step  and  reason  that  if  the  odds 
against  the  difference  occurring  by  chance  are 
great,  and  if  he  has  carefully  controlled  for 
extraneous  factors,  then  the  chances  are  pretty 
good  that  the  difference  is  due  to  his  experi- 
mental manipulations— in  this  case,  the  special 
preparation  of  patients  for  surgery. 

Thus,  when  you  see  the  statement,  “This 
difference  is  significant  at  the  .05  level  of  confi- 
dence” or  “The  null  hypothesis  is  rejected  at  the 
.05  level,”  it  means  only  that  such  a difference 
is  highly  improbably  on  the  basis  of  chance 
factors  alone— but,  chance  cannot  be  completely 
ruled  out.  It  is  for  this  reason  that  earlier  in  this 
paper  we  said  that  absolute  answers  could  not 
be  found. 

By  the  way,  there  is  nothing  sacred  about  the 
traditional  odds,  the  .05  and  .01  levels  of  confi- 
dence. In  some  experimental  work  there  are 
times  when  the  researcher  could  quite  legitimate- 
ly settle  for  10  to  1 odds;  i.e.,  the  .10  level.  On 
the  other  hand  there  may  be  others  times  when 
falsely  accepting  a difference  as  “real"  and  not 
due  to  chance  would  have  serious  consequences. 
Then  the  level  of  confidence  might  well  be  set  at 
.001.  Decisions  that  involve  training  in  multi- 
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million  dollar  planes  may  need  .001  probabilities 
to  protect  both  men  and  machines.  This  is  an 
arbitrary  matter,  one  to  be  decided  in  view  of 
the  consequences  of  a wrong  decision  in  either 
direction.  We  need  to  ask  ourselves  what  will 
happen  if  we  accept  a chance  difference  as  a 
real  one,  and  what  will  happen  if  we  explain 
away  a real  difference  by  claiming  it  results 
from  chance  factors.  Very  often  we  chance  a 
dollar  or  two  on  a “bargain”  that  may  turn  into 
something  worthwhile,  but  only  the  most  daring 
amongst  us  would  risk  our  whole  fortune  on  a 
whim. 

two  commonly  used  tests 

Most  of  the  research  literature  on  experiments 
that  involve  comparisons  of  two  or  more  groups 
use  either  or  both  of  two  common  statistical  tests, 
the  t-test  and  the  F-test. 

The  t-test,  occasionally  called  “Student’s  t,” 
was  developed  by  an  English  statistician  in 
order  to  evaluate  difference  between  two  small 
groups.  (When  a large  number  of  subjects  is 
used,  a statistic  similar  to  t is  sometimes  used; 
it  is  known  as  critical  ratio  or  C.R. ) The  t-test 
is  based  on  a distribution  differing  slightly  from 
the  normal  distribution.  However,  as  the  number 
of  subjects  increases,  the  t distribution  ap- 
proaches a normal  one.  Whether  N be  large  or 
small,  the  rationale  underlying  the  t-test  and  its 
uses  is  the  same  rationale  discussed  above.  It 
requires,  as  does  the  F-test  below,  the  subjects  to 
be  assigned  to  groups  in  a random  or  unbiased 
manner.  If  not,  the  laws  of  chance— the  basis  for 
these  tests— cannot  operate  freely. 

Standard  statistics  texts  contain  the  formulae 
by  which  t is  calculated.  They  also  include  tables 
whereby  t values  may  be  evaluated. 

The  F-test,  also  known  as  analysis  of  variance, 
represents  one  of  the  important  advances  in  sta- 
tistics. By  means  of  the  t-test  we  were  able  to 
compare  two  groups  on  some  score.  The  F-test, 
however,  allows  us  to  compare  simultaneously 
the  scores  of  several  groups,  not  just  two.  In 
addition,  it  lets  us  introduce  more  than  one  ex- 
perimental variable  at  the  same  time. 

Suppose,  for  example,  that  the  hospital  staffs 
project  on  “preparation  for  surgery"  grew  as  the 
staff  discussed  it.  One  group  favored  Method 
A,  a frank  discussion  of  surgical  procedures,  their 
purpose  and  their  consequences,  but  another 
group  suspected  that  the  patients  would  respond 
more  favorably  if  the  pre-surgery  discussion 


TABLE  1 


A Typica 

1 Analysis  of 

Variance  Design 

Method  A 

Method  B 

Control 

Total 

Male 

N=  10 

N = 10 

N = 10 

N = 30 

Female 

N=  10 

N=  10 

N = 10 

N = 30 

Total 

N = 20 

N = 20 

N = 20 

N = 60 

centered  around  their  feelings  with  only  occa- 
sional references  to  the  procedures,  Method  B 
In  their  discussions  someone  suggested  that  men 
would  respond  more  favorably  to  the  first  meth- 
od, but  women  would  do  best  where  the  latter 
method  was  used. 

Before  the  development  of  the  analysis  of 
variance  technique  the  staff  would  be  forced  to 
conduct  a series  of  experiments— Methods  A vs. 
Control;  B vs.  Control;  Men  vs.  Women,  both 
with  Method  A,  etc.  Now  however,  we  can  use 
the  F-test  to  evaluate  simultaneously  the  effects 
of  the  three  methods  plus  the  effect  of  sex.  Table 
1 shows  how  the  subjects  would  be  distributed 
in  such  a design.  The  experimenter  must  assign 
the  male  patients  and  the  females  randomly  to 
the  three  methods  so  that  the  laws  of  chance  can 
operate  in  an  unbiased  manner.  In  effect,  this 
type  of  a design  uses  the  same  subjects  in  two  or 
more  different  experiments. 

The  results  of  the  analysis  of  variance  will  tell 
us  something  about  the  differential  effect  of  the 
three  pre-operative  conditions.  It  also  permits 
us  to  evaluate  sex  differences  in  over-all  response 
to  surgery.  But  still  further  advantages  come 
with  the  use  of  this  kind  of  a design.  With  it 
we  may  also  measure  the  interaction  effects  of 
the  two  or  more  variables  being  studied. 

Interaction  effects  refer  to  the  interplay  of  one 
variable  on  another  in  determining  how  a person 
might  react.  For  example,  it  might  be  that  wom- 
en respond  to  Method  B,  but  not  to  Method  A. 
while  men  respond  to  Method  A,  but  not  to 
Method  B.  Such  a differential  response  w ould  be 
revealed  by  the  interaction  of  Method  by  Sex. 
one  of  the  statistical  values  resulting  from  the 
analysis  of  variance. 

The  technique  is  not  limited  to  two  dimen- 
sions. Theoretically,  the  experimenter  could 
throw  in  a number  of  additional  variables,  such 
as  seriousness  of  the  surgery,  emotional  stability, 
etc.  Should  he  decide  to  include  them,  he  must 
remember  to  assign  patients  fitting  the  various 
descriptions  randomly  to  the  several  method 
groups.  Both  the  design  and  the  complexities  of 
the  many  interactions  become  progressively 
greater.  Because  of  this  versatility,  the  F-test,  or 
analysis  of  variance,  has  greatly  increased  the 
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potential  scope  of  research  studies,  and  so  it  is 
used  extensively. 

summary 

Evaluating  or  testing  hypotheses  is  one  of  the 
more  important  functions  of  statistics  in  research. 
At  a simple  level,  this  involves  a comparison  be- 
tween two  groups  of  subjects,  one  group  sub- 
jected to  some  kind  of  experimental  manipula- 
tion, while  the  other  acts  as  a control.  Subjects 
should  be  assigned  at  random  to  the  two  groups 
in  order  to  permit  the  effects  of  chance  to  op- 
erate. 

A hypothesis  may  be  in  the  form  of  an  experi- 


mental statement  or  a statistical  statement.  The 
statistical  statement,  called  the  null  hypothesis, 
is  usually  used  because  it  is  more  closely  related 
to  the  information  provided  by  statistical  tests. 
Two  of  the  most  common  statistical  tests  en- 
countered in  the  literature  are  t-  and  F -tests.  The 
t-test  is  used  to  compare  two  groups  on  the  same 
measure;  the  more  intricate  F-test  can  be  used  to 
compare  several  groups  on  one  or  more  variables. 

The  next  section  of  this  series  will  deal  with 
several  of  the  other  frequently  used  tests  of  sig- 
nificance. ■ 

Psychology  Department 
Mental  Health  Research  Institute 


Electrodiagnosis  in  Carpal  Tunnel  Syndrome 

JOHN  B.  R E D F O R D,  M.D.  Seattle,  Washington 


Compression  of  the  median  nerve  at  the  wrist, 
producing  pain,  parasthesias,  thenar  atrophy  and 
sensory  loss  in  the  hand,  has  attracted  consider- 
able attention  lately,  particularly  among  ortho- 
pedists and  neurosurgeons.  The  term  “carpal 
tunnel  syndrome”  has  been  applied  to  this  dis- 
order since  it  apparently  is  a result  of  compres- 
sion of  the  median  nerve  as  it  passes  beneath  the 
transverse  carpal  ligiment  of  the  wrist.  Diagnosis 
rests  primarily  on  history  and  clinical  findings. 

The  purpose  of  this  paper  is  to  describe  a 
diagnostic  test  for  carpal  tunnel  syndrome  using 
an  electronic  stimulator  and  electromyographic 
recordings.  This  method  of  recording  was  first 
developed  by  Hodes  and  his  associates.1  Elec- 
trodes are  placed  over  the  belly  of  the  muscle  to 
be  studied  then  a shock  is  applied  to  the  nerve. 
By  amplifying  the  resulting  action  potential  and 
photographing  it  as  an  oscilloscope  trace  the 
time  taken  by  the  impulse  to  travel  from  the 
point  of  stimulus  to  the  muscle  can  be  measured 

(Fig.  1). 

This  time  is  proportional  to  the  distance  be- 
tween the  stimulus  and  the  recording  electrode 
and  is  called  the  latency  of  response  or  conduc- 
tion time. 

Changes  in  motor  nerve  conduction  in  patients 
with  lesions  of  the  median  nerve  at  the  wrist 
were  first  reported  by  Simpson  in  1956.2  In  25 


dv-  d 


Fig.  1.  Method  of  recording  and  timing  response  of  thenar 
muscle  to  stimulation  of  median  nerve.  Stimulus  artifact, 
motor  response  tracing  as  seen  on  the  oscilloscope,  and 
time  signal,  appear  at  bottom  of  the  figure. 

normal  subjects  latency  of  conduction  in  the 
median  nerve  from  just  above  the  wrist  and  the 
thenar  muscles  was  3 to  5 milliseconds.  In  11  of 
15  patients  with  suspected  carpal  tunnel  syn- 
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Fig.  2.  Records  as  photographed  from  oscilloscope  screen, 
left  — carpal  tunnel  syndrome,  right  — normal  median 
nerve,  five  millivolt  calibration  signal  recorded.  Response 
curves  from  stimulus  at  wrist  above,  at  elbow  below.  Time 
signal  dots  represent  milliseconds. 

drome,  the  latency  of  response  was  significantly 
increased. 

In  1960  Thomas3  reported  a more  extensive 
study  on  95  patients  with  suspected  carpal  tun- 
nel syndrome.  Sixty  of  these  showed  a value  ex- 
ceeding 5 milliseconds  for  conduction  time  from 
wrist  to  a coaxial  electromyograph  needle  in  the 
abductor  digiti  quinti.  Unfortunately,  there  is  no 
report  on  the  follow-up  of  this  large  series. 

In  1956  Carpendale,4  using  surface  electrode 
recording  reported  on  49  cases  of  carpal  tunnel 
syndrome,  only  four  of  which  showed  values 
under  5 m sec. 

nerves  compared 

The  method  used  in  our  study  was  similar  to 
that  described  by  I lodes  and  associates.  For 
recording,  a small  tin  alloy  cup  (8  mm.  diameter) 
was  placed  over  the  end  plate  zone  of  the 
abductor  digiti  quinti  muscle.  The  stimulus  was 
applied  through  2 rounded  electrodes,  each  6 
mm.  in  diameter,  held  firmly  over  the  median 
nerve  at  the  wrist  and  elbow.  Stimuli  averaged 
0.2  m sec.  in  duration  and  were  increased  in 
voltage  until  maximal  response  was  seen  on  the 
oscilliscope.  The  response  was  then  photograph- 
ed with  a Polaroid  camera.  The  conduction 
distance  was  measured  by  applying  a steel  tape 
closely  over  the  skin  along  the  course  of  the 
nerve  between  the  point  of  wrist  stimulation  and 
the  electrode  over  the  belly  of  the  abductor 
digiti  quinti,  or  between  the  stimulation  sites 
on  the  arm.  Conduction  time  was  determined 


by  measuring  the  distance  on  the  photograph 
between  the  stimulus  artifact  and  the  start  of  1 
action  potential,  using  a time  signal  as  a scale. 
All  cases  with  suspected  carpal  tunnel  syndrome 
had  delayed  conduction  in  the  affected  nerve 
compared  with  conduction  over  the  same  seg- 
ment on  the  contralateral  side. 

The  photographs  can  be  measured  accurately 
within  0.3  m sec.  Conduction  distance  from 
wrist  to  hand  varied  from  5.2  to  10.2  cm.,  averag- 
ing 7.0  cm.  Conduction  velocity  is  calculated 
from  conduction  time  and  distance  between 
points  of  stimulation.  Distance,  in  meters,  is 
divided  by  remainder  after  subtracting  con- 
duction time  of  the  wrist  stimulus  from  conduc  - 
tion time  of  the  elbow  stimulus,  measured  in 
seconds.  If  conduction  time  from  die  elbow  is 
8.5  m sec.,  conduction  time  from  the  wrist  3.5  m 
sec.,  and  the  distance  25  cm.,  the  velocity  is: 

■0085-50035=5°  meterS  PCr  SeCOnd’ 

In  this  study,  53  median  nerves  were  examined 
in  patients  referred  for  electrodiagnostic  exam- 
ination at  the  University  Hospital.  Ten  nerves 
were  in  normal  persons,  34  were  in  patients  with 
neuromuscular  disorders,  and  9 were  in  patients 
in  whom  clinical  findings  strongly  suggested 
carpal  tunnel  syndrome. 

symptoms  and  signs 

The  9 nerves  with  presumed  carpal  tunnel 
syndrome  presented  the  following  symtoms:  pain 
in  4,  parasthesias  or  numbness  in  9,  weakness 
in  5.  The  following  signs  were  present:  wrist 
tenderness  in  2,  positive  Tinel’s  sign  (distal  tin- 
gling on  percussion)  in  3,  median  nerve  sensory 
loss  in  9,  atrophy  in  4,  and  weakness  in  4.  Needle 
electromyography  demonstrated  fibrillation  in  4 
and  fasciculation  in  one. 

In  only  one  of  the  above  nerves  was  response 
from  the  thenar  muscle  so  small  that  adequate 
measurement  of  the  conduction  time  could  not 
be  made.  In  the  remaining  8,  values  for  con- 
duction time  ranged  from  5.0  to  9.9  m sec.,  with 
a mean  at  7.0  m sec.  In  all  cases,  values  on  the 
affected  side  were  one  or  more  milliseconds 
greater  than  on  the  normal  side. 

Typical  examples  of  normal  and  abnormal 
nerve  conduction  are  seen  in  figure  2.  Figure 
3 plots  conduction  time  against  distances  for 
normal  and  abnormal  values. 

In  the  10  median  nerves  of  normal  persons 
and  in  24  of  the  nerves  of  persons  with  various 
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neuromuscular  disorders  the  values  for  conduc- 
tion time  across  the  wrist  varied  from  2.8  to 

5 m sec.  with  average  of  3.7  m sec.  None  of 
these  subjects  had  any  symptoms  or  signs  sug- 
gesting pathologic  involvement  of  the  fibers  of 
the  median  nerve  to  the  thenar  muscle. 

In  10  nerves  of  patients  with  neuromuscular 
diseases  the  values  for  conduction  time  across 
the  wrist  were  in  excess  of  5 m sec.  In  8 nerves 
there  was  evidence  of  pathologic  involvement 
of  the  nerve  fibers  to  the  thenar  muscle.  In  all 
these  there  was  slowing  of  conduction  velocity 
in  the  fibers  proximal  to  the  wrist.  Only  one  of 
the  patients  with  carpal  tunnel  syndrome  had  a 
significant  degree  of  slowing  in  these  fibers. 
Conduction  velocity  in  this  case  was  37  meters 
per  second.  (Fig.  4).  It  is  assumed  that  he  had 
a lesion  involving  the  lower  portion  of  the 
brachial  plexus. 

Six  of  the  9 nerves  compressed  by  the  carpal 
ligament  had  surgical  section  of  the  carpal  liga- 
ment and  neurolysis  of  the  median  nerve  at  the 
wrist. 

There  was  relief  of  symptoms  in  all  six  cases, 
although  in  one  patient  with  bilateral  disease 
and  severe  atrophy,  motor  recovery  was  minimal. 

Three  of  these  patients  who  had  surgery  had 
repeat  nerve  conduction  studies.  In  only  one 
(the  patient  with  severe  atrophy)  was  the  con- 
duction time  still  prolonged  2 months  after  sur- 
gery. 

comment 

The  results  of  this  series  agree  very  closely 
with  those  described  previously  by  Simpson, 
Thomas  and  Carpendale.  Simpson  and  Thomas 
used  needle  electrodes  for  recording  from  the 


thenar  muscues.  A number  of  cases  were  check- 
ed comparing  needle  electrode  recording  with 
surface  electrode  recording.  As  both  methods 
produced  almost  identical  values,  the  surface 
electrode  would  seem  to  have  the  advantage  of 
less  discomfort  to  the  patient. 

In  our  series,  we  did  not  have  cases  with  carpal 
tunnel  syndrome  with  conduction  time  less  than 
5 m sec.  as  were  described  in  other  papers.  Al- 
though it  is  agreed  by  all  observers  that  values 
over  5 m sec.  nearly  always  mean  prolonged 
latency,  the  figure  is  not  an  absolute  one.  As  in 
other  tests  of  biological  phenomena,  there  is 
apparently  no  sharp  distinctions  between  normal 
and  abnormal  values.  Therefore,  more  attention 
should  be  paid  to  differences  between  conduc- 
tion times  of  the  distal  segments  on  two  sides 
than  to  absolute  values. 

We  encountered  difficulty  in  contacting  pa- 
tients for  a repeat  examination  but  it  is  evident 
from  two  cases  with  repeated  studies  that  the 
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conduction  time  following  section  of  the  carpal 
ligament  returns  to  normal  as  symptoms  subside. 

A recent  paper  reviewed  the  effects  of  oper- 
ations on  median  nerve  conduction  in  20  cases.* * * * 5 
Latency  of  conduction  decreased  in  most  cases 
to  below  5 m sec.  although  in  some  cases  18 
months  elapsed  before  return  to  normal  values. 
A few  patients  with  severe  conduction  defects 
( over  10  m sec. ) did  not  have  return  of  normal 
motor  nerve  conduction. 

One  patient  in  our  series  with  severe  atrophy, 
although  symptomatically  improved  by  surgery, 
did  not  show  any  change  in  nerve  conduction 
two  months  after  operation.  In  view  of  the  ex- 
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periences  of  Goodman  and  Gilliat5  a longer 
follow-up  is  needed  in  such  patients. 

Most  cases  of  neuromuscular  disease  with 
values  for  conduction  time  in  the  median  nerve 
across  the  wrist  greater  than  5 m sec.  will  be 
distinguished  from  carpal  tunnel  syndrome 
through  needle  electrode  examination,  conduc- 
tion velocity  studies  and  clinical  findings. 

However,  there  will  no  doubt  be  a small  num- 
ber of  confusing  cases  with  prolonged  conduc- 
tion time  such  as  the  two  described.  It  is  here 
that  clinical  judgment  rather  than  a laboratory 
test  must  decide  whether  a tunnel  syndrome 
really  is  present. 

The  cause  of  the  slow  nerve  conduction  across 
the  wrist  in  carpal  tunnel  syndrome  remains 
open  to  speculation.  Conduction  velocity  in 
nerve  fibers  varies  directly  as  the  fiber  diameter. 
Weiss  and  Hiscoe6  have  demonstrated  that  when 
ligatures  were  applied  to  nerves  of  adult  ani- 
mals, some  fibers  persisted  through  the  lesion 
without  distal  degeneration,  but  underwent  a 
reduction  in  diameter.  Fibers  that  degenerated 
developed  a permanent  reduction  in  diameter 
when  they  regrew  through  the  restricted  zone. 

If  we  can  consider  the  constricting  band  at 
the  carpal  ligament  similar  to  an  experimental 
ligature,  reduced  nerve  fiber  diameter  distal 
to  this  constriction  may  be  the  explanation  of  the 
slow  conduction. 

Thomas  found  slowing  of  conduction  proxi- 
mal to  the  wrist  in  ten  patients  with  presumed 
carpal  tunnel  syndrome.3  In  our  patient  with 
slow  conduction  velocity  there  was  marked  com- 
pression of  the  nerve  by  the  carpal  ligament.  As 
wrist  surgery  here  gave  excellent  results  there 
was  no  reason  to  suspect  a more  proximal  lesion. 


Findings  similar  to  slowing  of  conduction  in 
proximal  fibers  have  been  described  in  animal 
experiments.  Recent  studies  have  shown  slow- 
ing of  conduction  proximal  to  a variety  of  peri- 
pheral nerve  lesions  associated  with  a reduction 
in  proximal  fiber  diameter.7 

summary 

Measurement  of  conduction  time  in  motor 
fibers  of  the  median  nerve  supplying  the  thenar 
muscles  is  a useful  laboratory  test  for  carpal  tun- 
nel syndrome.  It  is  perhaps  more  important  to 
compare  with  the  value  on  the  contra-lateral 
side  than  to  rely  on  comparing  a single  value 
with  a series. 

The  test  is  an  adjunct,  not  an  irrefutable  guide, 
to  the  diagnosis  of  this  often  overlooked  nerve 
lesion  in  the  wrist.  ■ 

University  Hospital  (5) 
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PRICES  AND  POLITICAL  PROMISES 

For  the  first  time,  medical  care  and  drugs  have  become  recognized  items  of 
cost  that  the  public  is  not  used  to— and  they  don’t  like  it.  It  makes  little  difference 
that  the  cost  is  still  cheap  and  within  the  means  of  most  people.  They  still  don’t  like 
it,  especially  when  some  of  our  politicians  tell  them  that  the  costs  are  too  high— and 
through  legislation  “I  can  get  it  for  you  for  free  or  for  practically  nothing.” 

Theodore  G.  Klumpp,  M.D.,  president,  Winthrop  Laboratories,  in  New  York  Medicine,  Aug.  20,  1961 
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Migrant  Labor  Camp  Sanitation  in  Washington 

PHILIP  E.  SMART,  B.  S.  Port-au-Prince,  Haiti 


Conditions  in  farm  labor  camps  are  being  ameliorated  in  Washington  as  a 
result  of  adoption,  by  the  Board  of  Health,  of  regulations  including  issuance 
of  a permit  to  those  camps  meeting  certain  standards.  The  standards  have 
been  in  effect  since  March,  1960.  Inspection  during  the  first  year  indicated 
that  36  per  cent  of  the  camps  could  meet  minimum  specifications  without  fur- 
ther effort.  In  the  remaining  64  per  cent,  deficiencies  were  found  in  water 
supply,  sewage  disposal,  living  space  and  sufficiency  of  sanitary  facilities. 
Continued  improvement  of  health  conditions  for  migrant  workers  may  be  ex- 
pected as  more  farmers,  in  addition  to  public  health  agencies,  recognize  their 
responsibilities  regarding  this  problem  and  as  community  concern  develops  in 
response  to  public  opinion. 


The  public  health  program  governing  sanitation 
of  housing  is  aimed  specifically  at  prevention  of 
disease.  Those  situations,  with  inherent  factors 
operating  to  pose  special  hazards  to  the  health  of 
the  occupants,  and  indirectly  through  them  to 
the  remainder  of  the  community,  receive  special 
attention  from  health  agencies.  Labor  camps 
housing  migratory  agricultural  workers  frequent- 
ly constitute  such  a situation. 

Unlike  much  housing  in  the  United  States,  la- 
bor camps  are  frequently  constructed  in  rural 
areas  remote  from  the  inspection  and  supervision 
of  regulatory  agencies.  As  they  are  frequently 
constructed  for  use  during  only  short  periods  of 
the  year  and  represent  a capital  investment  in 
what  is  often  a marginal  industry  with  unpredict- 
able economic  stability,  they  are  frequently  built 
at  as  low  a cost  as  is  possible.  The  consequent 
adverse  effect  of  inferior  materials  and  poor  de- 
sign is  often  compounded  by  poor  workmanship 
of  unskilled  farm  hands,  utilized  as  amateur 
craftsmen  during  periods  of  slow  farm  activity. 
Since  migratory  laborers  occupying  labor  camps 
are  only  present  for  short  periods  and  therefore 
may  not  regard  dwellings  as  they  would  long 


Mr.  Smart,  former  advisory  sanitarian  with  Washington 
State  Department  of  Health,  is  now  in  Haiti,  engaged  in 
a malaria  eradication  program  being  conducted  under  di- 
rection of  the  U.  S.  Department  of  State. 


term  domiciles,  mistreatment  of  the  dwelling 
units  and  sanitary  facilities  is  frequently  report- 
ed. As  both  men  and  women  often  work  in  the 
fields,  unattended  children  are  reported  responsi- 
ble for  abuse,  as  well,  and  dwelling  units,  sani- 
tary facilities  and  general  maintenance  of  the 
campgrounds  suffer  accordingly. 

rules  and  regulations 

The  hazards  to  health  frequently  existing  in 
this  environment  are  reflected  in  the  provisions 
of  the  Washington  State  Board  of  Health  Rules 
and  Regulations  Governing  Sanitation  in  Labor 
Camps.  These  regulations,  as  revised  in  March 
1961,  are  minimal  standards  less  strict  than  the 
President’s  Committee  on  Migratory  Labor  rec- 
ommendations which  are  viewed  by  many  health 
workers  as  a national  guide  for  minimum  stand- 
ards for  migrant  labor  housing. 

Like  other  public  health  regulations  which 
govern  the  domestic  environment  these  deal 
with:  provision  of  pure  water;  safe  disposal  of 
human  and  domestic  waste;  prevention  and  con- 
trol of  vectors  of  disease;  provision  of  dwelling 
units  which  are  lighted,  ventilated,  and  adequate 
in  space  to  prevent  overcrowding  and  permit  hy‘- 
genic  housekeeping;  maintenance  to  provide 
clean  surroundings  and  protect  occupants  against 
inclement  weather;  and  sanitary  facilities  to  per- 
mit minimum  standards  of  personal  hygiene.  In 
addition,  where  central  food  preparation  facili- 
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ties  are  provided,  appropriate  regulations  are 
applied  to  minimize  transmission  of  food  borne 
illness. 

water  supply 

Since  water  related,  as  well  as  water-borne, 
diseases  are  especially  prevalent  among  the  low- 
er socio-economic  groups,  the  regulations  require 
an  adequate  supply  of  hot  water  for  laundering 
and  bathing,  as  well  as  potable  water  for  drink- 
ing. Common  drinking  containers  are  prohibited 
in  order  to  prevent  transmission  of  fomite  borne 
infections  in  this  manner.  Interior  running  water 
is  required  in  new  dwelling  units  to  decrease 
the  potentiality  of  disease  transmission  involving 
gastro-intestinal  infections. 

sewage  and  liquid  waste  disposal 

Since  sewage  and  liquid  waste  disposal  systems 
constructed  without  guidance  of  regulatory  agen- 
cies frequently  resnlt  in  surface  emergence  of 
wastes  which  potentially  contain  pathogenic  or- 
ganisms, the  regulations  require  that  an  ap- 
proved private  sewage  disposal  system  be  pro- 
vided where  a public  sewer  is  not  available. 

plumbing 

To  prevent  hazards  associated  wtih  back-sy- 
phonage  of  contaminated  liquids,  cross  connec- 
tions are  prohibited,  and  to  assure  proper  oper- 
ation, plumbing  is  required  to  conform  to  basic 
plumbing  principles  as  set  forth  by  the  State 
Board  of  Health.  These  principles  make  recom- 
mendations relative  to  the  design,  construction, 
and  maintenance  of  the  entire  plumbing  system, 
stressing  the  results  desired  and  providing  for 
testing  the  work  but  not  specifying  details  of 
how  the  results  must  be  achieved.  Examples  of 
provisions  are  adequate  volume  and  pressure  in 
the  water  system  for  flushing  purposes,  adequate 
venting  of  the  system,  necessary  traps  and  clean- 
outs, and  maintenance  of  water  quality  which 
meets  State  Health  Department  bacteriologic 
standards. 

refuse  disposal 

In  order  to  prevent  insect  breeding,  rodent 
harborage,  or  other  health  hazards,  the  storage, 
collection,  transportation,  and  disposal  of  refuse 
is  regulated  with  respect  to  equipment,  design, 
storage,  location,  and  management  of  collection 
and  disposal. 

rodent  and  insect  control 

Due  to  the  possible  diversity  of  rodent  and  in- 


sect problems,  the  general  requirement  is  made 
that  appropriate  measures  be  taken  for  control  to 
prevent  vector  borne  disease  transmission,  as  well 
as  to  limit  infestation  of  biting  arthropods  which 
might  cause  lesions  subject  to  secondary  infec- 
tions. 

location  and  maintenance 

Provisions  are  made  with  respect  to  the  loca- 
tion and  maintenance  of  camps  for  the  purpose 
of  minimizing  hazards  to  the  health  of  occupants. 
Camps  must  be  located  on  well  drained  sites,  the 
grounds  must  be  maintained  clean  and  free  from 
refuse,  and  sand  or  dust  originating  in  the  camp 
must  be  stabilized  where  necessary. 

dwelling  units 

Construction  of  the  dwelling  units  themselves 
is  regulated  to  provide  for  protection  of  occu- 
pants against  the  elements.  Housing  must  be 
constructed  to  provide  for  privacy,  prevent  ro- 
dent infestations,  and  must  have  adequate  space 
to  minimize  the  air-borne  transmission  of  dis- 
ease-producing organisms.  Also  they  are  required 
to  be  kept  clean  and  in  good  repair  at  each 
change  of  occupancy.  In  newly  constructed 
dwelling  units,  space  requirements  are  slighth 
increased  and  provisions  must  be  made  for  ade- 
quate storage  facilities  for  the  occupants’  posses- 
sions. Slightly  lower  space  requirements  in  ex- 
isting housing  are  a recognition  of  the  need  to 
use  existing  facilities  and  the  need  to  provide 
optimum  or  more  desirable  living  space  stand- 
ards. 

ventilation  and  heating 

Some  specific  requirements  are  included  with 
respect  to  provision  of  adequate  ventilation  to 
aid  in  minimizing  transmission  of  respiratory  in- 
fections. All  dwelling  units  must  be  provided 
with  means  of  cross  or  through  ventilation  to  al- 
low for  exchange  of  air.  Windows  in  all  dwelling 
units  must  be  openable  to  at  least  45  per  cent 
of  their  total  area.  In  newly  constructed  units, 
window  openings  to  the  exterior  must  represent 
an  aggregate  area  of  at  least  10  per  cent  of  the 
floor  area  of  the  dwelling. 

Heating  must  be  provided  only  if  housing  is 
used  during  periods  of  cold  weather.  When  pro- 
vided, the  heating  facilities  must  be  installed  and 
vented  in  such  a manner  as  to  avoid  a dangerous 
concentration  of  fumes  or  the  posing  of  a fire 
hazard. 


678 

Northwest  Medicine,  August  1962 


lighting 

In  order  to  permit  effective  cleaning  and  main- 
tenance in  the  interior  of  dwelling  units,  the  reg- 
ulations require  the  provision  of  adequate  light- 
ing in  all  housing  and  new  construction  must 
have  at  least  one  ceiling  type  light  fixture  and 
one  separate  wall  or  floor  type  outlet,  as  well. 

sanitary  facilities 

Minimum  numbers  of  toilet,  lavatory,  bathing, 
and  laundry  facilities  are  provided  for  and  are 
required  to  be  separate,  as  necessary,  for  the 
sexes,  to  encourage  use.  If  the  facilities  are  not 
located  in  the  dwelling  units  they  must  be  located 
within  reasonable  distances  for  the  same  reason, 
and  must  be  constructed  in  such  a manner  to  fa- 
cilitate cleaning.  The  toilets  must  be  of  approv- 
ed types  designed  to  prevent  access  of  flies  and 
rodents  to  human  waste  materials. 

food  handling  facilities 

If  food  handling  facilities  are  provided,  they 
must  conform  to  the  Rules  and  Regulations  of 
the  State  Board  of  Health  governing  food  estab- 
lishments. These  are  the  same  rules  enforced  in 
restaurants  throughout  the  state. 

bedding 

Beds  or  bunks  must  be  provided.  This  is  to 
discourage  the  primitive  practice  of  sleeping  on 


floors  which  is  still  reported  among  some  ethnic 
groups  of  migrant  farm  laborers.  It  must  be  as- 
sumed that  this  practice  brings  the  sleeper  into 
contact  with  cold  surfaces  and  increases  the  in- 
halation of  dust.  These  conditions,  which  may 
increase  the  hazard  of  respiratory  infections,  are 
therefore  discouraged. 

supervision  and  responsibility 

The  final  provisions  of  the  Washington  State 
Board  of  Health  Rules  and  Regulations  govern- 
ing sanitation  in  labor  camps  place  the  responsi- 
bility for  cleanliness  and  repair  of  the  camps 
upon  the  operator  and  require  that  reasonable 
efforts  be  exercised  by  him  to  remain  aware  of 
the  presence  of  communicable  disease  and  to  re- 
port any  known  cases  to  the  health  officer.  This 
placement  of  responsibility  is  felt  necessary  due 
to  the  transient  nature  of  the  occupancy  and  the 
socio-economic  status  of  many  occupants,  which 
experience  has  shown,  necessitates  the  exercise 
of  a certain  degree  of  guidance. 

This  final  section  of  the  regulations  places  the 
emphasis  appropriately  on  the  over-all  objective 
of  the  regulatory  instrument:  improved  sanita- 
tion and  the  prevention  of  communicable  dis- 
ease. ■ 

U.  S.  AID,  Port-au-Prince , Haiti 
Department  of  State  Mail  Room 
Washington  25,  D.  C. 


THE  WRITER’S  DUTY 

...  I decline  to  accept  the  end  of  man.  It  is  easy  enough  to  say  that  man  is 
immortal  simply  because  he  will  endure;  that  when  the  last  ding-dong  of  doom  has 
clanged  and  faded  from  the  last  worthless  rock  hanging  tideless  in  the  last  red  and 
dying  evening,  that  even  then  there  will  still  be  one  more  sound:  that  of  his  puny 
inexhaustible  voice,  still  talking.  I refuse  to  accept  this.  I believe  that  man  will  not 
merely  endure:  he  will  prevail.  He  is  immortal,  not  because  he  alone  among  creatures 
has  an  inexhaustible  voice  but  because  he  has  a soul,  a spirit  capable  of  compassion  and 
sacrifice  and  endurance.  The  poet’s,  the  writer’s,  duty  is  to  write  about  these  things. 
It  is  his  privilege  to  help  man  endure  by  lifting  his  heart,  by  reminding  him  of  the 
courage  and  honor  and  hope  and  pride  and  compassion  and  pity  and  sacrifice  which 
have  been  the  glory  of  his  past.  The  poet’s  voice  need  not  merely  be  the  record  of  man, 
it  can  be  one  of  the  props,  the  pillars  to  help  him  endure  and  prevail. 

William  Faulkner,  Nobel  Prize  Speech,  1950 
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Spontaneous  Rupture  of  Spleen 

A Case  of  Chronic  Pancreatitis  Complicated  by  Splenic 
Rupture  and  Subsequent  Cholecystitis 

H.  LLOYD  SCHIESS,  M.D.  / DAVID  W.  RABAK,  M.D.  Seattle,  Washington 


Diagnosis  of  pancreatitis  teas  established  by  biopsy  taken  during  laparotomy. 
During  the  next  five  years  the  patient  was  seen  for  various  symptoms,  usually 
associated  with  intake  of  alcohol.  Rupture  of  the  spleen  occurred  during  the 
night,  with  sudden,  severe  pain  awaking  the  patient.  No  history  of  trauma 
could  be  elicited.  Splenectomy  was  followed  by  immediate  recovery  but  seven 
months  later  the  gall  bladder,  previously  uninvolved,  was  diseased  and  con- 
tained stones. 


Spontaneous  rupture  of  the  spleen  associated 
with  pancreatitis  is  rare,  as  evidenced  by  the 
fact  that  this  condition  has  been  documented  in 
very  few  case  reports.  Furthermore,  most  have 
been  proven  to  follow  trauma  which  can  be 
minimal  and  the  rupture  is  often  delayed  weeks 
or  months.  Other  medical  conditions  which  may 
result  in  spontaneous  splenic  rupture  are  typhoid 
fever,  infectious  mononucleosis,  malaria,  hepa- 
titis and  congenital  hemolytic  anemia.1-*  Few 
are  diagnosed  at  surgery.  Most  are  diagnosed  at 
autopsy. 

We  wish  to  report  the  case  of  a patient  with 
pancreatitis  we  followed  for  a period  of  several 
years,  in  whom  the  diagnosis  was  made  by 
laporatomy  and  a biopsy  of  the  pancreas,  and 
who  five  years  later  developed  spontaneous  rup- 
ture of  the  spleen  proven  by  splenectomy  and 
followed  by  recovery. 

CASE  REPORT 

A 50-year-old  white  male  aircraft  engineer  was 
admitted  to  the  Doctors  Hospital,  Seattle,  on  May  6, 
1953,  complaining  of  severe,  boring  epigastric  pain 
of  twelve  hours  duration.  He  had  had  bouts  of  in- 
digestion, bloating,  and  diarrhea  for  several  years. 
He  admitted  that  he  had  consumed  one  to  two  pints 
of  whiskey,  together  with  several  beers,  daily  for 
the  past  twenty  years.  He  had  lost  sixty  pounds  in 
the  last  eighteen  months. 

Examination  revealed  an  alert,  quiet  male,  whose 
face  was  drawn  and  pale,  in  severe  pain  and  obvi- 
ously acutely  ill.  The  abdomen  appeared  distended. 
Peristalsis  was  absent.  There  was  exquisite  tender- 
ness to  palpation  in  the  epigastrium  with  muscle 
guarding  but  no  definite  rebound.  Blood  pressure 


was  170/90,  pulse  96,  respiration  22,  and  tempera- 
ture 100  F.  Stool  examination  showed  two-plus 
guaiac  reaction. 

Hemoglobin  was  16.5  Gm.  and  white  count  9,600. 
There  was  a trace  of  albumin,  a trace  of  sugar  and  a 
few  hyaline  casts  in  the  urine.  Cholecystograms  in- 
dicated normal  function  of  the  gall  bladder  and 
roentgen  examination  of  the  stomach  suggested  an 
extrinsic  mass,  possibly  pancreatic  cyst.  Repeat  ex- 
amination after  four  days  did  not  confirm  the  mass 
but  some  deformity  of  the  duodenal  cap  was  ob- 
served. Serum  amylase  and  lipase  were  normal.  He 
was  discharged  and  advised  to  follow  conservative 
regimen. 

He  was  readmitted  a month  later  after  12  hours 
of  right  lower  quadrant  pain,  of  increasing  intensi- 
ty. Classical  signs  and  symptoms  of  appendicitis 
were  present. 

On  June  13,  1953,  an  exploratory  laporatomy  was 
done  through  a right  upper  paramedian  incision 
for  possible  acute  appendicitis  or  perforated  ulcer. 
The  liver  appeared  to  be  normal  in  size  and  color. 
The  gallbladder  was  bluish  in  color,  was  thin-walled, 
easily  compressible  and  contained  no  stones.  About 
6 cm.  from  the  tip  of  the  cecum  was  found  an 
acutely  inflamed  appendix  epiploica,  which  was 
partly  fibrosed.  The  vermiform  appendix  was  thick- 
xvallend  and  the  lumen  was  soft.  It  was  not  removed. 
The  stomach  and  duodenum  were  pushed  forward 
by  a large  mass.  The  gastrocolic  omentum  was 
edematous.  It  was  opened  to  expose  the  pancreas. 

The  head,  neck,  body,  and  tail  of  the  pancreas 
were  greatly  enlarged.  The  gland  was  about 
to  5 times  normal  size,  very  hard,  irregular,  and 
immobile  An  attempt  was  made  to  aspirate  several 
nodular  areas  for  fluid.  About  1 cc.  of  bloods  serous 
fluid  was  removed  from  one  area.  Amylase  in  this 
material  was  1037.  We  felt  we  were  dealing  iui 
carcinoma  of  the  pancreas  and  took  a wedge  of  tin- 
tissue  which  was  pale  in  color  and  rubbery.  It 
proved  to  be  chronic  interstitial  pancreatitis. 

Examination  of  the  abdomen  three  months  latei 
revealed  that  the  epigastric  fullness  and  tenderness 
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uid  disappeared.  The  patient  was  doing  fairly  well. 
|?or  the  next  four  or  five  years,  his  well  being  and 
general  health  were  inversely  proportional  to  his 
ntake  of  alcoholic  beverages.  He  was  admitted 
o different  hospitals  at  various  times  with  attacks 
)f  indigestion.  At  one  time  he  was  hospitalized 
lifter  attempting  suicide  by  slashing  his  wrists. 

He  was  re-admitted  to  the  Doctors  Hospital, 
Vpril  28,  1958,  with  severe  pain  in  the  epigastrium, 
de  had  been  awakened  about  two  o’clock  in  the 
norning  by  a sudden  upper  abdominal  pain,  which 
aused  him  to  vomit.  The  pain  radiated  to  the  left 
houlder.  In  an  attempt  to  get  out  of  bed,  he 
ainted  and  was  sent  to  the  hospital  by  ambulance. 
Careful,  repeated  questioning  failed  to  reveal  a his- 
ory  of  trauma. 

He  appeared  to  be  in  severe  pain.  His  expression 
vas  anxious,  he  was  pale,  and  his  face  was  covered 
vith  perspiration.  His  pulse  was  thready  but  he 
vas  still  alert.  Blood  pressure  was  100/68,  pulse 
122,  respiration  24,  temperature  97. 2F.  There  was 
ibdomenal  distention  with  tympany,  absent  bowel 
rounds,  tenderness,  rigidity  and  guarding  in  the 
pigastrium  and  the  left  upper  quadrant.  No  definite 
fluid  wave  could  be  elicited.  Films  of  the  abdomen 
jrevealed  a few  loops  of  distended  small  bowel, 
probably  ileus,  but  no  air  under  the  diaphragm. 
There  was  some  fluid  at  both  lung  bases.  He  was 
(started  on  gastric  suction,  intraveneous  fluids,  and 
Demerol  for  pain. 

Hemoglobin  was  8.2  Gm.,  hematocrit  26,  leuco- 
icytes  21,700.  Repeat  laboratory  tests  the  next  day 
revealed  evidence  of  further  blood  loss.  Hemo- 
globin was  6.7  Gr.  and  hematocrit  21.5.  In  the  next 
two  days  he  was  given  1500  cc.  of  whole  blood. 
This  brought  hemoglobin  to  9.6  Gr.  and  hemato- 
crit to  31.5.  Upper  gastrointestinal  studies  com- 
pleted May  12,  revealed  the  stomach  to  be  displaced 
medially  and  upward  by  a mass  in  the  left  upper 
quadrant  of  the  abdomen.  The  left  diaphragm  was 
| elevated  and  stationary.  There  was  a deformity  of 
the  duodenal  cap  possibly  from  extrinsic  pressure. 
Intravenous  pyelogram  showed  good  function  of  both 
kidneys,  but  there  was  slight  displacement  of  the 
left  kidney  from  pressure  by  this  mass. 

On  May  15,  1500  cc.  more  blood  was  given  after 
which  his  hemoglobin  was  12.4  Gm.,  hematocrit  39, 
leucyocytes  17,350.  On  May  16,  exploratory  laparo- 
tomy was  done  through  a left  subcostal  incision  for 
possible  pancreatic  cyst  or  abscess. 

A huge,  well-localized  mass  was  found  in  the 
left  upper  quadrant.  Aspiration  provided  about  100 
cc.  of  bloody  fluid,  which  later  was  examined  and 
found  to  contain  amylase,  3200.  Further  exploration 
revealed  about  2500  cc.  of  old,  clotted,  organized 
blood,  adherent  to  the  diaphragm  rendering  it 
immobile.  This  mass  was  bluntly  dissected  from 
the  diaphragm,  the  posterior  part  of  the  stomach, 
and  the  upper  part  of  the  tail  of  the  pancreas.  In 
this  process  it  was  found  that  the  spleen,  which  was 
incorporated  in  this  mass,  was  completely  fragmen- 
ted into  pieces  three  or  four  centimeters  in  diame- 
ter, and  was  barely  recognizable  as  spleen.  It  was 
necessary  to  ligate  only  one  vessel  in  the  splenic 
pedicle.  One  week  after  his  release  he  went  back 
to  work  but  was  unable  to  regain  weight  and  did 
very  poorly. 

Four  months  later  he  developed  epigastric  pain, 
this  time  in  the  right  upper  quadrant,  and  he  was 
readmitted  to  the  hospital  on  November  12,  1958. 
Extensive  studies  were  done,  among  which  were 


cholecystograms,  which  revealed  a nonfunctioning 
gallbladder,  with  possible  stones.  On  December  9, 
1958,  the  abdomen  was  explored  through  a right 
upper  subcostal  incision.  This  time  the  picture  had 
changed.  In  contrast  to  the  blue,  thin-walled,  com- 
pressible gallbladder,  found  five  years  previously, 
it  was  now  thick-walled  surrounded  by  adhesions 
and  grey  in  color,  and  contained  some  small  stones. 

Two  separate  cholangiograms  were  done  through 
a polyethylene  catheter  using  10  cc.  of  dye  before 
each  film.  The  common  and  hepatic  ducts  were 
greatly  dilated  but  no  dye  had  entered  the  duode- 
num and  there  was  no  reflux  into  the  pancreatic 
ducts.  The  common  duct  was  opened  and  consider- 
able dark  blue  bile  pigment  and  a few  small  stones 
removed.  No  probe  could  be  placed  through  the 
ampulla,  so  transduodenal  sphincterotomy  was  done 
through  a thickened  and  fibrosed  sphincter.  We  were 
unable  to  cannulize  the  pancreatic  ducts.  The  gall 
bladder  was  removed  and  a T-tube  placed  in  the 
common  duct. 

In  January,  1960,  after  a severe  upper  respiratory 
infection,  he  developed  frank  diabetes  mellitus. 
Fasting  blood  sugar  was  400.  Control  by  diet  and 
tolbutamide  has  been  satisfactory.  He  is  now  doing 
his  job  as  an  aircraft  engineer  and  feels  fairly  com- 
fortable. 

History  of  trauma  has  been  obtained  in  most 
cases  of  pancreatitis  with  ruptured  spleen  re- 
ported in  the  literature.  In  1955,  Byrd  and 
Couch'  reported  the  first  case  of  spontaneous 
rupture  of  the  spleen  in  pancreatitis  in  which 
splenectomy  was  done  with  recovery.  In  1957,  in 
reporting  two  splenic  hemorrhages  simulating 
acute  pancreatitis,  Henshaw  and  Murray6  report- 
ed two  cases  of  splenic  hemorrhage  with  lacera- 
tion and  hematoma  formation,  one  with  a his- 
tory of  trauma  and  the  other  without  such  a 
history.  Both  had  splenectomies  and  recovered. 
In  1960,  LaBree,  Fuller  and  Boman7  reported  a 
case  of  rupture  of  the  spleen  with  hematoma, 
associated  with  pancreatitis,  with  laparotomy 
and  evacuation  of  the  hematoma  without  splenec- 
tomy and  recovery.  In  1961,  Gardner  and  Pres- 
ton” reported  two  cases  of  ruptured  spleen  with 
pancreatitis.  One  case  clearly  had  a history  of 
trauma  with  laceration  and  splenectomy  and 
recovery.  The  other  case  apparently  had  no 
history  of  trauma.  Laparotomy  was  done  to 
evacuate  a large  hematoma,  in  which  the  spleen 
consisted  of  a jelly-like  mass  of  pulp.  Evacua- 
tion of  this  hematoma  and  splenectomy  was  done 
with  recovery.  In  1943,  Zabinski  and  Harkins,9 
in  a report  of  177  collected  cases  of  delayed 
splenic  rupture  following  trauma,  reported  that 
two  were  associated  with  pancreatitis.  In  a 
recent  article  Husni  and  Turell10  reported  in- 
creasing evidence  that  normal  spleens  do  not 
rupture  spontaneously. 

It  may  be  assumed  that  after  repeated  attacks 
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of  pancreatitis,  perisplenic  adhesions  are  formed 
and  thrombosis  of  the  splenic  vessels  takes  place, 
interference  with  blood  supply  produces  necrosis 
and  degeneration  of  the  organ  with  rupture.  The 
elevated  serum  amylase  values  in  our  case  were 
simply  indicated  recurrent  attacks  of  pancreatitis, 
which  we  had  anticipated.  Emphasis  in  the  past 
has  been  toward  the  medical,  rather  than  the 
surgical  aspects  of  this  disease.  Most  cases 
reported  indicate  that  cholecystitis  and  choli- 
lithiasis  have  been  conditions  preceding  pan- 
creatitis, but  in  our  own  case,  we  were  able  to 
demonstrate  the  exact  reverse,  with  cholecystitis 
and  cholilithiasis  developing  as  sequels  to  repeat- 
ed attacks  of  pancreatitis. 

conclusion 

The  possibility  of  splenic  hemorrhage  should 
be  considered  in  any  differential  diagnosis  in 
acute  abdominal  emergencies  where  there  is  evi- 
dence of  blood  loss,  even  in  the  presence  of  pan- 
creatitis and  in  the  absence  of  definite  history 
of  trauma.  ■ 
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SOMETHING  INTERESTING  TO  SAY 

Students  cannot  be  forced  to  learn.  This  fact  alone  makes  compulsory  attendance 
at  lectures  a rather  senseless  anachronism  whose  perpetuation  at  Guy’s  has  provoked 
one  of  this  week’s  correspondents  to  reasonable  complaint.  By  insisting  on  attendance 
at  courses  of  lectures  London  University  implies  either  that  its  students  are  so  reluctant 
to  learn  anything  that  some  attempt  must  be  made  to  coerce  them  to  do  so,  or  that  a 
doctor  is  inadequately  trained  unless  he  has  sat  through  a certain  number  of  lectures  on 
prescribed  subjects,  Undoubtedly  a doctor  must  cover  the  whole  syllabus  in  his  train- 
ing, but  the  comprehensive  nature  of  the  final  examinations  is  sufficient  guarantee  of 
this;  and  the  fact  that  many  students,  with  the  help  of  their  more  orthodox  colleagues, 
succeed  in  avoiding  attendance  at  any  lectures  and  yet  do  equally  well  indicates  that 
lectures  are  dispensable. 

At  the  World  Conference  on  Medical  Education  in  1953— the  occurrence  of  which 
showed  that  medical  teachers  themselves  are  anxious  to  change  their  techniques— a 
speaker  said  that  “The  lecture  is  not  the  appropriate  medium  for  the  presentation  of 
factual  information.  Its  primary  function  is  the  communication  of  theoretical  concepts”. 
In  these  days  where  eveiy  branch  of  medicine  has  a wide  range  of  textbooks,  purely 
factual  information  is  sensibly  and  economically  gathered  by  reading,  not  by  the  labor- 
ious note-taking  at  a monologue  by  someone  who  was  neither  appointed  to  his  job 
for  his  prowess  in  lecturing  nor,  in  some  cases,  is  at  all  interested  in  it. 

The  abolition  of  compulsory  lectures  would  promote  a happy  situation  wherein 
people  with  something  interesting  to  say  and  the  ability  to  say  it  can  do  so  to  an  audi- 
ence who  want  to  listen. 

From  the  column.  Passim,  Guy's  Hospital  Gazette, 
London,  30th  June  1962 
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How  do  you  like  your  soup,  Doctor? 


- ;h  and  smooth  like  a delicious  Cream  of  Mushroom 
jJP?  Succulent  like  Campbell’s  Cream  of  Chicken?  The 
f sh  taste  of  Cream  of  Celery  Soup?  A hot  soup  to  hit 
■ spot  on  a cold  day?  A chilled  soup  on  a summer  day? 
i wever  you  like  your  soup,  you  want  it  delicious, 
tou  also  want  your  soup  to  be  nourishing.  And  with 
’ sir  wide  variety  of  essential  nutrients,  Campbell’s 

• jps  are  nourishing.  If  you  want  a patient  to  put  on 
ight,  for  instance,  you  can  recommend  our  frozen 

1 earn  of  Shrimp  Soup.  It  has  approximately  133  calories 
' a 7 oz.  serving.  Or,  if  you  want  to  give  a patient 

• nettling  satisfying  and  filling  but  with  fewer  calories, 
; u can  suggest  Cream  of  Asparagus  (about  52  per  serv- 
er). Fat  content  of  the  cream  soups  ranges  on  the  aver- 
e from  1.5  to  10  gm.  per  serving. 

- 


The  cream  soups  can  be  made  even  more  nutritious 
and  wholesome,  of  course,  by  preparing  them  with  milk. 
They’re  a good  way  to  get  more  milk  into  a patient, 
young  or  old. 

All  Campbell’s  Soups  are  naturally  good  . . . carefully 
blended  from  only  the  finest  ingredients.  In  our  picture, 
you  see  some  of  those  found  in  the  cream  soups.  We 
believe  you’d  be  interested  in  the  new  series  of  nutri- 
tional analyses  of  our  different  soups.  Write 
us  today  for  your  copy.  Recommend 
Campbell’s  Soups  to  your  patients  . . . and, 
of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company,  Dept.47,  Camden,  N.  J. 


THE  MARCHING  CHILDREN 


How  long  would  it  take  500,000  children  to  pass  through  your  office? 

That’s  a tremendous  army  of  patients— but  it  is  the  number  of  children  under  14  whose  lives  you 
and  your  colleagues  have  saved  since  1935  in  just  four  diseases— tuberculosis,  syphilis,  influenza  and 
pneumonia.  And  among  working-age  victims  2,000,000  are  alive  today  who  would  not  have  survived 
if  the  1935  death  rate  had  remained  constant. 

In  the  past  25  years,  new  and  potent  drugs  have  played  a significant  role  in  reducing  mortality 
from  these  diseases.  Such  an  achievement  results  from  the  combined  efforts  of  many  organizations, 
professions  and  enterprises . . . including  people  working  in  medical  and  pharmaceutical  research,  pro- 
duction, and  distribution,  who  make  drug  products  available  to  doctors  and  dentists,  hospitals  and 
pharmacies,  and  to  public  and  voluntary  health  agencies. 

The  prescription  drug  industry  is  proud  of  its  role  in  this  great  work. 

THIS  MESSAGE  IS  BROUGHT  TO  YOU  ON  BEHALF  OF  THE  PRODUCERS  OF  PRESCRIPTION  DRUGS. 
PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K.  STREET,  N.  W„  WASHINGTON,  D.  C 
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Relieves 

Anxiety 

and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Mil  town  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  f.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustai ned-release  capsules 
as  ME P ROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


CM  -4701 


WALLACE  LABORATORIES  / Cranbury,  N.  ]. 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 

without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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Diagrammatic  drawing  of  terminal  respiratory  unit. 


;iir  flow 


IN  ASTHMA 

with  dual  action 


MEDIHALER-DUO 

Potent  bronchodilation  plus  decongestion  and  reduction  of  edema;  Medihaler- 
Duo  provides  immediate  relief  for  the  asthmatic.  One  or  two  inhalations  from 
the  always-ready-to-use  Medihaler®  usually  resolves  attacks,  even  in  difficult 

r cases... no  need  to  burden  the  patient  with  continuous  systemic  medication. 

The  15  cc  metal  vial  contains  a suspension  of  the  bronchodilator,  isoproterenol  HCI,  and  the  vasocon- 
strictor, phenylephrine  bitartrate,  in  an  inert,  nontoxic  aerosol  vehicle. 

■ 

A uniform  dose  of  0.16  mg  of  isoproterenol  hydrochloride  and  0.24  mg  of  phenylephrine  bitartrate  is 
delivered  by  each  depression  of  the  valve.  Indicated  for  relief  from  dypsnea,  resulting  from  broncho- 
spasm;  congestion  of  respiratory  mucosa;  and  edema  encountered  in  acute  or  chronic  bronchial  asthma. 


Physician's  brochure  on  request.  Complete  data  and  instructions 
included  in  package  insert. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

U.S  PATENT  NOS.  2,837,249;  2.886,217;  2,968,427;  3.001,524;  3.014,844 


RIKER  LABORATORIES,  INC.,  Northridge,  California 


These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Dupierefa/1 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low. 

SUPPLIED:  SER-AP-ES  Tablets,  each  containing  0.1  mg.  SERPASIL*(reserpine  Cl  BA),  25  mg. 
APRESOLINE*  hydrochloride  (hydralazine  hydrochloride  CIBA),  and  1 5 mg.  ESIDRIX* 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions,  and  side  effects),  see  current  Physicians’  Desk  Reference  or  write  CIBA. 

1 . Dupler,  D.A.,  Greenwood,  R.J.,and  Connell,  J.T.:J.A.M. A.  174:1  23  (Sept.  1 0)  1 960. 

2.  Hobbs,  L.F.:  To  be  published,  z/zotwa 

CIBA 

SUMMIT,  N . J . 
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Before  prescribing  be  sure  to  consult  Winthrop's 
literature  for  additional  Information  about  dosage, 
possible  side  effects  and  contraindications. 


The  Milibis®  vaginal  suppository 
is  soft  and  pliant  as  a tampon.  It  offers 
proved  therapeutic  action*  in  an  exceptional 
vehicle.  The  suppository  is  clean,  odorless  and 
non-staining.  The  course  of  treatment  of  vaginitis 
(trichomonal,  bacterial  and  monilial)  with  Milibis  is  short 
-only  10  suppositories  in  most  cases.  Milibis®  vaginal  suppositories 
are  supplied  in  boxes  of  10  with  applicator. 


LABORATORIES 

New  York  1 8,  N.  Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a study  of  510  cases. 


Milibis  (brand  of  glycobiarsol), 


Emotional  control  regained... a family  restored... 
thanks  to  a doctor  and  'Thorazine’ 


During  the  past  seven  years,  ‘Thorazine’ 
has  become  the  treatment  of  choice  for 
moderate  to  severe  mental  and  emotional 
disturbances  because  it  is: 

■ specific  enough  to  relieve  underlying 
fear  and  apprehension 

■ profound  enough  to  control  hyperactivity 
and  excitement 

■ flexible  enough  so  that  in  severe  cases 
dosage  may  be  raised  to  two  or  three 
times  the  recommended  starting  level 

Experience  in  over  14,000,000  Americans 
confirms  the  fact  that,  in  most  patients, 
the  potential  benefits  of  ‘Thorazine’  far 


outweigh  its  possible  undesirable  effects. 

Of  special  value  in  mental  and  emotional 
disturbances:  Tablets  for  initial  therapy; 
Injection  (Ampuls  and  Vials)  for  prompt 
control;  Spansule®  sustained  release  cap- 
sules for  all-day  or  all-night  therapy  with 
a single  oral  dose. 

Smith  Kline  & French  Laboratories 


Thorazine® 

brand  of  chlorpromazine 

A fundamental  drug 

in  both  office  and  hospital  practice 


For  prescribing  information,  please  see  PDR  or  SK&F  literature. 


Posed  by  professional  models. 


- 


patient  protected 

. . . for  hours 


asthma  attack  averted 

...  in  minutes 


(the  dual-action  anti-asthmatic  tablet) 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  3/s  gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 


Prescribe  antivert,  a leading  anti-vertigo  product,  for  prompt  relief  of  vertigo,  Meniere’s 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid  50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


And  for  your  aging  patients  — 
NEOBON^  Capsules 
five-factor  geriatric  supplement 
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Carry  it 


Even  a petite  nurse  can  easily  pick  up  and  carry  a Sanborn  Visette®  electrocardiograph 
wherever  it’s  needed  — in  the  office,  on  house  calls,  in  the  clinic  or  laboratory.  Not  much 
bigger  than  a doctor’s  bag,  the  Visette  weighs  only  18  pounds  — with  all  accessories. 

And  as  portable  as  it  is,  a Visette  nevertheless  equals  any  “office  standard”  ECG  in  recording 
quality  and  accuracy.  Every  record  is  sharp,  clean,  permanent  and  — as  you  expect  from 
Sanborn  Company  — diagnostically  accurate.  Compactness  and  ruggedness  for  travel  are 
achieved  by  the  practical  means  of  modern  miniaturized  circuitry,  not  by  sacrificing  accuracy. 


wherever 
you  need 


If  you  prefer  the  greater  versatility  of  two  chart  speeds,  three  recording  sensitivities  and 
provision  for  recording  and  monitoring  other  phenomena,  the  Model  100  Viso-Cardiette  is  a 
logical  choice.  And  when  these  capabilities  are 
needed  in  a mobile  instrument,  the  mobile  cabinet 
version  (Model  100M)  is  designed  to  be  easily 
rolled  to  bedsides  in  hospital  or  clinic. 

Regardless  of  which  of  these  three  instruments 
you  choose,  each  has  a valuable  and  unique  fea- 
ture: Sanborn  service.  It  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and  value 
your  satisfaction. 


“on-the-spot” 


cardiography 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54,  Mass. 


Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  VV.  16th  Ave..  Capitol  7-7559 
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Today . . . ?/?  vtdvovaginitis 
you  can  almost  match  the <( olden  time  cures  of  100%'' 
legitimately,  with . . . TRIVA  COMBINATION 


■ Regardless  of  cause  (Monilia,  Trichomonas,  Non-specific),  85%  of  255  consecutive  vulvovaginitis  patients  were  clear  3,  or 
more,  months  after  treatment.  ■ Diagnosis  and  "cure  ’ were  based  on  the  most  definitive  and  objective  testing  methods  ever 
reported  - methods  determined  only  after  exhaustive  and  rigorously  controlled  studies.  ■ Side  effects  (burning  and/or 
irritation)  were  minimal.  Although  some  patients  did  complain,  these  complaints  were  no  more  than  could  be  expected  for  a 
non-selective  clinical  study. 

TRI\A  Combination  (Douche  & Jel)  is  simple  and  convenient  to  use ...  patient  cooperation  is  outstanding  — particularly 
since  the  therapeutic  course  is  so  short,  only  16  days.  ■ For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action, 
dosage  administration  and  precautions.  ■ REFERENCE:  1.  Moore,  J.  G.  and  Hindle,  W.  H.:  "Practical  Treatment  of  Clinical  Vulvo- 
vaginitis," delivered  at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver,  Colo.,  September  12,  1960. 

BOYLE  & COMPANY  bell  gardens,  California 
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Long-term  effectiveness  of  METICORTEN  continues 
to  be  demonstrated  in  J.  G.,  the  arthritic  miner  whose 
case  was  first  reported  a year  ago  and  who  is  leading 
a fully  active  life  today,  after  seven  years  of  therapy. 

before  Meticorten— Rheumatoid  arthritis  commencing  in  1949  with  severe  shoulder 

joint  pain Subsequent  involvement  of  elbows  and  peripheral  joints  with  swelling  and 

loss  of  function. Complete  helplessness  by  1951  (fed  and  dressed  by  wife) Unable  to 

work  despite  cortisone,  gold  and  analgesics Hydrocortisone  ineffective  in  1954.  since 

Meticorten  — Prompt  improvement  with  Meticorten,  begun  April  2,  1955 Returned 

to  work  that  same  year Maintained  to  date  on  Meticorten,  10-15  mg./day,  without 

serious  side  effects  and  without  losing  a day’s  work  at  the  mine  because  of  arthritis. . . . 
Joint  pain  still  controlled  and  full  use  of  hands  and  limbs  maintained.  The  foregoing  information  is  derived  directly 
from  a case  history  provided  by  Joel  Goldman,  M.D.,  Johnstown,  Pa.  Original  photograph  of  Dr.  Goldman’s  patient 
taken  November  10,  1960;  follow-up  photographs,  November  29,  1961.  Meticorten,®  brand  of  prednisone.  For 
complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  New  Jersey.  s.oio 


remember  this 
arthritic  miner, 
doctor? 

he's  still  working 
after  another 
successful  year 
(his  7th) 
on  Meticorten® 

brand  of  prednisone 


BIRTCHER  MEDICAL  ELECTRONICS 

Serving  The  Great  Northwest 

Factory  trained  representatives  to  bring  you  direct  counsel  and  service 


TOM  FITZGERALD 
Territory  Manager 

Portland 


DICK  SWAINSON 

Portland 


GENE  BELMONT 
Portland 


EDWARD  AAMODT 
Asst.  Territory  Mgr. 

Seattle 


JIM  SCRIVEN 
Seattle 


BURL  HATFIELD 

Spokane 


Birtcher  Medical  Electronics 
CARDIOLOGY 

Electrocardiographs  • Cardioscopes  • Heartpacer® 
Defibrillator  • Cardiac  Monitoring  and 
Resuscitation  Center 

ELECTROSURGERY 
Blendtome  • Hyfrecator®  • Electrosectilis® 

PHYSICAL  THERAPY 
Ultrasonics  • Muscle  Stimulator  • Shortwave 
Diathermy  • Ultraviolet  • Infrared  • Hydrotherapy 

all  of  the  above  are  available  on  the  exclusive 
Birtcher  lease  plan 


WALTER  EDWARD  EIK  IVAN  IRELAND 

CARMICHAEL  Billings  Eugene 

Tacoma 


THE  BIRTCHER  CORPORATION  • 4371  Valley  Blvd.,  Los  Angeles,  Calif.;  10711  N.E.  Weidler  St.,  Suite  208,  Portland,  Ore.,  AL  2-8889 


When  treatment  for 


is  indicated 


ROID 


T.M. 

tablets 


ANDROGEN  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . . 

...  5 mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . . 10  mg. 

Thyroid  Ext.  (1/2  gr.)  . . 

. .30  mg. 

Glutamic  Acid 

. . . 50  mg. 

Glutamic  Acid 

. .50  mg. 

Thiamine  HCI  

. . .10  mg. 

Thiamine  HCI  

. .10  mg. 

Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available:  Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Mcthyltcstostcronc-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp.  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endocrinology 
and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

(BRcAMJJfc  THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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It  is  with  great  pleasure  that  I invite  you  to  attend  the 
88th  Annual  Meeting  of  the  Oregon  State  Medical  Society. 
I believe  it  to  be  very  fitting  that  in  this  year  of  crisis  for  the 
medical  profession  we  are  planning  for  the  largest  attend- 
ance at  an  annual  session  ever  recorded  in  Oregon. 

This  year  we  inaugurate  our  Portland  meeting  in  the 
wonderful  Memorial  Coliseum.  For  the  first  time,  everything 
connected  with  the  meeting  will  be  under  one  roof.  The  sci- 
entific sessions,  commercial  exhibit,  scientific  exhibit,  the 
House  of  Delegates,  and  the  Reference  Committees  all  will 
be  readily  available  to  every  attending  physician. 

The  only  factor  not  under  control  of  our  committees  is 
physician  attendance.  If  you  will  accept  our  invitation  to  at- 
tend we  promise  you  a rewarding  and  eventful  meeting.  I'll 
see  you  in  Portland  in  September. 

Sincerely, 
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88th  Annual  Session 

Oregon  State  Medical  Society 

and 

35th  Sommer  Memorial  Lectures 

Officers  and  Guest  Speakers 


MELVIN  W.  BREESE,  M.D. 


RAYMOND  M.  MC  KEOWN,  M.D. 


DANIEL  K.  BILLMEYER 


H.  WM.  SCOTT,  JR.  M.D.  MAX  H.  PARROTT,  M.D.  WERNER  E.  ZELLER,  M.D.  HULDRICK  RAMMER,  M.D. 
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BEair  J.  Henningsgaard,  M.D.,  Astoria,  Presiding 

9:00  Changing  Concepts  in  the  Surgical  Management  of 
Atherosclerosis 

H.  William  Scott,  M.D.,  Nashville 
9:45  Visit  Scientific  and  Technical  Exhibits 


10:00  A. M. -5:00  P.M.— Section  on  Surgery— Georgia  Pacific  Room 

10:00  Peptic  Ulcers  in  Infancy  and  Childhood 
Russell  G.  Gustavson,  M.D.,  Portland 


b 

cn 


O 

o 

o 


<Q> 
cd  £ 
- O ^ 
C rno  O 
?! 
5 


§ o O, 

Q-  p "o 
o > 


O 

o 
> 
2 
on 
I 
c_ 

Q-  -o 
— * 

2 


n ■ <5 

=r  O P. 

3 

n’  5 

Qj  CPi 

5- 

X O -r 
3-  3 

CT  TS 
— 0) 


2 

CQ 


O 

o 


O 

cd 

3 

<D 

n 

SL 

tn 

n 

S’ 

3 


cd 

VI 

!£. 

o' 

2 

I 

o 

CD 

O 

C Q 

S* 

“O 

& 

ft 


?o 

3 


CD 

CD 

Q) 

“ O 

i> 

as 

d # 
CD  I 

i g 


i c to 


-o  o 
■<"  jr- 

$ <g 

O ej 
O S. 

Q_  <D 


73 

O 

O 

3 


(ft 


Q 

N 

on 

CD 

"O 

CD 

3 

cr 

CD 

to 

CO 


oo  oo 


on 

S> 


so  — — * 
— bo 
on  o O 


b< 


_ CD 
Z o’  cr 
CD  CD  c S 
— CD 

£3- 

• QJ 

~U  5. 
n 


O QJ 
Qj  3 


cr  cq 
o cd 
" 3 

25 


3 O 

o.  n 

S'? 

a, 

T3  ^ 

O 9r.' 
— n 

oo 

73 

O 

CD 

3 

cn 

3 

n 


o 

CD 
N 

P-8 

on  qi 

^ o 

O 3 

c _ 

</)'  3, 

CD 

n 

o' 

3 


73  73  S» 
n CD.  a 

3“  Qj  2. 
Ql  -h 
7 CO  CD 

Q_  Q_  w. 

< -+  S’ 
^°5- 

P)  > O 
UcQ  (ft 

3 0 o 


CD 

Q> 

Q_ 


CO 

CD 

"O 

O 


m 


Qj 


D 

n 


Oj 
3 

_ a. 

?!  7 

7 ~ CD 
3.  O in 

2 D 51 
“■5.  5' 

In  O 
-<  3 


CD 


— O 

b — 

O on 


O Q 2 $ 

8 2.S.? 

^ ° n'  3 

CO  Qj  £ CD 
CD  — ^ 

So  £>'" 
'-nl.S  j? 

5"  g-  -s  = 
O CD  o <B 

3 2^'’ 

2 §'  a.  S 

□ »°o 

O -n 

?>?  O 


m ■>  Q 

I*  i"  2. 

-OP 

3^0/ 

t3  " 

O-OJ  t/1 
— -< 

A - . 2 
Qj  CD  Q- 

’ °°  O 

5 3 

' cd 

. m 


n 


> n 
S QJ 
ai  3 

x 9: 

<•«  Qj 


0 n > 
Q)  o; 
CL  3; 

o o 
< 2. 
CD 


on 

Ql 


QJ 

7T 

CD 


_ o 

3 
< 
o 


n 


3 

(O  C 

n 


o 
3 

-<  Ql 


o 

o 


on 

o 


0 o x “ 

— -*■  s;  cd 

O'  CL  ^ 
03  3 

(ft 

05  ■ Q. 

C 1 CD 

3 5T^  , 

2 3 ^ Qi  ^ 
2(0  § — | 

>0^3 
cr  0 o’ 

CD  -> 

1 W 3 
“O  Oi 

1 r'  d 

Q_ 

STD 


CO 

S3 

— | 

0 

O 

> 

OJ  NO 

S3 

NO 

on 

OJ 

b 

b 

b 

NO  cn 

b 

O 

O 

O 

0 

0 

0 

2 

0 0 

0 

~n 

< -0  73  n 1 

"D 

Qj 

<-  on 

— 1 
— * 

73  ¥ 73 

— i 

i. 

ra?<OZ 

n 

Qj 

(ft  O O Qj  Qj 

”5 

‘ -O 

CD 

05-0 

CD 

b 

Q-  (D  cn  • (!) 

n 

=?  ^ Q-  2.D 

CD 

Z 3' 

Ql 

CL  y cr 

Ql 

O 

$ -+b; 

3 

c 

^ ^ 2 0 r a 

CD  CD 

3 

CD  -+.  CD 

3 

73 

3 ' 2 cn  ^ CD 

ru  0 

g- 

“7 

- o 


_ “O 
D CD_ 

CD  < 


O 

O Q; 
D (ft 

aT 


8 a 

2-  CD 
b qj 
n o 

QJ  -T1 
3 

Q-  <— 


CD  %r 
n CD 
3"  — 
3 

o’  (D 

Ql  Q) 


X i 
3"- 


cn 


C 

CO 

CD 

3 

CD 


"O 

c 

cr 


on 

3 

“O 

3" 

-< 


3 

Q. 

Q) 

3 

Ql 

"O 

O 


^ i 

□33 

CD 


O ^ 

' CD 

S-3 

|S 

Q-  — 

Ql 

•m  3 

73  m 
O • 

CD  % 

g-® 

a> 

c 

3 2 

' b 


a 


CD 

C 

3 

Ql 

O 

CL 


CD 

Ql 

cr 

CD 


3 

CL 

Ql’ 

3 

Ql 

■a 

o 


c 
x~  or. 

r1 3 

1 2 ^ 
CC2  _ 
CO  3- 
CD 


b eT  ; 

' 3 
-o  cr 

° cr 
— •< 

| 2 

Q-  CD 

Ql 

n 

Ql 

"3 

Ql 


CD 
Tl  O 

>2, 

O.on 

?o 

c?  3 
° CL 
? •< 


P? 

' CD 
cn  -• 

Ql  cn 

it 


3" 

CD 


n 

CD 


O 

cn 

CD 

O 

O 

3 

-< 


3 

co 


o 

n 

CD 

CL 

C 


I 

on 

CD 


o 

-U 

CD 

a. 


cn 

§' 

■o 

in 

O 

3 

73 

O 

O 

3 


-•  3 

CD  ® 

-J 


50 


C/,2 

9L3' 

-*•  CD 

% 3T 

CD 


00 

O 


S 5U 

„ ^ 2 a 

»'  §^8.5;  o' 

2.  0 o ^ 3 

= «>S-?3  - 
>3 

D (ft  N^* 

(D  < - O 

(ft  Qj  — 

. ^ §CQ 

|b»iPs' 

Qj 


2 i 

Qj 


CD 

n 

•< 


n 73 
Qi  CD 
— 3 
m CL 
CD 


r-  cr 


g:§ 


~TD 
~U  O 
Qj  -»  C 
— c zL 

QJ  Qj  j 

Q D I 
CD  n 

-1  L2_  j 

< 

n’  ! 

QJ 


Qj 

D 

Q_ 

TJ 

C 

Q_ 

CD 

D 

Q. 

Qj 


? 

o 

O" 


o 

o 

Q-x; 

13- 

3 o 

IS 

3 

Q> 

Ql 

in  O 
CD 

7 73 

2"  O 

> g: 

b <D 

- 3 
cn  w 

Ql 

3-  3 

sro 

X"  0" 
CD  S 

n? 


Ql 

3 

Q_ 

O 

-< 

3 

CD 

n 

0_ 

O 

(O 

-< 


33 

C 

(O 


3 co 

0 5 

o 

~0  -> 
c . 
<0  *: 
(/) 

1)  _ 

^ d 


0 

0 

C 

* « 

CL)  "o 

-c  Q- 

0 

*.  c 

3 ID 

II 


£ § 0 Q 


1 N 

c 8 
1* 
5 ^ 

ui 


3^ 
c . 

— l_ 

<D 

■0-.Q 

C 

ro 

„ o 
& 

4)  — 

£ z 
1 1 * — 


CO  O 

r-  O 
6 — 


G> 

C 

75 

C 

<D 

O 

Q- 

co 

C 

( D 

-0 

■4— 

c 

0 . 

_2 

CL' 

>S 

L 

O 

X ■ 

CL 

c . 

*. 

d 

co 

C 

O 1 

E 

_0 

JO 

O 


m 

8®  £ 

0X  o 

0 co  0 
C 

°P 

fD  — 

C ® > 

■> 

|J2X 

o 

CO 


1 c -n  -c 
o J?  x 

^ LU 
3;  <0 
ID  — 

ii  t o 
1 3 o y 
: "2  q.  c 
- o .— g 

, U 0 0 
: "Si 

' - - s_ 

30  >-  ID 
- 0) 

CJ 


I 

>- 

u 

c 


• 30 
■ C 


0)  - 
§ "O  M- 

!D  33 

M—  * 

ocD  g 

CO  • — 

fu  .t: 
£ jc  </> 
jEu> 


E 

0 

-Q  o 2 
° O'  ra 

Jp  ID  O' 
c 1c  CL 
ID  ^ C 

a.  — 
c+_  d x 
> 

0 4)'U 

14-6 

Pi 

.2cd  O 


X 
0 id 


>- 

□ 


4) 

-X 


® "5 

cO 


a 

§ 


ID 

XL 

E c 
"5  ^ 
a)  -P 


LO  O O LO 

•—  O CO  r- 

cn  co  co  xf 


^ (3 

L_ 

ro  CL 

c ■- 

-5.52 

0 .t: 
»"  T5 

k_ 

no  0 
c .y 
0 


“O 

c 

JE 

k_ 

o 

Cl 


“O 
c 

_fD 

^~o  o 
-C  c Q_ 

Q_  fu 
( o . 

5QQ 

055 


■a 

c 


c 

0 

_D)^ 
-C  ID 
O 33 

2 o 

• Q- 

X 


-D 

X c 

CL  ID 
2 <D  — 

L I-  L 

ID  0 o 
— J3  Q_ 

oh  r 

CL  'r.  r~\ 


-30 


_ 0® 
« E E 
o 0 
t h-  4=  co 

C 0 C 
0 .!£  >- 
0 |5  1/5  X 
■o  o ^ m 
. L.t:  JO 
_ O'  (- 
co  ro 


U CL 


«u  0 
■5  5 X 


> Q 


0 C </) 

o 8,3 

L o X 

U QX 

" > 
LLI  q,  > 

8 « | 
•—  C 0 
u s, - 

0 J?  ^ 

1 1 1 


E -• 

8°. 

0 5 


Q c9x 


fU  ^ co 

;=  o • 

J2  I—  LU 

o • 

•-  LJJ  30 


O o o 
£ ° Q 


0 
u 
c 
<0 
u 

l+r  C 
O a; 

Q-O 

0 

0 CL 

l! 

0 — 
J3  > 

<J 


•E  g 


a2 
0 o 

o . 

<J  U 

c.E 

0 > 


3 

u 


E 

04 

0 

a. 

0 

a. 


T3 

0 

a. 

c 

o 

c 

o 


— <u  .— 
0 ■*- 

c 
o 


^ c 

CL  3 

E 


"O 

c 

0 


c <2 

8 ® 

co  O 

o 

o 

55 
< i 
c 
o 


” o 


0 

</> 

I 

s 

ol 

o 

o 

't 


0 tn 
0 u 

U u> 

— Q 
0 


TJ  S 

0 E 

< 0 
5 CL 


d CL 


"O  _c 

0 CL 
0 

« 0' 

E -13 

01 

. >. 

2 o 

-L.  i_ 
0 0 
be  X 


O 

J3 


CO 

_u 

0 

c 

® ! 
O'-; 

c 1 
O-0  0 

P g"o 
CJ?  o 

-If. 

c CL  CL 


co 

u 

■gl 

^ o 

o 

CL 

. E 


l: 

O' 

c 

X) 

O 

O 

O 


~o 

c 

0 


o 

Cl 


T5 

0 “O 
Q-  C 


co 

15 

"ole 

^ x ■ 

0 LLI 

33  U3 


0 

JO 

a 

E 

f 0 

U 


CJ)  Q 
C • 


<D 


i/) 


is 


c2.S 

c 

-!  d"5 


0t  . ■ ■ 

O'  o 0 

<u  (j  ~n  ■*— 
> CO  £ 0 
— z;  CD 
<D  ' — - 

o — LO 

o'  X 
0 o _j 
0 CL 
_C  .30 


0 


0 


(J  < 


c 

» 0 
c 10 
3 .9-30 

o i — 9 

(J  0 

— I-  c 
0 o 

0 X ~ 

C 2 CO 

.-  JO  0 

n ° 0 
u “ o 


-Q  0'  '"O 

2 g o 0 
^QcS.y 


d§.y 

• CL 


Sc 

o •>  0 

o ® 0 

15  21>^ 

p O > ■*- 

CD  *“ 


co  > 
co  O 
=>  ~G 

^ 0 


- 0 

0 u 


— CO  .0 


0 0 

— 1 

0 
30 
O 


0 
CL 
Q_ 

X O 

0 


|(3U> 


0 0 

O 

0 

0 

0 

0 0 

0 

L-» 

LO 

O O 

0 0 

IO  CN 

^r 

0 

CN 

NT 

0 co 

CO 

fll 

X 

CO  CN 

CN  C3 

CO 

xf 

TT 

< 

6 0 

■— 

CN  CN 

CN  CO 

o 

o 


>« 

a> 

_o 

o 

u 

0 

c 

>> 

O 

33 

c 

to 


JO 

O 

c 

o 

c 

o 


0 

</l 

I 

s 

CL 

o 

0 

1 

< 

o 

o 


Memorial  Room 
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10:30  Impacted  Shoulders— A study  of  after  effects 
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BLAIR  J.  HENNINGSGAARD,  M.D. 


The  sound  and  the  fury  are  over.  We  came;  we 
fought  hard;  and  we  lost.  In  the  process  of  losing, 
we  saw  a great  break  with  tradition  in  the  election 
of  Edward  Annis.  Never  had  a doctor  been  elevated 
to  President-Elect  of  A.M.A.  without  prior  service  as 
a delegate,  board  member,  or  as  chairman  of  a sec- 
tion. We  are  all  familiar  with  the  great  ability  pos- 
sessed by  our  new  President-Eelect  and  we  wish  him 
well.  Time  will  prove  whether  the  tradition  was 
valid. 

Those  of  us  in  the  Oregon  delegation  did  not  come 
away  empty  handed,  however.  We  have  discovered 
a great  bond  of  friendship  extending  throughout 
every  section  of  the  country.  We  wish  wholehearted- 
ly to  thank  all  who  helped  us  in  Chicago.  More  par- 
ticularly, I believe,  there  was  manifest  in  Chicago 
the  greatest  fellowship,  almost  kinship,  between  the 
delegations  of  the  great  states  of  the  Pacific  North- 
west, Alaska  and  the  Rocky  Mountain  states  that  any 
of  us  had  ever  witnessed.  We  knew,  before  leaving 
for  Chicago,  that  the  delegations  from  Washington 
and  Idaho  would  support  us,  but  we  didn’t  dare  to 
dream  that  they  would  treat  Ray  McKeown  as  one  of 
their  own  and  work  every  bit  as  hard  as  we  did  for 
his  election.  I would  like  to  express  my  sincere 
thanks  to  each  and  every  member  present,  and  I in- 
clude delegates,  state  officers  and  executive  staffs, 
and  to  pledge  to  them  the  lasting  friendship  and  sup- 
port of  the  Oregon  State  Medical  Society  now  and  in 
the  future  for  any  project  they  may  undertake.  Alas- 
ka, Montana,  Wyoming,  Nevada,  Colorado  and  other 


adjoining  states  were  greatly  appreciated  bonuses, 
who  demonstrated  friendship  and  neighborliness  of 
a truly  American  nature.  I must  mention  here  the 
great  help  and  moral  support  given  by  the  state  of 
New  York.  They  have  acquired  some  “country  cou- 
sins” who  will  not  soon  forget.  Finally  among  credits 
I must  single  out  Herb  Hartley  for  his  always  present 
support.  Herb  has  contacts  and  friends  in  his  special- 
ized field  whom  we  could  never  reach  without  him. 
I can’t  help  but  feel  that  our  area  solidarity  and 
friendship  stems  largely  from  Northwest  Medicine 
as  our  common  denominator. 

I am  going  to  close  this  communication  with  a sug- 
gestion that  I hope  all  of  my  readers  will  consider 
seriously.  This  is  not  my  idea,  but  one  which  I en- 
dorse wholeheartedly.  I believe  that  our  area  could 
be  well  served  and  we  would  be  more  effective  in 
our  efforts  if  we  would  pool  our  resources  and  per- 
sonnel to  maintain  an  area  headquarters  and  hospi- 
tality room  at  future  meetings  of  A.M.A.  I would 
leave  the  size  of  the  area  and  the  extent  of  the  effort 
to  others  to  decide,  but  I wish  this  suggestion  could 
be  implemented  now. 

Again,  I thank  you  all  for  your  help  on  behalf  of 
Oregon  and  Ray  McKeown. 
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James  Perkins,  left,  and  James  Hampton,  Portland  intern- 
ists. were  named  president-elect  and  president,  respective- 
ly, of  the  Oregon  Society  of  Internal  Medicine  in  June. 
Other  officers  selected  during  the  scientific-business  meet- 
ing include  William  Harrison,  Beaverton,  vice  president; 
Kenneth  Wilhelmi,  Portland,  secretary;  and  Stephen  Maks, 
Portland,  treasurer. 

Otto  Page,  Portland,  presided  at  the  one-day  session  that 
featured  a panel  discussion  on  medical  care  for  the  aged 
by  Franklin  Ham,  Van  Nuys,  California,  Edward  Rosen- 
baum, Portland,  Mr.  Vernon  Cook,  Democratic  Congress- 
man from  Gresham,  and  Mr.  Blaine  Whipple,  Democratic 
candidate  for  Congress  from  Oregon’s  first  district. 


OBITUARIES 

dr.  kathryn  rueter,  of  Portland,  died  of  arteri- 
orsclerotic  heart  disease  with  terminal  coronary  oc- 
clusion, May  3.  She  graduated  from  the  University 
of  Oregon  Medical  School  in  1918  and  was  licensed 
the  same  year.  She  was  79  at  the  time  of  her  death 
but  had  not  been  in  practice  for  several  years. 

dr.  edgar  H.  anderson,  sr.,  of  Portland,  died 
May  13  at  the  age  of  77.  Death  was  due  to  coronary 
thrombosis  and  myocardial  infarction.  He  graduated 
from  the  University  of  Oregon  Medical  School  in 
1911. 


DR,  EGON  v.  ullman  of  Portland,  died  February 
2 of  acute  myocardial  infarction  following  long  dis 
ability  from  arteriosclerotic  heart  disease.  He  was 
67.  He  was  a graduate  of  Medizinische  Fakultat  dei 
Universitat,  Vienna,  Austria. 

dr.  george  burnside  story  of  Tillamook , died] 
February  20,  at  the  age  of  89.  Death  was  due  /o 
cerebral  thrombosis.  He  graduated  from  the  Uni 
versify  of  Virginia  School  of  Medicine  in  189 3.  Hi 
had  been  retired  for  a number  of  years. 

DR.  WILLIAM  WALTER  KETTLE  of  Portland,  aged | 
78,  died  February  20.  He  apparently  died  in  hi s 
sleep  but  had  suffered  from  pulmonary  tubercubsis 
for  many  years.  He  had  practiced  ophthalmology  on 
a part  time  basis.  He  graduated  from  the  University 
of  Maryland  School  of  Medicine  and  College  of\ 
Physicians  and  Surgeons  in  1900. 

dr.  peter  jerome  gorman  of  Oregon  City,  died 
March  5,  of  carcinoma  of  the  bladder.  He  was  78. 
His  degree  was  granted  by  the  Willamette  trni- 
versity  Medical  Department  in  1910.  He  was  not 
in  practice. 

dr.  john  wilbur  garner  of  Coos  Bay,  died  May 
10,  at  the  age  of  43.  He  graduated  from  the  State 
University  of  Iowa  College  of  Medicine  in  1943  and 
came  to  Coos  Bay  in  1951.  He  was  a diplomate  of 
the  American  Board  of  Surgery  and  Fellow  of  thi 
American  College  of  Surgeons. 

dr.  george  r.  mathews  of  Portland,  died  March 
29,  of  coronary  occlusion  and  myocardial  infarction. 
He  was  55  and  had  practiced  in  Oregon  for  10 
years.  He  graduated  from  the  University  of  Pitts- 
burgh School  of  Medicine  in  1932  and  was  a member 
of  the  American  Psychiatric  Association. 

dr.  carl  price  wagoner  of  Portland,  died  March 
24  after  a cerebrovascular  accident.  He  was  53  hut 
had  not  been  in  practice.  He  was  a graduate  of  the  \ 
Hahnemann  Medical  College  and  Hospital  of  Phil 
adelphia. 
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It  is  with  great  pleasure  that  I welcome  members  and  guests 
who  are  taking  part  in  our  73rd  annual  convention  of  Washington 
State  Medical  Association. 

The  program  this  year  again  meets  the  increasingly  high  stand- 
ards set  in  recent  years  by  our  State  Convention.  We  are  very  proud 
of  the  splendid  arrangements  which  the  committees  from  Spokane 
have  made.  Their  untiring  efforts  and  superb  skill  are  clearly 
demonstrated  by  the  brilliance  of  the  result. 

This  year  the  Association  House  of  Delegates  will  be  faced  with 
many  decisions  of  vital  statewide  interest — the  fight  against  social- 
ization of  medicine,  the  problem  of  better  care  for  the  aged,  and  the 
negotiations  with  osteopathy,  to  mention  only  a few.  I would  urge 
that  the  membership  attend  as  many  of  the  reference  committee 
meetings  as  possible.  This  is  where  the  thinking  of  the  individual 
physicians  of  the  state  of  Washington  can  be  brought  before  the 
decision-making  groups  in  the  State  Convention.  Come  and  be 
heard.  Proper  decisions  cannot  be  made  without  your  participation. 

An  added  word  to  out-of-state  guests.  We  welcome  you  cor- 
dially, hope  you  have  a wonderful  time,  and  point  out  that  after  or 
before  our  meeting  the  Fair  in  Seattle  will  also  welcome  you  and 
offer  other  types  of  entertainment. 

Sincerely  yours, 
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This  year  finds  the  State  of  Washington  the  cynosure  of  eyes  the  nation 
over  as  a result  of  the  World’s  Fair  in  Seattle.  The  theme  “Century  21”  and 
the  glimpse  afforded  of  the  world  of  tomorrow  have  captured  the  public 
immagination. 

This  Fall  the  73rd  Annual  Convention  of  the  Washington  State  Medical 
Association  will  be  held  in  Spokane,  September  16th  through  19th.  Here 
also  an  attempt  will  be  made  to  look  beyond  the  horizon  and  speculate  as  to 
what  lies  ahead  in  the  field  of  medicine.  Having  as  its  theme  “Medicine  and 
Century  21  ’ a program  of  unusual  interest  is  planned.  Sixteen  guest  speakers 
of  international  renown  will  participate  with  the  members  of  the  Association 
in  presenting  scientific  papers.  An  outstanding  assortment  of  scientific  and 
commercial  exhibits  will  be  displayed.  Television  performances  will  include 
a panel  on  space  medicine,  a demonstration  of  newer  techniques  of  dialysis, 
and  an  open  heart  surgical  operation.  Specialty  sessions  will  be  held  each 
morning  in  the  fields  of  internal  medicine,  otolaryngology,  ophthalmology, 
obstetrics  and  gynecology,  orthopaedics,  pediatrics,  psychiatry  and  general 
surgery.  Afternoons  will  be  given  over  to  the  general  sessions.  Of  special  in- 
terest will  be  Monday’s  “Medicine  and  Century  21”  and  Tuesday’s  ever  popu- 
lar “What’s  New.”  An  extra  general  session  is  being  held  on  Tuesday  in  addi- 
tion to  the  three  customary  ones  to  enable  more  of  the  audience  to  hear  the 
guest  speakers.  In  addition  to  the  scientific  program,  there  will  be  the  usual 
golf  and  fishing  derbies  and  the  traditional  social  functions.  All  in  all,  this 
year’s  meeting  should  be  an  exciting,  stimulating  and  educational  experience 
not  only  for  the  doctors  of  this  State,  but  for  physicians  from  all  parts  of  the 
Country  on  their  way  to  or  from  the  Fair,  all  of  whom  are  cordially  invited 
to  attend. 

Carl  P.  Schlicke,  M.D.,  Chairman 
Scientific  Program  Committee 


Medical  Television 

Three  mornings  of  black  and  white,  live  medical 
television  are  scheduled.  Portions  of  this  year's  pro- 
gram will  be  presented  to  the  public. 

On  Monday,  a panel  discussion  on  "Space  Medi- 
cine" will  be  presented  by  W.  Randolph  Lovelace,  II, 
Albuquerque,  New  Mexico,  Romney  H.  Lowry,  Chief, 
Bioastronautics  Section,  Boeing,  and  William  K.  Doug- 


las, personal  physician  to  astronaut  John  Glenn,  will 
form  a panel  to  discuss  "Space  Medicine"  on  Mon- 
day. Marion  Kalez,  Spokane,  will  serve  as  moder- 
ator. 

Tuesday's  program  will  combine  a live  demonstra- 
tion and  panel  discussion  on  the  artificial  kidney. 

An  open-heart  surgical  procedure  with  heart-lung 
equipment  will  be  featured  on  the  Wednesday  morn- 
ing program. 
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I. 
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(Hall  of  Doges)  2:00  Psychiatry,  Past,  Present  and  Future,  BRACELAND  3:55  Enzyme  Assay  for  Diagnosis,  FOSTER 

2:25  Physician  Participation  in  School  Health  Programs,  4:15  Total  Aortic  Valve  Replacement  by  a New  Device, 

SKINNER  - DOUGLAS  • DEISHER  - BILLINTON  MERENDINO  - DILLARD  • MAY  - STEINMETZ  - FLANAGAN 

2:50  Unannounced  4:40  Adjourn 

3:10  Newer  Tests  in  Diagnosis  of  Thyroid,  BAKKE 
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WILLARD  B.  REW,  M.D. 


As  this  is  written,  physicians  of  the  Northwest  are 
deeply  concerned  over  the  developments  in  the 
Saskatchewan  Medicare  controversy. 

Saskatchewan  physicians  are  refusing  to  partici- 
pate in  the  government  compulsory  medical  insur- 
ance program.  They  have  set  up  emergency  centers 
in  a number  of  the  hospitals  of  the  Province  where 
they  are  serving,  without  fee,  emergency  cases 
brought  to  the  hospital.  Many  of  the  doctors  have 
gone  “on  vacation”  or  have  moved  out  of  the  Province 
seeking  practice  elsewhere.  Their  action  has  not 
been  a “strike”  in  the  Labor  union  meaning  of  the 
term,  as  they  are  attempting  to  cover  emergencies 
and  they  are  not  accepting  pay  for  their  work.  How- 
ever, inevitably,  with  two-thirds  of  the  physicians 
absenting  themselves  from  their  offices  and  posts  of 
service  in  the  hospitals,  many  ill  people  are  being 
denied  the  care  they  need.  All  of  these  seem  to  the 
families  involved  to  be  suffering  from  “emergency” 
illnesses.  In  truth,  often  no  one  can  say  precisely 
whether  or  not  an  illness  is  an  emergency  without 
some  medical  examination  to  determine  the  nature 
of  the  pathology  involved. 

It  is  inevitable  and  unfortunate  in  such  circum- 
stances much  bitter  publicity  should  occur  and  that 
the  term,  “strike”  should  appear  prominently  in  the 
headlines— both  in  Canada  and  in  the  United  States. 

The  basic  deep  conviction  of  most  American  physi- 
cians is  that  in  terms  of  the  long-time  moral  issue, 
the  fight  of  the  Saskatchewan  doctors  is  right  and 
is  based  upon  a sincere  concern  with  the  quality  of 
medical  care  and  with  the  preservation  of  the  free- 
dom of  the  physician-patient  relationship,  which  is 
so  vital  to  the  maintenance  of  high  quality  care.  We 
support  the  objectives  of  the  fight  whole-heartedly 
and  without  reservation.  This  is  our  fight  too. 


Since  it  is  our  fight,  we  must  clarify  in  our  minds 
what  course  we  should  follow  officially  in  support  of 
the  Saskatchewan  physicians.  At  the  A.M.A.  Annual 
Meeting  in  June  in  Chicago,  in  considering  a reso- 
lution regarding,  “non-cooperation”  as  a possible 
method  of  combating  the  King-Anderson  Bill,  the 
House  of  Delegates  took  no  action  on  the  resolution 
but  urged  that  individual  physicians  give  considera- 
tion to  the  Principles  of  Medical  Ethics  with  par- 
ticular reference  to  the  following  statements: 

Section  1.  The  principal  objective  of  the 
medical  profession  is  to  render  service  to  hu- 
manity with  full  respect  for  the  dignity  of 
man.  Physicians  should  merit  the  confidence 
of  patients  entrusted  to  their  care,  rendering 
to  each  a full  measure  of  service  and  devo- 
tion. 

Section  5.  A physician  may  choose  whom 
he  will  serve.  In  an  emergency,  however,  he 
should  render  service  to  the  best  of  his  abili- 
ty. Having  undertaken  the  care  of  a patient, 
he  may  not  neglect  him;  and  unless  he  has 
been  discharged  he  may  discontinue  his  serv- 
ices only  after  giving  adequate  notice.  He 
should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose 
of  his  services  under  terms  or  conditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical 
judgement  and  skill  or  tend  to  cause  a de- 
terioration of  the  quality  of  medical  care. 

If  we  are  to  subscribe  to  this  and  to  hold  service 
to  humanity  as  our  principal  objective,  we  as  phy- 
sicians, cannot  use  force— the  method  of  a “strike” 
in  our  fight  to  preserve  freedom  of  medical  practice. 
Men  of  good  will  have  other  more  powerful  weapons 
with  which  to  fight  the  enchroachment  of  govern- 
ment medicine.  In  the  long  stretch  of  time,  example, 
education,  persuasion,  and  political  democratic  ac- 
tion can  gain  more  for  the  people  and  for  the  phy- 
sicians than  can  the  use  of  force. 

We  believe  in  what  the  Canadian  doctors  are  try- 
ing to  do.  They  have  our  earnest  and  enthusiastic 
support  of  their  aims,  but  we  cannot,  in  good  con- 
science endorse  the  use  of  force  against  the  immedi- 
ate welfare  of  the  critically  ill  patient. 
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For  the  doctor  concerned 
with  infant  feeding . . . 


APPROXIMATE  ANALYSES  OF  INFANT  FEEDING  FORMULAE 

Special  Special 


Human 

Breast 

Milk  (1) 

Whole  Cow’s 
Milk  (1) 
Homog  and 
Vit.  D 

Typical 
Premixed 
Form.  1 : 1 

Morning  Milk 
Form.  13  oz.  + 
19  oz.  H30  + 

1 oz.  CHO 

Morning  Milk 
Form.  1 0 oz.  + 
15  oz.  H}0  -f- 
1 oz.  CHO 

Morning 
Milk  (Evap) 
Form.  1:1 

CALORIES/oz. 

20.9 

20.4 

20. 

20.2 

21.4 

21.8 

PROTEIN  gm.  % 

1.2 

3.3 

1.7 

2.87 

2.9 

3.7 

FAT  gm.  % 

3.8 

3.7 

3.4 

3.2 

3.3 

4.2 

CARBOHYDRATE  gm.  % 

7.0 

4.8 

6.5 

7.0 

8.0 

5.3 

ASH  gm. % 

0.21 

0.72 

0.38 

0.6 

0.6 

0.8 

VITAMIN  CONTENT 
PER  QUART 

THIAMINE  mg. 

0.15 

0.4 

0.65 

0.2 

0.19 

0.25 

RIBOFLAVIN  mg. 

0.4 

1.4 

1.00 

1.44 

1.4 

1.8 

ASCORBIC  ACID  mg. 

40.7 

15.1 

50.0 

4.0 

4.0 

5.0 

VITAMIN  A I.U. 

1670 

1071 

2500 

3168 

3092 

2021 

VITAMIN  D I.U. 

4 

400 

400 

315 

308 

400 

(1)  Macy,  I.  G.;  Kelly,  H.  P.;  and  Sloan,  R.  P.:  Composition  of  Milks,  Publication  254, 
National  Academy  of  Science,  National  Research  Council,  1953. 


mm  tm  mm  mm  am 


Special  MORNING  MILK 


— the  only  evaporated  milk  fortified 
with  extra  vitamins  A and  D 
(2,000  U.S.P.  units  vitamin  A and 
400  U.S.P.  units  vitamin  D 
per  reconstituted  quart). 


evaporated 
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i.  In  otitis  media  2.  In  pyoderma 

3.  In  laryngopharyngitis 

4.  In  bacterial  pneumonia 

5.  In  bronchiectasis  6.  In  osteomyelitis 


Reminder 
advertisement. 
Please  see 
ackage  insert  for 
detailed  product 
information. 


t UPJOHN  COMPANY 
LAMAZOO,  MICHIGAN 


In  these  and  other  bacterial  infections,  give  Panalba*  in  addition  to  the  usual 
surgical  or  other  appropriate  therapeutic  measures.  From  the  outset, 
pending  laboratory  determinations,  your  treatment  broadens  in  antibacterial 
coverage  because  of  the  simultaneous  administration  of  two  antibiotics 
that  complement  each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverage)  and  novobiocin 
(selected  for  its  unique  effectiveness  against  staph).  That  is  why,  in  most  infections 
of  unknown  etiology,  Panalba  offers  excellent  chances  for  therapeutic  success. 

TRADEMARK,  REG.  U.S.  PAT.  OFF.  COPYRIGHT  1962,  THE  UPJOHN  COMPANY 


ll 


IDAHO 


Idaho  State  Medical  Association— 364  sonna  building,  Boise,  Idaho 


president  Manley  Shaw,  M.D.,  Boise 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 

Relaxed  Seriousness  at  Sun  Valley 

In  spite  of  some  program  committee  difficulties,  or 
perhaps  because  of  them,  Idaho’s  seventieth  annual 
meeting  came  up  to  full  Sun  Valley  perfection.  Its 
serious  informality-  has  no  equal.  Scientific  sessions 
and  policy  discussions  of  the  House  are  carried  on 
thoughtfully,  in  the  relaxed,  informal  atmosphere, 
seemingly  obtainable  only  at  Idaho’s  world  famous 
resort. 

The  program  committee  was  beset  with  problems. 
The  chairman  found  it  necessary  to  resign  last  Jan- 
uary, at  a time  when  the  committee’s  activities  should 
normally  increase.  The  vice-chairman  had  made  ar- 
rangements to  enter  residency  training  and  could  not 
assume  leadership.  President  Staley  then  played  his 
ace.  He  asked  James  Kircher  to  take  over,  realizing 
that  he  could  count  on  the  same  energy  and  reli- 
ability demonstrated  last  year  when  Dr.  Kircher  had 
been  chairman  of  the  committee  as  result  of  normal 
rotation.  Consequence  of  the  difficulties  was  place- 
ment of  the  all-important  program  problem  in  capa- 
ble, proven  hands.  An  excellent  meeting  eventuated. 

Speakers  Thomas  S.  Nelson,  of  Palo  Alto,  Philip 
Sturgeon  of  Los  Angeles,  Dwight  Palmer  of  Colum- 
bus, Ohio,  and  John  Shaw  of  Tacoma,  presented  an 
excellent  program  of  instruction  with  Dr.  Shaw  tak- 
ing the  honors  for  wit. 

A feature  of  the  meeting  was  the  address  by  Austin 
E.  Smith,  President  of  the  Pharmaceutical  Manufac- 
turers Association,  former  editor  of  the  Journal  of  the 
American  Medical  Association.  He  discussed  some 
of  the  difficulties  created  by  federal  bureaucracies 
and  their  burgeoning  power;  he  calls  it  Washing- 
tonitis. 

Business  of  the  House  was  not  as  voluminous  as 
at  some  recent  meetings,  due  to  the  accomplishments 
at  the  mid-year  meeting  at  Idaho  Falls  last  January. 
Most  significant  was  thorough  over-haul  of  the  con- 
stitution and  bylaws.  New  provisions  of  the  bylaws, 
to  be  announced  in  the  Bulletin,  took  effect  on  1 
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July.  The  constitutional  amendments  must  await  the 
1963  meeting  before  final  adoption. 

Arrangements  for  the  meeting  were,  as  usual,  well 
handled  by  Mr.  Armand  Bird  and  his  capable  staff. 
Encomium  in  good  measure  was  rendered  by  Presi- 
dent Staley  at  the  Annual  Banquet  concluding  the 
meeting. 


GP  Academy  to  meet  at  Twin  Falls 

Annual  scientific  session  of  the  Idaho  Academy  of 
General  Practice  will  be  held  at  the  Turf  Club,  Twin 
Falls,  September  20-22.  A program  of  broad  general 

interest  has  been  plan- 
ned and  a full  day 
meeting  on  athletic  in- 
juries has  been  added. 
This  portion  of  the 
meeting  will  take  the 
entire  last  day  of  the 
session,  Saturday,  Sep- 
tember 22,  and  will  be 
open  to  all  coaches  and 
trainers  in  Idaho. 

Guest  speakers  in- 
clude Balph  C.  Ben- 
son, Portland,  Professor 
of  Obstetrics  and  Gyn- 
ecology, University  of 
Oregon  Medical  School;  Robert  A.  Tidwell,  Seattle 
Clinical  Associate  Professor  of  Pediatrics,  University 
of  Washington  School  of  Medicine;  H.  Mason  Mor- 
fit,  Denver,  Professor  of  Surgery,  University  of  Col- 
orado School  of  Medicine;  Elmer  F.  Rigby,  Santa 
Monica,  President,  Western  Association  of  Thoracic 
Surgeons;  Edward  G.  Biglieri,  San  Francisco,  intern- 


R. C.  Benson,  m.d. 


ist  sponsored  by  G.  D.  Searle  and  Company;  J.  M. 
Maas,  internist,  Clinical  Research  Division,  Eli  Lilly 
Company,  Indianapolis,  Indiana.  L.  M.  Gale,  Ph.D., 
Pocatello,  Dean,  School  of  Pharmacy,  Idaho  State 
College;  and  Joseph  P.  Dolan,  Ph.D.,  Columbia,  Mis- 
souri, Professor  of  Physical  Education,  Missouri  State 
Teachers  College. 

Special  guest  at  the  meeting  will  be  James  D. 
Murphy,  Fort  Worth,  Texas,  President  of  the  Ameri- 
can Academy  of  General  Practice. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — FALL,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  September  10,  November  S 

SURGERY  OF  COLON  AND  RECTUM,  One  Week,  Septem 
ber  17 

SURGERY  OF  STOMACH  AND  DUODENUM,  One  Week,  Sep- 
tember 24 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week,  Sep- 
tember 10 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  Sep- 
tember 17 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  Octo- 
ber 8 

UROLOGY,  Two  Weeks,  October  29 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  Septem- 
ber 10 

GENERAL  PRACTICE  REVIEW,  One  Week,  October  8 
GALLBLADDER  SURGERY,  3 Days,  October  8 
SURGERY  OF  HERNIA,  3 Days,  October  II 
BASIC  ELECTROCARDIOGRAPHY,  One  Week,  October  I 
BOARD  REVIEW,  INTERNAL  MEDICINE— Part  I,  September  10 
ADVANCES  IN  MEDICINE,  One  Week,  October  15 
ADVANCES  IN  SURGERY,  One  Week,  December  10 
BLOOD  VESSEL  SURGERY,  One  Week,  October  22 
BOARD  OF  SURGERY  REVIEW,  Part  I,  Two  Weeks,  Novem- 
ber 5 

BOARD  OF  SURGERY  REVIEW,  Part  II,  Two  Weeks,  Novem- 
ber 26 

FRACTURES  AND  TRAUMATIC  SURGERY,  Two  Weeks,  Octo- 
ber I 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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PROFESSIONAL  classified 


Practice  Opportunities 

GP  OPPORTUNITY-NEAR  SPOKANE 

GP  to  practice  with  2 other  GP’s.  26  bed  hospital. 
Community  20  miles  north  of  Spokane.  Contact  C. 
W.  Jones,  M.D.,  Deer  Park,  Wash.,  Phone  BR 
6-2961. 


LOCUM  TENENS 

Sept.  15  - Nov.  15.  General  practice.  No  overhead; 
Salary  most  generous.  Contact  J.  M.  Hoffman,  M.D., 
343  E.  6th  St.,  McMinnville,  Oregon. 


GENERAL  PRACTITIONER  WANTED 

Busy  practitioner  in  wheat  country'  of  eastern  Wash- 
ington desires  an  associate  or  someone  to  take  over 
general  practice.  Town  has  modern  hospital  facili- 
ties. Write  Box  22-D,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wash. 


ASSOCIATE  GP  WANTED-SEATTLE 

Overly  busy  North  End  physician  will  share  patients, 
office  space,  staff  and  equipment  with  young  GP. 
No  investment  required.  Call  EM  2-0757.  Charles 
R.  Leighton,  M.D.,  1556  N.E.  177th,  Seattle  55, 
Washington. 


GP  OPPORTUNITY— PUYALLUP  VALLEY 

Established  general  practice  available  immediately 
in  western  Washington,  10  miles  from  accredited 
hospital.  Part  time  job  open  with  state  institution  at 
same  location.  Two-three  bedroom  country  home 
available.  Take  over  office  lease  and  part  of  equip- 
ment only.  Favorable  terms.  Write  Box  21-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 


MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  internal  medi- 
cine, otolaryngology  and  urology'.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU  2-0545. 


Locations  Desired 

PEDIATRICIN— INTERNIST  DESIRES  LOCATION 

University  of  Iowa  1962  graduate  now  in  internship, 
would  like  to  join  a group  of  two  or  more  physicians 
in  Washington  or  Oregon.  Age  30,  married.  Serv- 
ice obligation  completed.  Main  interest  pediatric  and 
internal  medicine.  Contact  John  F.  Curry,  M.D..  In- 
terns Apartments,  St.  Benedicts  Hospital,  Ogden. 
Utah. 


Office  Space 

BENSON  ROAD  MEDICAL  CENTER-RENTON 

Physicians  urgently  needed  in  rapidly  growing  area. 
Two  well  established  dentists  have  many  inquiries 
about  when  physicians  are  coming  into  center.  10 
min.  to  Renton  General  Hospital.  Ample  parking. 
Write  Mr.  H.  M.  Hall,  3842  East  Mercer  Way. 
Mercer  Island,  Wash.,  AD  2-2439. 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100.- 
000.  WE  2-2485  or  WE  7-9490. 

ATTRACTIVE  MEDICAL  SUITE— SEATTLE 

Just  available,  First  Hill  area  near  Swedish  Hospital. 
Call  H.  Garrigues,  M.D.,  EA  2-9000. 

OFFICE  SPACE-NE  SEATTLE 

Near  Children’s  Orthopedic,  1300  sq.  ft.  can  be  par- 
titioned to  suit  individual  specifications;  air-condi- 
tioned. Northeast  Medical-Dental  Clinic,  6850-35th 
Avenue  N.  E.  LA  4-5579. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  ( en- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

LARGE  RESIDENCE  FOR  SALE  OR  LEASE-PORTLAND 

Suitable  for  medical  office  with  living  accommoda- 
tions; lot  100x70,  house  1,050  sq.  ft.  first  floor.  Lo- 
cated at  185th  and  Division.  Living  room,  kitchen, 
dinette,  3 bedrooms  and  bath.  Full  basement  with 
recreation  room,  bedroom,  bath,  laundry  and  utility 
room.  Near  shopping  center,  schools  and  churches. 
For  further  information  contact  Mr.  Worley  M. 
Havely,  2440  S.E.  185th  Ave.,  Portland  33,  Oregon 
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MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 


NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 


MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modern  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 


MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

Vicinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building.  3 
blocks  Holy  Family  Convalescent  hospital.  Contact 
William  K.  Norwood,  D.D.S.,  West  22  Central  Ave., 
Spokane  19,  Wash. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Technicians 

ELECTROENCEPHALOGRAM  TECHNICIAN  WANTED 

Work  in  pleasant  surroundings  with  excellent  pay. 
Good  training  and  experience  required.  Write  or 
contact  C.  I.  Hood,  M.D.,  Electrophysics  Labora- 
tory, 205  Crescent  Drive,  Yakima,  Wash. 


Real  Estate 

WATERFRONT  HOME 

Pickering  passage,  IV2  acres  with  110  ft.  gravel 
beach.  One  bedroom  all  electric  house,  fireplace, 
shop  and  garage.  Ten  miles  north  of  Shelton,  Wash. 
Owner  Mr.  Oak  E.  Adams,  P.O.  Box  87,  Shelton, 
HA  6-8769. 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM , Inc. 


717 

Northwest  Medicine,  August  1962 


Meetings  of 

MEDICAL  SOCIETIES 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963. 

Oregon  State  Medical  Society — Sept.  26- 
29,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 
Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Internal  Medi- 
cine— Sept.  7-8.  1962,  Vancouver, 

B.C. 

Pres.,  R.  B.  Hanford,  Spokane 
Sec.,  F.  E.  Cleveland,  Seattle 
North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Proctologic  Society — August 
27-29,  1962,  Vancouver,  B.C. 

Pres.,  C.  H.  Hildebrand,  Seattle 
L.  D.  Leslie,  Eugene 

Northwest  Society  for  Clinical  Research 
— Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Northw.  Urologic  Soc. — Nov.  3,  1962, 
Yakima. 

Pres.,  Thomas  Mathieu,  Yakima 
Sec.,  Rex  McClune,  Yakima 


OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O’Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 


Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 


WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 

Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gynecological  Society — Sept.  10- 
12,  1962,  3rd  Wednesday  (except 
June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 

Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 

Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice-May 17-19,  1963. 

Pres.,  Louis  Dewey,  Omak 

Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion— Nov.  3,  1962 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
Sept.  17-18,  1962,  Wash.  Athletic 

Club,  Seattle 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson,  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

>/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Libra ry , 

College  of  Phy .of  Ph 
19  South  22nd  Street 

Philadelphia  3,Pa 

No 

compromise 
with  safety  in 
peritoneal  dialysis 

tially  closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  small  economies  could 
be  dangerous. 

PERIDIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
the  safest,  simplest,  and  most  truly  eco- 
nomical dialysis  possible.  Ask  your 
Cutter  representative  for  literature 
which  explains  the  PERIDIAL 
system. 

* Maxwell,  M.H.,  el  al.:  JAMA  770:917 
(June  20)  1959. 

PERIDIAL 

peritoneal  dialysis  in  renal  emergencies 


We  recommend  that  fresh  tubing  be  used 
for  each  PERIDIAL®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved'’  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,  * freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


CUTTER  LABORATORIES 


BERKELEY,  CALIFORNIA 


SYSTEMS  ENGINEERS  FOR  MEDICINE 


Hypertrophic  Pyloric  Stenosis  m The  School  and  Mental 
Health  of  Children part  111  ■ Splenectomy  in  SB  Em  Steroid 
Intoxication  m Fibrinolysin  in  Omental  Thrombosis 
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“Alone  I walk  the  peopled  city...” 


(diphenylhydantoin,  Parke-Davis) 

helps  the  epileptic  to  lead  a more  fruitful  life 


“ In  a series  of  over  3,000  epileptics ...  DILANTIN  alone  or 
in  combination  with  other  drugs  has  been  the  sheet  anchor 
in  the  management.”1  DILANTIN  is  the  established  anticon- 
vulsant medication  for  a variety  of  reasons:  • effective 
control  of  grand  mal  and  psychomotor  seizures1'9  • over- 
sedation is  not  a problem2  • possesses  a wide  margin  of 
safety3 * * 6 * *  • low  in  incidence  of  side  effects3  • its  use  is  often 
accompanied  by  improved  memory,  intellectual  per- 
formance, and  emotional  stability.10  DILANTIN  (diphenyl- 
hydantoin, Parke-Davis ) is  available  in  several  forms,  in- 
cluding DILANTIN  Sodium  Kapseals,®  0.03  Gm.  andO.IGm., 
bottles  of  100  and  1,000.  Other  members  of  the 
PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS  for  grand  mal 
and  psychomotor  seizures:  PHELANTIN ® Kapseals 

(Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit 
mal  triad:  MILONTIN®  Kapseals  ( phensuximide, 

Parke-Davis ) 0.5  Gm.,  bottles  of  100  and  1,000,  and  Sus- 
pension, 250  mg.  per  4 cc.,  16-ounce  bottles.  CELONTIN® 
Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles 

of  100.  ZARONTIN®  Capsules  ( ethosuximide,  Parke-Davis) 

0.25  Gm.,  bottles  of  100. 


REFERENCES:  (1)  Roseman,  E.:  Neurology  11:912,  1961.  (2)  Bray, 
R F.:  Pediatrics  23:151,  1959.  (3)  Chao,  D.  H.;  Druckman,  R.,  & Kella- 
way,  R:  Convulsive  Disorders  of  Children,  Philadelphia,  W.  B.  Saunders 
Company,  1958,  p.  120.  (4)  Crawley,  J.W.:  M.  Clin.  North  America  42:317, 
1958.  (5)  Livingston,  S.:  The  Diagnosis  and  Treatment  of  Convulsive  Dis- 
orders in  Children,  Springfield,.  111.,  Charles  C Thomas,  1954,  p.  190. 

(6)  Ibid.:  Postgrad.  Med.  20:584,  1956.  (7)  Merritt,  H.  H.:  Brit.  M.  J. 

1:666,  1958.  (8)  Carter,  C.  H.:  Arch.  Neurol.  & Psychiat.  79:136,  1958. 

(9)  Thomas,  M.  H.,  in  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures, 

Baltimore,  The  Williams  & Wilkins  Company,  1956,  pp.  37-48. 

(10)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of  Thera- 
peutics, ed.  2,  New  York,  The  Macmillan  Company,  1955,  p.  187. 

Thi*  advertisement  is  not  intended  to  provide  complete  information 
for  use.  Please  refer  to  the  package  enclosure,  ~ 

medical  brochure,  or  write  for  detailed  infor-  PARKE-DAVIS 
motion  on  indications,  dosage,  and  precau-  » m ( cwmm. mm ». w<«» 
tions.  >33<> 
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x.  Kolodny.  A.L.:  Dis.  Nerv.  System  22:151  (Mar.)  1961. 

For  prescribing  information,  please  see  PDR  or  available  literature. 

Smith  Kline  & French  Laboratories,  Philadelphia 
leaders  in  psychopharniacentical  research 
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Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN 


i.  In  otitis  media  2.  In  pyoderma 

3.  In  laryngopharyngitis 

4.  In  bacterial  pneumonia 

5.  In  bronchiectasis  6.  In  osteomyelitis 

In  these  and  other  bacterial  infections,  give  Panalba*  in  addition  to  the  usual 
surgical  or  other  appropriate  therapeutic  measures.  From  the  outset, 
pending  laboratory  determinations,  your  treatment  broadens  in  antibacterial 
coverage  because  of  the  simultaneous  administration  of  two  antibiotics 
that  complement  each  other.  They  were  carefully  chosen  for  this  purpose. 

Panalba  combines  tetracycline  (selected  for  its  breadth  of  coverage)  and  novobiocin 
(selected  for  its  unique  effectiveness  against  staph).  That  is  why,  in  most  infections 
of  unknown  etiology,  Panalba  offers  excellent  chances  for  therapeutic  success. 

*TBAGEMAP*.  BEG.  U.s.  PAT.  OFF . COPYRIGHT  1962.  THE  UPJOHN  COMPANY 


ORResponDence 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Impossible  to  prove 

EDITOR,  NORTHWEST  MEDICINE: 

A housewife,  living  in  northwestern  Washington, 
has  written  to  me  about  symptoms  experienced  by 
herself  and  her  husband.  She  wishes  to  know  wheth- 
er they  are  due  to  fluorine  poisoning  since  she  has 
learned  recently  that  water  from  the  well  they  are 
using  contains  0.9  parts  per  million  of  fluorine.  The 
answering  letter  reflects  accurately  the  present  sta- 
tus of  knowledge  in  this  inadequately  understood 
field  and  might  be  of  interest  to  your  readers.  I 
wrote  to  her  as  follows: 

Dear  Mrs.  H.  . . . : 

In  1958,  a physician  wrote  the  American  Medical 
Association  asking  what  tests  he  could  use  to  prove 
chronic  fluorine  poisoning  when  he  suspected  it.  The 
answer  [JAMA  166:1405  (March  15)  1958]  was: 
“What  is  asked  here  does  not  exist.”  The  answer 
was,  and  still  is,  essentially  correct. 

In  the  first  place,  fluorine  analysis  of  organic  ma- 
terials is  technically  difficult,  “tricky”,  and  unreli- 
able; but  that  is  not  all.  If  urinary  fluorine  is  high, 
it  means  either  that  you  are  taking  in  (relatively) 
large  amounts  of  fluorine,  or  that  you  are  excreting 
fluorine  previously  stored,  chiefly  in  bone.  On  the 
other  hand,  if  urinary  fluorine  is  low,  it  may  mean 
either  that  you  are  not  taking  in,  and  have  never 
taken  in,  much  fluoride;  or  it  may  mean  that  the 
ability  of  your  kidneys  to  excrete  fluorine  is  impair- 
ed. 

If  you  analyze  a sample  of  bone  and  the  fluorine 
is  high,  it  may  mean  that  you  have  taken  in  small 
amounts  of  fluorine  for  a long  time,  or  larger  amounts 
for  a shorter  time— and  it  tells  you  nothing  about 
when  the  fluoride  was  acquired. 

Analyzing  the  blood  would  presumably  give  more 
direct  information  as  to  the  present  situation;  but 
accurate  microanalysis  of  blood  for  fluorine  has  not 
been  possible  until  very  recently.  Accurate  determi- 
nations are  now  done  in  only  a handful  of  places  and 
even  there,  their  reliability  is  reasonably  suspect. 
And,  more  important,  there  are  nowhere  enough  data 
to  determine  the  significance  of  fluorine  levels  in  the 
blood. 


It  is  likely  that  the  best  index  of  current  levels  of 
tissue  fluorine  would  be  analysis  of  the  hair  when 
cut  by  the  barber.  So  far  as  I know,  this  has  never 
been  tried;  and  there  are  no  data  by  which  to  judge 
what  levels  are  “normal”— much  less  the  significance 
of  higher  levels. 

The  situation  is  further  complicated  by  the  fact 
that  one  person  will  have  a high  level  in  the  liver 
and  low  in  the  heart  and  in  the  next  the  situation 
will  be  reversed;  and,  again,  we  don’t  know  (even  if 
we  could  learn  before  death)  the  significance  of  any 
particular  level  in  any  particular  organ. 

Still  further  complication  comes  from  the  fact 
that  the  known  possible  effects  of  chronic  fluorine 
poisoning  (with  the  exception  of  “mottled  enamel’' 
which  can  be  caused  only  by  fluorine)  can  also  result 
from  other  causes;  and  it  is  hard  to  know  when  they 
were  caused  by  which  means.  And,  beyond  all  that, 
the  effects  will  depend  on  the  sensitivity  of  the  par- 
ticular individual  to  the  particular  type  of  damage. 
(Some  people  are  killed  by  a single  bee-sting,  or  a 
single  aspirin  tablet,  although  these  have  little  effect 
on  most  people.) 

The  best  way  to  tell  if  the  fluoride-water  is  caus- 
ing your  trouble  is  to  change  waters  and  see  if  the 
trouble  disappears.  There  are  two  limitations  to  that. 
One  is  related  to  the  very  real  influence  of  the  mind 
on  the  body.  A sugar-pill  which  you  believe  to  be  a 
pain-killer  can  cause  a real  (not  imaginary)  relief  of 
pain,  (the  “placebo  effect”).  The  other  is  that  if 
your  troubles  are  due  to  cumulative,  rather  than 
current,  poisoning,  they  will  not  disappear  when  you 
change  waters. 

I trust  you  can  see  how  impossible  it  is  even  to 
make  a good  guess,  much  less  prove,  whether  your 
troubles  are  due  to  fluoride;  and  how  meaningless 
are  the  claims  that  none  of  the  millions  of  people 
whose  water  contains  fluorine  have  been  harmed. 
As  of  today,  there  would  be  no  way  of  knowing  if 
they  had  all  been  harmed. 

If  you  have,  as  you  say,  your  choice  of  using  the 
water  with  0.9  ppm  of  fluorine  or  switching  to  a 
fluorine-free  water,  it  is  only  good  sense  to  use  the 
purer  water  and  play  safe.  Beyond  that,  while  it 
would  be  interesting  to  know  whether  your  troubles 
are  caused  by  fluorine,  the  knowledge  would  have 
no  practical  value.  All  you  can  do  is  nope  that  they 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 


In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin’ 

Antacid  Tablets 


Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.S.  Pat.  Off. 

’Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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will  disappear  when  you  change  waters,  and  treat 
them  “symptomatically”  if  they  don’t. 

The  reason  we  are  told  that  waters,  here,  are 
fluorine-free  is  that  most  of  them  are  surface  waters. 
Well  waters,  and  particularly  deep-well  waters,  here 
often  contain  fluorine  just  as  they  do  elsewhere.  You 
must  also  remember  that  many  people  get  too  much 
fluorine  from  their  food,  or  at  their  work,  even  when 
there  is  none  in  the  water. 

Sincerely  yours, 

F.  B.  EXNER,  M.D. 

Seattle,  Washington 


Label  as  such 

EDITOR , NORTHWEST  MEDICINE 

With  the  break  of  the  thalidomide  tragedy, 
everyone  has  focused  his  mind  on  drugs  again.  I am 
quoting  from  a newspaper  report  of  August  4,  1962, 
in  the  Seattle  Times  — “At  his  new  conference  last 
Wednesday,  Mr.  Kennedy  praised  Dr.  Kelsey’s  work 
and  urged  all  American  women  to  search  their  medi- 

continued  on  page  735 


The  highly  effective  wide-spectrum  local  antibiotic  neomycin  is  combined  in  new  Neopan 
Cream  with  soothing,  healing  pantothenylol  (as  available  in  Panthoderm  Cream).  Virtually 
free  from  sensitization  or  irritation ..  .this  esthetic,  water-miscible  cream  relieves  pain, 
itching  and  irritation  and  speeds  tissue  repair  as  it  prevents  or  controls  infection*  in  . . . 

pyogenic  dermatoses  • secondary  cutaneous  infections 
infected  wounds,  burns,  external  ulcers  • furunculosis 
impetigo  • folliculitis  • herpes  simplex 

Each  gram  of  NEOPAN  contains: 

•systemic  anti-infective  agents  should  also  be  used  where  necessary. 

NEOMYCIN  SULFATE  5 mg.  (0.5%) 

SAMPLES  to  the  profession  upon  request.  (equivalent  to  3.5  mg.  neomycin  base) 

PANTOTHENYLOL  . 20  mg.  (2%) 

u.  s.  vitamin  & pharmaceutical  corp.  i.  wat.r-mi.dbi.  cream  h... 

Arlington-Funk  Labs.,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y supplied:  2 OZ.  and  1 lb.  jars. 


CREAM 

combats  skin  infection  as  it  soothes  pain,  itching-speeds  healing 
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Nutritional  supplementation  is  basic  to  postoperative  care. 

Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 

Packaged  in  decorative  "reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  €3' 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  it. 

Vitamin  B2  (Riboflavin) 

10  i. 

Niacinamide 

100  i. 

Vitamin  C (Ascorbic  Acid) 

300  i. 

Vitamin  B6  (Pyridoxine  HCI) 

2 

Vitamin  B]2  Crystalline 

4 me. 

Calcium  Pantothenate 

Recommended  intake:  Adults,  1 capsule  d . 
or  as  directed  by  physician,  for  the  trealr  l 
of  vitamin  deficiencies. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


continued  from  page  733 

cine  cabinets  for  samples  of  thaliodmide  and  destroy 
the  drug  immediately". 

Yet,  the  difficulty  which  Mr.  Kennedy,  as  well 
as  the  American  public  and  physicians  should  know 
well,  lies  in  the  fact  that  there  are  no  labels  on  drugs 
in  this  country,  indicating  whether  they  contain  as- 
pirin or  thalidomide  or  cascara,  or  what  else.  This 
omission  of  labeling  drugs  stems  originally  from  the 
fear  of  the  old-time  physicians,  that  their  secret  drug, 
most  likely  a yellow,  blue  or  green  aspirin,  could  be 
detected  by  their  competitor,  or  that  the  effect  of  the 
placebo  would  wear  off  if  the  patient  would  know 
that  it  contained  only  sugar. 

Today,  I hope,  we  practice  in  an  enlightened 
time,  where  psychotherapy  does  not  need  the  active 
help  of  inefficient  drugs,  since  there  are  thousands  of 
drugs  which  are  effective,  and  psychotherapy  has 
found  its  deserved  place  by  its  own  value,  separated 
from  drugs  altogether.  However,  a physician  re- 
vealed to  me  recently  that  there  are  still  physicians 
in  Seattle,  who  instruct  their  druggists  never  to  label 
a drug  and  never  to  tell  an  enquiring  physician  the 
contents  of  a prescription.  Undoubtedly  they  do 
that  under  the  guise  of  practicing  good  medicine, 
for  one  reason  or  another.  Actually,  it  appears  to  me 
that  they  suffer  from  a case  of  exaggerated  self-im- 
portance, self-esteem,  or  misplaced  value  of  their 
own  power.  The  damage  which  the  omitting  of  la- 
beling drugs  may  cause  is  greater  than  the  advantage 
which  labeling  of  all  drugs  could  give.  It  is  obvious 
that  cases  of  poisoning  could  find  a faster  happy 


solution  if  all  drugs  were  labeled,  just  the  same  as 
all  cans  containing  cleaning  fluid,  gasoline,  deter- 
gents, insect  poisons,  etc.,  which  have  to  he  labeled 
by  law.  This  last  word  will  immediately  bring  cries 
of  fear  of  another  governmental  interference,  but  1 
would  like  to  point  out  that  we  have  ceased  to  cry 
about  traffic  lights,  or  speed  limits,  or  the  alcoholic 
content  of  wine,  or  the  acceptance  of  hunting  and 
fishing  licenses.  Why  then,  should  not  powerful 
drugs  of  our  daily  use  be  labeled  correctly,  yes,  under 
governmental  law?  This  would  not  take  one  iota 
away  from  our  privilege  of  being  the  sole  distributors 
of  such  drugs,  yet  it  would  eliminate  the  obvious 
dangers.  The  advantage  of  the  patient  talking  about 
Raudixan  instead  of  “a  little  red  pill  which  you  gave 
me  two  years  ago”  is  another  obvious  advantage. 

Those  of  us  who  happen  to  he  trained  in  Europe 
were  astonished  to  find  this  rather  archaic  form  of 
secrecy  in  the  dispensing  of  drugs.  No  drug  is  al- 
lowed to  leave  the  druggists’  store  in  Europe  without 
proper  labeling.  Twenty  years  ago  I started  to  print 
on  every  prescription  blank  of  mine,  the  words  “La- 
bel as  such”  in  red.  Quite  a number  of  physicians 
have  done  so,  too,  in  Seattle.  Harborview  Hospital 
now  labels  all  drugs  correctly.  I would  suggest  that 
we  follow  as  a profession,  to  institute  proper  legisla- 
tion to  label  all  drugs  which  leave  our  offices.  Sug- 
gestions from  other  doctors  would  he  helpful,  to  fol- 
low this  letter  to  the  editor. 

Sincerely  yours, 

OTTO  T.  TROTT,  M.D. 

Seattle,  Washington 


m/HOSP/Mt  Inc. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 

7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Diagrammatic  drawing  of  terminal  respiratory  unit. 


Jr  flow  with  dual  action 


MEDIHALER-DUO 


Potent  bronchodilation  plus  decongestion  and  reduction  of  edema;  Medihaler- 
Duo  provides  immediate  relief  for  the  asthmatic.  One  or  two  inhalations  from 
the  always-ready-to-use  Medihaler®  usually  resolves  attacks,  even  in  difficult 
cases... no  need  to  burden  the  patient  with  continuous  systemic  medication. 

The  15  cc  metal  vial  contains  a suspension  of  the  bronchodilator,  isoproterenol  HCI,  and  the  vasocon- 
strictor, phenylephrine  bitartrate,  in  an  inert,  nontoxic  aerosol  vehicle. 


A uniform  dose  of  0.16  mg  of  isoproterenol  hydrochloride  and  0.24  mg  of  phenylephrine  bitartrate  is 
delivered  by  each  depression  of  the  valve.  Indicated  for  relief  from  dypsnea,  resulting  from  broncho- 
spasm;  congestion  of  respiratory  mucosa;  and  edema  encountered  in  acute  or  chronic  bronchial  asthma. 


Physician’s  brochure  on  request.  Complete  data  and  instructions 
included  in  package  insert. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

U S PATENT  NOS.  2,837,249;  2.886,217;  2.968,427;  3.001,624;  3.014.844 


RIKER  LABORATORIES,  INC.,  Northridge,  California 


These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Duplerefa/1 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low. 

SUPPLIED:  SER-AP-ES  Tablets,  each  containing  0.1  mg.  SERPASIL®  (reserpine  Cl  BA),  25  mg. 
APRESOLINE®  hydrochloride  (hydralazine  hydrochloride  Cl  BA),  and  1 5 mg.  ESIDRIX* 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions,  and  side  effects),  see  current  Physicians'  Desk  Reference  or  write  CIBA. 

1 . Du  pier,  D.A.,  Greenwood,  R.J.,  and  Connell,  J.T.:J.A.M, A.  174:1  23  (Sept.  1 0)  1 960. 

2.  Hobbs,  L.F.:  To  be  published,  i/aorsxs 

CIBA 

SUMMIT,  N . J . 
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CONCLUSION:  overall  results  showed  a 

higher  percentage  of  bacterial  susceptibility 
to  TAO  than  to  the  other  antibiotics 
tested.  For  the  results  with  the  specific 
bacteria  see  the  following  page. 


plial'.'1'' 


1962  REPORT 

Nationwide  hospital  survey  of 
bacterial  susceptibility  pattern  in  9,872 
cultures  of  common  pathogenic  bacteria 


isolated  from  patients 


With  each  passing  year,  determination  of  antibiotic  effectiveness  becomes 
more  critical,  and  shifting  patterns  of  resistance  emerge. 

What  is  the  current  geographical  status  of  in  vitro  bacterial  susceptibility  to 
antibiotics? 

To  get  the  answer,  23  geographically-dispersed  hospitals  contributed  to  a 
susceptibility  survey.  Each  hospital  supplied  its  own  antibiotic  sensitivity 
results  which  were  then  tabulated  and  statistically  analyzed.  The  results 
of  this  unprecedented  survey — covering  five  widely-used  antibiotics  against 
9,872  pure  cultures  of  common  bacteria  isolated  from  patients — are  sum- 
marized on  the  next  page. 


Overall  Results* 


ERYTHROMYCIN 


81.5% 


TETRACYCLINE 


61.6% 


CHLORAMPHENICOL 


85.5% 


PENICILLIN 

‘Percentage  of  cultures  reported  susceptible  in  9,872  clinical  isolates 
of  staphylococcus,  streptococcus,  pneumococcus  and  H.  influenzae. 


60.5% 


Of  6,725  staphylococcal  isolates  tested  tao  showed  a clear  superiority; 
of  2,488  streptococcal  and  463  pneumococcal  isolates  tested  results  were 
about  equal.  Of  196  H.  influenzae  isolates  tested  tao  was  less  effective. 
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(JRVEY  OF  ANTIBIOTICS 


' phylococcus,  streptococcus,  pneumococcus  and  H. 
i.'uenzae  isolated  from  patients  were  the  organisms 
c llenged  by' five  widely  used  antibiotics.  All  the  an- 
ti otics  have  been  in  clinical  use  at  least  five  years: 
piicillin,  erythromycin , triacetyloleandomycin, 
h acycline  and  chloramphenicol.  Only  results  of  sus- 
< libility  studies  on  pure  cultures  were  considered 
i id;  the  disc  testing  technique  was  utilized.1 

- live  against  common  pathogenic  bacteria. 

1 en  after  five  years  of  general  use,  triacetyl- 

0 andomycin  (tao)  is  highly  active  against  com- 
r n pathogens.  For  specific  information  on  the 
r ny  tao  dosage  forms,  its  uses  in  acute  pedia- 
tc,  skin  and  soft  tissue,  and  respiratory  infec- 
t ns,  turn  the  page. 

1 Bacteria!  Susceptibility  Patterns:  A Geographic  Survey.’’  Fowler,  J. 
h,  M.D.,  and  Watters,  John  L,  M.D.  Scientific  Exhibit  presented  at  the 

4 ual  Meeting  of  the  American  Society  of  Clinical  Pathologists,  Chicago, 
I1  August  31  to  September  8,  1962. 


m 4 an  antibiotic 

I /\  I I that  time 

hasn’t  changed 

(triacetyloleandomycin; 


(triacetyloleandomycin) 


an  antibiotic 
that  time 
hasn’t  changed 


You  can  expect  tao  to  produce  a rapid,  decisive  response  in 
acute  common  infections  caused  by  most  Gram-positive  and 
some  Gram-negative  bacteria,  including  those  resistant  to 
many  other  antibiotics: 


Acute  respiratory  infections: 


otitis  media,  sinusitis,  tonsillitis,  pharyngitis,  bron- 
chitis, lobar  and  bronchopneumonia,  lungabcess, 
bronchiectasis. 


Acute  skin  and  soft  tissue  infections:  [uruncles-  carbuncles,  impetigo  con 

J J tagiosa,  ecthyma,  eczema,  infected 

cysts,  abscesses,  infected  contact  dermatitis,  celluli- 
tis, infected  traumaticor  surgical  ulcers  and  wounds. 

Acute  pediatric  infections:  particularly  streptococcal. 


Other  acute  genitourinary , gastrointestinal  and  miscella- 
neous infectiojis:  Pyelonephritis,  pye- 

J litis,  ureteritis,  cys- 

titis, urethritis  (including  gonococcal  urethritis), 
acute  salpingitis,  endometritis,  bartholinitis, 
staphylococcal  enterocolitis,  osteomyelitis,  septic 
arthritis. 


New  York  17,  N.  Y. 

Division , Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being ® 


a TAO  form  for  use  ...  in  patients  of  all  ages 
...  in  home,  office  or  hospital 


TAO  capsules  (250  mg.;  125  mg.) 


TAO  Ready-Mixed  Oral  Suspension 
(raspberry-flavored)  (125  mg./5  cc.) 


TAO  Pediatric  Drops  (100  mg./cc.) 


Parenteral 

(as  oleandomycin  phosphate) 


For  complete  prescription  information,  includ 
ing  dosage,  indications  and  precautions,  con 
suit  product  brochure 


BIRTCHER-WORLD  LEADER  IN 

ULTRASONICS 


PRESENTS  THE  ALL  NEW 


COMPACT  • LIGHTWEIGHT  • PORTABLE  • SUPERBLY 
ENGINEERED  • ECONOMICALLY  PRICED  • Ultrasonic 
therapy  is  now  so  generally  recognized  that  nearly  half  of  all 
U.S.  physicians  employ  this  modality.  Since  first  bringing  ultra- 
sonic therapy  to  this  country  in  1946,  Birtcher  has  manufac- 
tured more  ultrasonic  units  than  any  other  company  in  the 
world.  The  culmination  of  these  16  years  of  clinical  and  engi- 
neering experience  is  the  all  new  MEGASON  XII  ultrasonic  unit. 
It  is  lightweight . . . because  physicians  asked  for  a portable  unit. 
It  is  compact... because  space  is  at  a premium  in  physicians’ 
crowded  offices.  It  is  superbly  engineered ...  to  provide  the 
utmost  that  a fine  electronic  instrument  can  offer  in  accuracy 
and  dependability.  It  features  Birtcher’s  exclusive  5-position 
transducer  that  instantly  adjusts  to  the  most  comfortable  and 
effective  angle  for  treatment.  It  is  guaranteed  for  two  full  years. 


WANT  MORE  INFORMATION? 

You  can  lease  the  finest  ultrasonic  unit  made,  or  purchase  it  at 
a remarkably  low  cost.  Write  now  for  descriptives,  the  MEDICAL 
ULTRASONICS  IN  A NUTSHELL  booklet,  or  a no-obligation 
demonstration  in  your  office. 


Bthe  birtcher 

CORPORATION 

Medical  Electronics  for 

CAR0I0L0GY  • ELECTROSURGERY  • PHYSICAL  MEDICINE 

Dept  nm  962  4371  Valley  Blvd.,  Los  Angeles  32,  California 

For  factory  direct  sales  and  service  in  Portland  write  or  call 

The  Birtcher  Corporation  10711  N.E.  Weidler  St.,  Suite  208 
Portland,  Oregon,  ALpine  2-8889 


The  Megason  XII 
fits  compactly  on  a small  shelf. 


The  Megason  XII  shown  on  a table. 


Only  the  Birtcher  Megason  XII 
offers  a 5-position  transducer. 
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Relie\  ^es 
Anxiety 
and 

Anxious 

Depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  relieves  anxiety  and  anxious  depres- 
sion—the  type  of  depression  in  which  either  tension 
or  nervousness  or  insomnia  is  a prominent  symptom 
— has  been  clinically  authenticated  time  and  again 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t i d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  os  MEPROTABS®  — 400  mg. 
unmarked  coated  tablets;  and  in  sustained-release  capsules 
os  MEPROSPAN®-400  and  MEPROSPAN®-200  (containing 
respectively  400  mg.  and  200  mg.  meprobamate). 


iff/  WALLACE  LABORATORIES  ' Cranbury,  N.  J. 

cm  -6708  \Arn 


Clinically  proven 
in  over  750 
published  studies 


IActs  dependably  — 

without  causing  ataxia  or 
altering  sexual  function 


2 

3 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 


Prescribe  antivert,  a leading  anti-vertigo  product,  for  prompt  relief  of  vertigo,  Meniere’s 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 


Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid  50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


And  for  your  aging  patients  — 
NE0B0N-  Capsules 
five-factor  geriatric  supplement 
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METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 


STRENGTHENS  THE  COLONIC  REFLEX 


(<  The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  u all 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 


e.  d.  SEARLE  & CO. 

CHICAGO  80.  ILLINOIS 

Research  in  the  Service  of  Medicine 
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Commission  on  Drug  Safety 


As  suggested  in  these  columns  last  month,  the 
reputable  firms  are,  through  the  Pharmaceutical 
Manufacturers  Association,  taking  steps  to  ob- 
tain more  information  about  new  drugs.  The 
Association  has  appointed  a Commission  on 
Drug  Safety,  bringing  to  bear  on  the  problem  a 
splendid  array  of  talent,  knowledge  and  skill. 
The  Commission  will  concern  itself  primarily 
with  the  problem  of  predictability  of  action  of 
new  drugs. 

Response  of  those  invited  to  form  the  Com- 
mission has  been  unanimously  favorable.  Medi- 
cine, government  and  the  pharmaceutical  indus- 
try are  represented.  Members  are: 

Paul  R.  Cannon,  former  chairman  of  the  De- 
partment of  Pathology,  University  of  Chicago, 
and  editor,  AMA  Archives  of  Pathology;  Thomas 
Francis,  Jr.,  chairman,  Department  of  Epidemi- 
ology, University  of  Michigan;  Philip  S.  Hench, 
winner  of  Nobel  Prize  for  work  on  arthritis, 
Rochester,  Minnesota;  Hugh  H.  Husey,  Jr.,  Dean 
of  Georgetown  University  School  of  Medicine 
and  Chairman  of  the  Board  of  AMA;  Chester  S. 


Keefer,  formerly  of  Department  of  HEW,  now 
director  of  Boston  University-Massachusetts  Me- 
morial Hospital  Medical  Center;  Theodore  G. 
Klump,  former  chief  of  drug  division  of  FDA, 
now  president  of  Winthrop  Laboratories;  John 
T.  Litchfield,  director  of  Experimental  Thera- 
peutics Section  of  Lederle  Laboratories;  Maurice 
R.  Nance,  medical  director  of  Smith,  Kline  & 
FVench  Laboratories;  Leonard  A.  Scheele,  former 
surgeon  general,  PHS,  now  senior  vice-president, 
Warner-Lambert  Pharmaceutical  Co.;  Leon  H. 
Schmit,  Ph.D.,  research  professor  in  biological 
chemistry.  University  of  Cincinnati  College  of 
Medicine;  Austin  E.  Smith,  former  secretary 
AMA  Council  on  Pharmacy  and  Chemistry,  for- 
mer editor  JAMA,  now  president  Pharmaceutical 
Manufacturers  Association;  Thomas  B.  Turner, 
dean,  Johns  Hopkins  University  School  of  Medi- 
cine; and  Joseph  Warkany,  researcher  in  endo- 
crinology and  prenatal  deformities,  fellow  of 
Children’s  Hospital  Research  Foundation  of  Cin- 
cinnati. ■ 
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. . . even  though  surrounded  by  allergens.  Co-Pyronil®  provides  smooth, 
continuous  control  of  allergic  symptoms— relief  in  minutes  for  hours,  with 


virtually  no  side-effects.  And  there  is  a dosage  form  for  every  allergic  patient. 
Pulvules “ • Suspension  • ^e<^'a^nc  ^u^vu^es 

fovrrobutamine  comDOund,  Lillv) 


Each  Pulvule  contains  Pyronil®  (pyrrobutamine,  Lilly),  15  mg.;  Histadyl®  (methapyrilene  hydrochloride, 
Lilly),  25  mg.;  and  Clopane*  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly),  12.5  mg.  Each  pedi- 
atric Pulvule  or  5-cc.  teaspoonful  of  the  suspension  contains  half  of  the  above  quantities.  This  is  a 
reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  256017 
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ORIGINAL  ARTICLES 


Steroid  Intoxication 


Undesirable  Effects  After  Long  Term  Administration  in  Rheumatoid  Arthritis 

ROBERT  E.  RINEHART,  M.  D.  Portland,  Oregon 


Adrenal  hypercorticism,  factitious,  due  to  inges- 
tion of  natural  and  synthetic  corticoid  prepara- 
tions, is  a common  and  troublesome  complica- 
tion of  rheumatic  conditions.  Regional  variation 
in  incidence  of  toxicity  is  notable,  varying  in- 
versely with  professional  awareness  of  its  dangers 
and  manifestations.  In  Oregon,  in  a private  prac- 
tice devoted  almost  exclusively  to  rheumatology, 
an  incidence  of  five  percent  in  new  admissions 
was  noted  during  the  past  two  years.  In  a 
neighboring  state,  where  rheumatic  diseases  have 
received  less  publicity,  twenty-four  of  ninety-two 
patients  examined  demonstrated  clinical  evidence 
of  toxicity  during  a recent  survey.  Severity  is 
directly  related  to  dosage  and  duration  of  admin- 
istration. Toxicity  is  invariably  present,  differing 
only  in  degree,  when  these  preparations  are 
administered  to  any  individual.  Fortunately, 
recovery  is  usually  prompt  and  uncomplicated 
when  administration  has  been  brief  (as  is  the 
case  when  properly  administered  in  acute  dis- 
seminated lupus  erythematosus  or  uveitis.)  In- 
toxication is  also  minimal,  and  usually  not  sig- 
nificant, when  administration  is  topical  or  intra- 
articular.  Patients  with  allergic  conditions  rarely 
experience  degrees  of  debility  comparable  to 
those  with  arthritis  or  rheumatism  or  both,  al- 
though the  death  rate  in  asthma  is  much  higher 
now  than  before  introduction  of  these  drugs  in 
1950.1  Parenteral  administration  of  ACTH  re- 
sults in  similar  syndromes  with  more  grave  prog- 


nostic implications.  Fortunately,  cost  of  medi- 
cation usually  precludes  prolonged  ACTH  ad- 
ministration. 

Rheumatic  diseases  tend  to  be  of  long  duration 
and  require  prolonged  therapy.  Individuals  with 
these  diseases  are  notoriously  sensitive  to  toxic- 
effects  of  steroid  preparations  and  are  prone  to 
develop  both  chronic  and  catastrophic  manifesta- 
tions of  intoxication.  These  reactions  are  all  di- 
rectly related  to  anti-inflammatory  activity,  the 
same  property  that  provides  symptomatic  relief. 
This  unfortunate  relationship  precludes  manipu- 
lation of  steroid  molecules  to  provide  potency 
without  danger.  It  must  be  remembered  that  re- 
pair and  inflammation  differ  only  in  degree.  All 
tissues  are  constantly  wearing  out  and  undergo- 
ing repair.  Even  such  a stable  organ  as  bone  is  in 
a constant  flux,  while  gastric  mucosa  is  renewed 
almost  daily.  Ordinarily,  repair  occurs  at  a 
rate  that  is  (fortunately)  imperceptible.  Any 
increase  in  rate  of  repair  resulting  from  excessive 
damage  is  immediately  manifest  by  one  or 
more  cardinal  signs  of  inflammation.  Inflamma- 
tion in  joint,  muscle  and  associated  structures, 
is  promptly  suppressed  by  local  or  systemic  ex- 
posure to  anti-inflammatory  steroid,  stopping  re- 
pair. When  exposure  is  systemic  all  other  bodily- 
structures  (gastric  mucosa,  blood  vessels,  skin, 
nerve)  experience  delay  or  cessation  of  repair. 
Over  a period  of  time,  disintegration  of  multiple 
systems  occurs  with  development  of  a variety 
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of  symptoms  and  syndromes.  These  manifesta- 
tions are  always  debilitating  and  frequently 
fatal.  Since  they  are  always  iatrogenic  their 
fundamental  cause  is  obvious.  Responsibility 
for  disability  or  death  reposes  with  the  physician 
who  permits  continued  medication. 

Many  of  the  facts  reported  herein  are  common 
knowledge  and  have  been  observed  by  nearly  all 
physicians.  Detailed  references  can  be  found  in 
review  articles  listed  bibliographically.  Other 
references  to  specific  subjects  are  listed  numer- 
ically. 

damage  defined 

Joints.  A large  measure  of  joint  damage  in 
arthritis  arises  from  increased  friction  due  to 
muscle  spasm.  Nature  attempts  to  repair  this 
damage  with  the  usual  inflammatory  response. 
Cessation  of  inflammation  under  influence  of 
cortical  steroids  stops  repair  and  allows  over-use 
of  tightened  joints  resulting  in  additional  (rela- 
tively painless ) damage.  Charcot-type  joints 
result.  Carpal  and  tarsal  bones  vanish  into 
crumpled  fragments.  Otto  pelvis,  or  protrusio 
acetabuli,  once  a clinical  rarity,  is  now  a common 
occurrence.  Phalanges  painlessly  disappear,  leav- 
ing many  seal-flipper  hands  for  edification  of 
medical  students.  Damage  to  this  degree  is  irre- 
parable and  usually  uncompensable  after  steroid 
withdrawal. 

Bones.  Maintenance  of  bone  structure  involves 
continuous  activity  by  osteoblasts  and  osteoclasts, 
the  former  exerting  a reparative  or  inflammatory 
effect.  With  loss  of  this  activity,  gradual  dis- 
solution occurs,  with  decalcification  due  to  fail- 
ure of  formation  of  osteoid  matrix  by  osteo- 
blasts. This  disorder  of  bone  is  known  as  osteo- 
porosis and  characterized  by  occurrence  of  com- 
pression fractures.  These  occur  most  frequently 
in  vertebrae,  but  have  also  been  noted  in  hips 
and  other  bone  structure.  Osteoporosis  plays  a 
role  in  development  of  Charcot  type  joints  men- 
tioned above.  A similar  condition  occurs  during 
immobilization,  after  x-ray  therapy,  and  in  cas- 
trate or  menopausal  females.  Since  these  factors 
frequently  are  concomitant  with  arthritis,  steroids 
induce  an  additive  influence. 

Vasculitis.  Periarteritis,  panarteritis  and  poly- 
arteritis ( all  probably  representing  various  stages 
or  types  of  the  same  process)  are  noted  with 
increasing  frequency  in  rheumatic  conditions. 
At  one  time  (B.C.  or  before  cortisone)  these 


were  rare  conditions.  Manifestations  are  often 
fulminating  and  frequently  lead  to  painful  death. 
Unfortunately,  because  of  the  pseudo-inflamma- 
tory nature  of  lesions,  a tendency  exists  to  ad- 
minister larger  doses  of  drugs,  leading  to  more 
profound  pathologic  changes.  Ecchvmotic  skin 
lesions  are  frequent  indications  of  vascular  dam- 
age and  often  forerunners  of  more  serious  com- 
plications. 

Pseudo-arthritis.  Steroid  pseudo-arthritis  occurs 
when  these  preparations  are  administered  to  in- 
dividuals with  minor  rheumatic  complaints  ( mus- 
cular rheumatism,  fibrositis).  Initial  relief  leads 
to  prolonged  drug  ingestion  and  delays  definitive 
treatment.  Migratory  polyarthritis,  indistinguish- 
able from  rheumatoid  arthritis,  occurs  and  is 
aggravated  when  dosage  is  increased  in  an  at- 
tempt to  allay  symptoms.  Withdrawal  of  drug 
is  difficult  and  total  disability  may  last  several 
months. 

Polytmjositis.  Salt  and  water  retention  during 
steroid  therapy  is  common  and  produces  decep- 
tive fullness  and  roundness  of  extremities.  Anti- 
inflammatory (anti-repair)  activity  results  in 
severe  muscular  wasting  which  is  hastened  and 
aggravated  by  over-use  of  muscle.  In  time, 
damage  becomes  extensive,  but  is  masked  by 
edema.  At  first  fatigue,  then  soreness,  become 
prominent.  Attempts  to  control  these  symptoms 
with  additional  drugs  leads  to  further  deterior- 
ation. This  characteristic  of  steroid  intoxication 
accounts  for  a large  measure  of  the  disability 
following  withdrawal.  It  is  reversible,  but  re- 
quires many  months  of  highly  technical  physical 
therapy  for  correction.  Continuous  nursing  care 
is  necessary  to  spare  damaged  muscle  and  permit 
restoration.  Fatigue,  accompanied  by  strenuous 
effort  to  compensate  and  carry  on  even  minor 
activities,  leads  to  emotional  instability  and 
psychic  phenomena  (vide  infra). 

Peptic  Ulcer.  One  group  of  observers*  has 
reported  significant  correlation  between  steroid 
administration  and  gastroduodenal  ulceration 
Another  group3  after  equally  careful  study,  re- 
ported almost  identical  incidence  of  ulceration 
in  a group  of  patients  with  rheumatoid  arthritis 
before  and  after  steroid  therapy.  These  conflict- 
ing reports  notwithstanding,  it  is  common  know  l- 
edge that  perforation  and  hemorrhage  of  peptic 
ulcer  occur  with  much  greater  frequency  in  pa- 
tients receiving  these  drugs.  Ulceration  occurs 
initially'  because  of  increased  trauma  or  defi- 
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ciency  of  mucosal  repair.  Exposure  to  anti-in- 
flammatory (anti-repair)  substances  allows  dam- 
age to  progress  unchecked  and  without  warning 
signs  of  inflammation.  The  implications  are 
obvious. 

Lupus-like  Reaction.  Stigmata  of  disseminated 
lupus  erythematosus  occur  with  great  frequency 
in  patients  receiving  steroids.  Ecchymoses  have 
already  been  mentioned.  Albuminuria,  phlebitis, 
encephalopathy,  thrombophlebitis  and  leuko- 
penia are  not  uncommon.  Phagocytosis  of  baso- 
philic material  resembling  chromatin  by  poly- 
morphonuclear leukocytes  occurs  in  over  twenty 
percent  of  these  individuals.  These  cells  resemble 
Hargraves  L.E.  cells  and  lead  to  erroneous  diag- 
noses and  unwarranted  increases  in  steroid  dos- 
age. 

Adrenal  Insufficiency.  Under  ordinary  circum- 
stances, it  is  estimated  that  adrenal  glands  manu- 
facture twenty  milligrams  of  hydrocortisone 
daily  while  under  stress  output  may  be  increased 
several  times.  These  glands  follow  the  usual  rule 
of  inhibition  by  exogenous  hormones,  exhibit- 
ing atrophy  within  a short  time  when  exposed 
to  this  or  a higher  daily  dose.  It  is  probable  that 
this  inhibitory  effect  is  primarily  on  pituitary 
manufacture  of  ACTH  ( and  other  pituitary  hor- 
mones) with  secondary  adrenal  inhibition.  After 
short  exposure,  recovery  is  usually  prompt,  but 
when  atrophy  has  been  induced  for  any  length 
of  time,  complete  recovery  may  never  occur.  This 
phenomenon  necessitates  gradual  reduction  in 
dosage  over  a long  period  of  time.  It  also  neces- 
sitates readministration  of  steroid  concomitant 
with  trauma,  surgery  (even  minor),  or  any  other 
stressing  situation,  after  drug  withdrawal.  Many 
deaths  have  been  reported  through  neglect  of 
this  precaution.  Hartung1  gives  an  excellent  ac- 
count of  management  of  these  cases  before  and 
after  surgery.  Summaries  of  accepted  regimen 
are  given  on  a Cortisone  Card  prepared  by  the 
Oregon  Chapter  of  the  Arthritis  and  Rheumatism 
Foundation.5 

Diabetes  Mellitus.  This  complication  is  usually 
more  bothersome  than  serious  and  can  be  con- 
trolled by  usual  means.  With  steroid  withdrawal, 
carbohydrate  tolerance  usually  improves,  fre- 
quently becoming  normal.  When  diabetes  oc- 
curs with  ACTH  administration  it  may  be  per- 
manent and  severe.  It  is  important  in  that  it 
may  be  overlooked  and  contribute  greatly  to  dis- 
ability. 


Mental  Disturbances.  As  would  be  expected, 
reported  incidence  varies  greatly.  Frank  psy- 
choses occur  often  enough  to  make  this  a real 
problem.  Mild  and  transient  aberrations  fre- 
quently encourage  patients  to  stop  treatment 
voluntarily  before  irreparable  damage  occurs. 
When  this  happens,  the  development  of  side- 
effects  can  be  said  to  be  of  great  value.  Mechan- 
ism of  these  disturbances  is  the  same  as  de- 
scribed for  development  of  anxiety-tension  states 
by  Haugen,  et  al.®  Initially  proprioceptive  over- 
stimulation  (usually  already  present  in  patients 
with  rheumatoid  arthritis)  is  increased  by  in- 
creased activity,  resulting  in  symptoms  of  anxi- 
ety. Subsequently  exhaustion  leads  to  diminu- 
tion of  centripetal  proprioceptive  impulses  result- 
ing in  symptoms  of  depression. 

Neuropathy.  Peripheral  neuritis,  sometimes 
severe,  has  been  described  in  rheumatoid  ar- 
thritis with  and  without  steroid  treatment.  In  all 
instances  it  has  been  associated  with  vasculitis 
as  described  above.  Both  phenomena  seem  prone 
to  occur  shortly  after  stopping  steroid  therapy. 
Fortunately,  both  are  rare. 

Hypertension.  Elevation  in  blood  pressure, 
associated  with  salt  and  water  retention,  occurs 
less  commonly  with  prednisone  than  with  the 
older  steroids.  Cerebro-vascular  accidents  and 
congestive  heart  failure,  however,  continue  to  be 
reported  as  complications  of  therapy. 

therapy 

Since  anti-inflammatory  activity  of  steroid 
molecules  is  responsible  for  both  therapeutic  and 
toxic  effects,  there  is  no  possibility  of  separating 
these  actions,  even  in  degree.  One  minor  im- 
provement exists  in  prednisone,  with  diminution 
in  salt  and  water  retention.  However,  this  is 
among  the  least  serious  of  complications.  Ideally, 
treatment  consists  of  prevention,  meaning  that 
in  rheumatic  conditions  these  drugs  should  never 
be  administered  for  prolonged  periods,  and  al- 
ways under  close  supervision.  Unfortunately, 
great  damage  has  already  been  done  and  it  is  our 
responsibility  to  correct  it  as  best  we  can.  In- 
stances are  not  uncommon  where  damage  is  irre- 
mediable, muscles  reduced  to  jelly,  bones  to  egg- 
shell thinness.  When  this  has  occurred,  only 
symptomatic  and  supportive  treatment  can  be 
applied.  These  steroid  cripples,  kept  alive  at 
great  expense  in  money  and  effort,  are  useful 
only  as  horrible  examples  to  prevent  repetition 
of  this  misguided  therapeutic  approach. 
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Adequate  Rest.  When  it  is  decided  to  termi- 
nate toxicity,  it  is  necessary  to  explain  the  situa- 
tion fully  to  patient  and  family.  Provision  must 
be  made  for  months,  sometimes  years,  of  total 
disability.  Financial  resources  have  frequently 
been  exhausted.  Assistance  can  be  sought  from 
local  and  federal  governmental  agencies.  Local 
Arthritis  and  Rheumatism  Foundation  Chapters 
can  often  be  of  aid.  Total  nursing  care  for 
months  is  frequently  necessary.  Since  expense  of 
full-time  professional  help  is  usually  prohibitive, 
it  often  becomes  necessary  to  train  a family  mem- 
ber or  other  lay  person.  Considerable  care  must 
be  used  in  selection  of  these  individuals,  personal 
qualities  of  tact,  courage  and  perserverance  and 
intelligence  being  necessary.  Rest  in  bed,  with 
assistance  in  toilet  and  dining,  and  mild  range- 
of-motion  exercises,  may  be  the  only  permissible 
activity  for  several  months.  During  this  period 
every  precaution  should  be  taken  to  prevent  de- 
velopment or  aggravation  of  deformities.  Beds 
should  be  firm  and  straight.  Splints  should  be 
applied  whenever  and  wherever  indicated.  Sim- 
ple physical  measures,  consisting  of  hot  packs, 
massage  and  gentle  assistive  exercise,  should  be 
carried  out  daily.  In  some  areas  it  may  be  pos- 
sible to  arrange  for  this  type  of  care  in  a conva- 
lescent hospital  or  nursing  home.  Usually  it 
becomes  the  responsibility  of  physician  and  pa- 
tient’s family. 

Drug  Withdrawal.  Dosage  must  be  reduced 
gradually  to  prevent  severe  symptoms  of  adrenal 
insufficiency.  Since  medication  has  usually  been 
prescribed  as  tablets,  each  equivalent  in  potency 
to  20  mg.  of  hydrocortisone,  it  is  convenient  to 
think  in  units  of  that  magnitude.  At  first,  it  may 
be  advisable  to  substitute  an  equal  number  of 
5 mg.  prednisone  tablets,  to  diminish  salt  and 
water  retention,  in  place  of  whatever  drug  is 
currently  being  administered.  Any  adrenal  func- 
tion which  remains  will  be  maximal  during  very 
early  morning  hours,  usually  between  midnight 
and  eight  o’clock.  To  prevent  suppression  of  this 
activity,  as  small  a dose  as  possible  is  given  in 
the  evening.  Usually  daily  dosage  is  divided  into 
two  or  three  portions,  about  two-thirds  being 
given  in  the  morning  dose.  As  a rule,  daily  dos- 
age can  be  reduced  by  one-half  tablet  weekly 
with  reasonable  safety.  Adrenal  recovery  seems 
to  be  hastened  by  administration  of  large  (80- 
120  units)  doses  of  repository  ACTH  at  intervals 
of  one  or  two  weeks.  Since  this  may  result  in 
marked  transient  feeling  of  well-being  it  is  im- 


portant that  it  not  be  over-done,  with  develop- 
ment of  deleterious  side-effects  from  this  prepa- 
ration. As  steroid  dosage  approaches  two  tab- 
lets daily,  expense  may  be  reduced  by  adminis- 
tering hydrocortisone. 

Withdrawal  Complications.  Any  of  the  mani- 
festations of  toxicity  mentioned  previously  may 
make  their  appearance  during  this  time.  Peptic 
ulceration  must  be  guarded  against  by  adminis- 
tration of  antacids  routinely.  Normocytie  anemia 
is  common,  frequently  developing  rapidly.  Iron 
should  be  administered  routinely  and  hemoglobin 
estimated  at  intervals  of  one  to  two  weeks.  Sig- 
nificant anemia  ( 10.0  Gm.  per  100  ml.  or  less ) 
should  be  corrected  by  transfusion.  Potassium 
deficiency  is  common  in  these  patients,  contrib- 
uting to  weakness  and  disability.  Routine  ad- 
ministration of  1.0  Gm.  of  potassium  chloride 
three  times  daily  is  advisable  until  steroid  dosage 
is  decreased  to  equivalent  of  20  mg.  of  hydro- 
cortisone. Multiple  vitamin  deficiencies  arise 
with  great  frequency.  A therapeutic  formula 
preparation  should  be  given  orally  three  times 
daily  for  many  months.  Initially  it  is  advisable 
to  administer  1000  meg.  of  vitamin  B12  plus  1.0 
ml.  of  potent  B-complex  intramuscularly  twice 
weekly. 

Physical  Therapy.  It  is  of  no  avail  to  withdraw 
steroids  completely  and  be  left  with  spastic,  atro- 
phic muscles  and  deformed,  non-functioning 
joints.  Physical  measures  must  primarily  he  di- 
rected to  restoration  of  muscle  strength  and 
function.  When  this  is  done,  and  proper  mea- 
sures are  taken  to  prevent  development  of  de- 
formity, joint  reconstruction  and  return  of  func- 
tion follow  automatically. 

Muscular  restoration  can  only  be  attained 
through  exercise,  which  means  mild,  rhythmic 
muscular  activity.  Muscles  of  these  individuals 
have  become  so  markedly  atrophic  that  only  the 
most  mild  activity  is  permissible.  In  addition  to 
atrophy  these  muscles  exhibit  high  degrees  of 
habitual  tension  (a  conditioned  reflex)  and  con- 
tracture due  to  complete  fatigue.  In  many  in- 
stances voluntary  control  is  completely  lost  and 
must  be  relearned.  Kenney  techniques  of  hot 
packs  and  muscular  re-education  are  of  great 
value  in  relief  of  contracture  and  regaining  of 
voluntary  control.  Training  in  relaxation  by  tin 
method  of  Jacobson,  or  one  of  its  modifications, 
is  necessary  for  relief  of  habitual  tension.  Idealh. 
all  of  these  measures  should  be  prescribed  by  a 
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physiatrist  and  administered  by  a technician 
under  his  supervision.  They  cannot  be  intelli- 
gently prescribed  by  anyone  other  than  a physi- 
cian or  administered  by  anyone  other  than  a 
trained  physical  therapy  technician.  Fortunately, 
after  initiation  of  a program,  many  details  may 
be  carried  out  by  lay  help  under  supervision. 
No  muscle  may  be  overlooked,  and  all  must  be 
exercised  every  day.  Exercise  at  first  may  con- 
sist only  of  passive  stretching  of  muscles,  taking 
joints  through  a full  range  of  whatever  motion 
can  be  performed  with  relative  freedom  from 
pain.  After  muscles  have  been  conditioned  by 
heat,  massage  and  development  of  awareness, 
this  range  may  be  considerable.  As  strength  im- 
proves the  patient  applies  slight  resistance  to 
stretching,  later  exercises  become  more  active 
and  greater  resistance  is  applied. 

Prevention  of  Deformity.  All  individuals  em- 
barking on  a program  of  this  type  should  see 
the  film,  “Prevention  of  Deformity  in  Rheuma- 
toid Arthritis.”7  Every  means  should  be  taken 
to  prevent  its  occurrence,  or  to  apply  corrective 
measures  before  irreparable  damage  occurs. 
Many  suitable  measures  and  devices  are  de- 
scribed in  texts  on  arthritis.8  8 Orthopedic  con- 
sultation in  regard  to  specific  devices  and  pro- 
cedures is  valuable,  but  will  not  replace  an  inti- 
mate knowledge  of  muscle  anatomy  and  function 
by  the  physician  in  charge.  Application  of  avail- 
able measures  requires  continuing  observation, 
as  deformities  develop  almost  overnight. 

summary  and  conclusions 

Continuous  steroid  therapy  for  rheumatic  con- 
ditions is  fraught  with  great  danger,  a large  pro- 
portion of  patients  given  these  drugs  develop 
serious  toxic  manifestations. 

Toxic  manifestations  can  be  controlled  by  cau- 
tious and  intermittent  administration  of  steroid. 
Even  better  is  their  complete  avoidance  in  most 
rheumatic  diseases. 


Once  toxicity  has  developed  it  can  only  be 
controlled  by  withdrawal  of  steroid,  a prolonged, 
costly  and  usually  difficult  procedure. 

Treatment  includes  correction  of  nutritional 
deficiencies,  transfusion  when  necessary,  and 
physical  therapy  directed  by  a physician  well 
acquainted  with  the  anatomic  and  physiologic 
characteristics  of  the  tissues  involved.  ■ 

9705  S.W.  Barbur  Blvd.  (19) 
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Hypertrophic  Pyloric  Stenosis 

JOHN  SONNELAND,  M.D.  Spokane,  Washington 


T he  purposes  of  this  article  are  to  review  briefly 
recent  experience  with  hypertrophic  pyloric  ste- 
nosis in  Spokane,  to  emphasize  the  conditions 
necessary  for  its  diagnosis,  to  offer  suggestions  in 
the  operative  technique,  and  to  outline  factors 
possibly  significant  in  postoperative  vomiting. 
Records  of  all  three  Spokane  hospitals  for  the 
past  five  years,  ending  with  December  of  1961, 
have  been  surveyed.  Seventy-two  cases  of  infan- 
tile hypertrophic  pyloric  stenosis  were  found,  of 
which  six  were  my  own.  All  were  treated  sur- 
gically. 

Five  (7  per  cent)  of  the  cases  were  premature. 
Four-fifths  (7S  per  cent)  were  male.  It  has  been 
said  that  the  condition  occurs  primarily  in  the 
first-born  child.  This  concept  has  been  ques- 
tioned.1 About  half  of  the  general  population  is 
first  born.  In  reported  series,  approximately  the 
same  proportion  of  pyloric  stenosis  cases  are  first 
bom.2-3  In  the  Spokane  series,  of  those  whose 
birth  order  was  noted,  only  41  per  cent  were 
first  born. 

etiology 

W hile  an  extensive  review  has  been  made  of 
the  numerous  etiologic  theories  concerning  py- 
loric stenosis,3  comments  here  will  be  limited  to 
one  theory,  seemingly  most  plausible.  The  nor- 
mal baby  two  or  more  weeks  of  age  will  show  at 
least  a few  mature  ganglion  cells  in  the  myenteric 
plexuses  of  the  pyloric  muscle,  while  the  baby 
with  hypertrophic  pyloric  stenosis  will  usually 
show  only  immature  cells  (Fig.  I).4 

Furthermore,  there  will  be  a decrease  in  the 
number  of  ganglion  cells  as  compared  to  the 
number  in  the  normal  pyloric  muscle.3  While 
some  have  interpreted  these  findings  of  degen- 
eration, Friesen  has  shown  their  viability  by  ear- 
rving  out  histochemical  enzymatic  studies  on 
fresh  biopsy  material.®  He  interprets  his  findings 
as  indicating  that  they  are  immature  cells  ar- 
rested in  development.  The  microscopic  changes 
outlined  are  limited  to  the  pylorus,  and  it  is  pos- 
tulated that  pylorospasm  ensues,  leading  to 
muscle  hypertrophy  with  obstruction. 

Copies  of  an  extensive  statistical  analysis  are  available 
from  the  author  for  those  especially  interested  in  pyloric 

stenosis.  Ed. 


Fig.  1.  Upper  section  from  pylorus  of  infant  with  hyper- 
trophic pyloric  stenosis  demonstrating  no  mature  ganglion 
cells  and  a relative  decrease  in  the  number  of  ganglion 
cells.  Contrast  with  section  immediately  beneath  from 
pylorus  of  normal  infant.  P=plexus,  G=mature  ganglion 
cells,  360X.  Photomicrographs  courtesy  of  Stanley  R. 
Friesen,  M.D. 


What  is  the  relationship,  if  any,  between  hy- 
pertrophic pyloric  stenosis  and  pylorospasm?  Oc- 
casionally, as  happened  once  in  this  series,  the 
surgeon  will  find  no  pyloric  hypertrophy.  How- 
ever, if  the  muscle  is  divided  to  the  mucosa  these 
babies  are  usually  relieved  of  their  vomiting. 
W here  is  the  histologic  dividing  line  between 
these  babies  and  those  with  pylorospasm?  Is  it 
possible  that  pylorospasm  represents  a milder 
phase  of  hypertrophic  pyloric  stenosis?  It  would 
be  interesting  to  collect  and  study  biops\  ma- 
terial from  the  uncommon  cases  in  which  no 
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olive  is  found  but  in  which  vomiting  ceases  after 
pyloromyotomy.  It  would  then  be  possible  to 
determine  if  they  too  demonstrate  both  immature 
and  scanty  ganglion  cells,  though  possibly  to  a 
lesser  degree  than  in  the  infant  with  hypertrophy. 

Both  the  gross  and  microscopic  changes  of 
hypertrophic  pyloric  stenosis  have  been  found  to 
persist  into  adult  life,3  as  confirmed  by  the  case 
of  a Spokane  surgeon  subjected  in  early  infancy 
to  gastrojejunostomy  in  1912,  then  undergoing 
gastrectomy  for  marginal  ulcer  in  1957.  His  py- 
lorus showed  persistent  massive  hypertrophy,  the 
wall  of  the  preserved  specimen  measuring  2.4 
cm.  in  thickness  (Fig.  2). 

diagnosis 

Certain  diseases  should  be  considered  in  the 
differential  diagnosis.  Assuming  that  we  are  dis- 
cussing a baby  who  vomits  persistently  during 
the  first  few  months  of  life,  the  first  point  is  that 
those  with  pyloric  stenosis  will  have  at  least  a 
few  days  of  normal  feeding  before  vomiting 
commences,  thus  separating  this  group  from 
those  with  duodenal  or  intestinal  obstruction. 
Chalasia  may  be  differentiated  not  only  by  lack 
of  a palpable  olive  and  by  x-ray  findings,  but  by 
noting  that  the  baby  does  not  vomit  if  fed  in  the 
sitting  position.  So-called  pylorospasm  is  differ- 
entiated of  course,  by  a bistory  of  intermittent 
periods  of  vomiting,  response  to  atropine  deriva- 
tives, lack  of  an  olive,  or  by  characteristic  x-ray 
appearance. 

What  are  the  cardinal  findings  of  the  disease? 
Beginning  one  to  eight  weeks  after  birth,  the 
baby  will  become  a feeding  problem  and  shortly 
enter  a phase  of  persistent  and  usually  projectile 
vomiting  of  every  feeding.  The  vomitus  will  con- 
tain no  bile,  but  only  formula  or,  as  in  one-sixth 
(14  per  cent)  of  this  group,  coffee-ground  ma- 
terial. The  baby  is  hungry,  and  immediately  after 
vomiting  will  relish  a feeding.  Furthermore, 
parents  complain  that  their  baby  is  constipated. 

If  one  is  to  make  a satisfactory  examination, 
adequate  time  must  be  taken  to  feed  and  observe 
the  infant.  Left-to-right  gastric  waves  will  be 
seen,  the  site  of  the  olive  being  marked  by  the 
distal  end  of  the  gastric  contour.  As  the  baby 
vomits  and  empties  his  stomach,  the  olive  may 
best  be  felt  if  one  obtains  maximum  abdominal 
wall  relaxation  by  supplying  a nipple  and  by  flex- 
ing the  baby’s  hips.  If  the  examiner  then  stands 
at  the  infant’s  left  and  palpates  at  the  site  pre- 
viously marked  by  the  termination  of  gastric 
waves,  first  rather  gently,  then  more  firmly 


Fig.  2.  Adult  persistence  of  hypertrophic  pyloric  stenosis 
showing  thickness  of  preserved  pyloric  wall  (2.4  cm.),  with 
some  hypertrophy  of  proximal  gastric  wall  on  the  right. 


against  the  posterior  abdominal  wall,  he  should 
usually  be  able  to  feel  the  pylorus. 

In  the  occasional  case,  examination  with  bar- 
ium or  lipiodal  will  be  helpful.  In  the  72  infants 
under  discussion,  33  were  x-rayed,  with  no  diag- 
nosis reached  in  11,  and  only  in  six  a typical  pic- 
ture found  of  gastric  dilatation,  retention  and  a 
pyloric  string  sign  (Fig.  3). 

surgery 

Surgical  treatment  of  pyloric  stenosis  has  been 
been  well  detailed  by  others,  and  I shall  there- 
fore only  describe  three  steps  I use  which  may  be 


Fig.  3.  X-ray  demonstrates  not  only  a well  defined  string 
sign  through  the  pylorus,  but  graphically  portrays  a horn- 
like projection  of  duodenal  mucosa.  See  text  for  operative 
detail  to  obtain  division  of  distal  pyloric  fibers  without 
entering  mucosa. 
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Fig.  4.  A.  Indicates  a subcuticular  stitch  starting  and  exiting  a centimeter  beyond  the 
ends  of  the  incision.  B.  The  suture  has  been  tied  over  a gauze  dressing,  and  is  to  be 
sealed  from  the  exterior  with  water-proof  plastic  tape.  C.  One  end  of  the  suture  has 
been  cut  5-6  days  after  surgery,  tape,  dressing  and  suture  being  withdrawn  with  a 
minimum  of  infant  protest.  By  permission  of  Surgery,  Gynecology  & Obstetrics. 


of  some  value.  First,  I have  found  Vi-Drape 
quite  useful  in  pediatric  surgery;  neat  draping  of 
the  wound  is  accomplished,  the  plastic  sheet  ef- 
fectively guarding  the  sterility  of  the  operative 
field  from  possible  skin  contamination.  Second, 
complete  division  of  the  olive  assures  almost 
complete  freedom  from  postoperative  vomiting. 
This  may  be  done  by  blunt  dissection  or  by  pass- 
ing the  intragastric  catheter  through  the  pvloris 
into  the  duodenum.  This  maneuver  probably 
forces  gentle  separation  of  the  fibers  at  the  duo- 
denal end  of  the  olive,  without  the  risk  of  muco- 
sal perforation.  Third,  skin  closure  accomplished 
by  a running  subcuticular  suture  tied  over  a 
gauze  sponge  and  sealed  from  the  exterior  by 
waterproof  tape,  simplifies  and  speeds  suture  re- 
moval. At  the  first  dressing  five  or  six  days  after 
surgery,  the  tape  is  lifted  away  and  the  continu- 
ous suture  cut,  the  suture  thereupon  being  re- 
moved with  the  dressing  (Fig.  4).7 

postoperative  vomiting 

Several  observations  on  postoperative  vomit- 
ing seem  in  order.  First,  it  was  noted  that  of 
the  11  infants  in  whom  duodenal  perforation 


was  either  obvious  or  suspected,  only  three  had 
postoperative  vomiting.  Of  the  remaining  61 
babies,  33  had  repeated  vomiting  postoperatiu- 
ly  (Table  1 ).  While  the  series  is  too  small  to  sup- 
port conclusions,  there  is  a suggestion  that  post- 
operative vomiting  may  be  due  to  undivided 
distal  pyloric  fibers.  That  is,  in  the  latter  group 
the  operator  in  his  desire  to  avoid  duodenal  per- 
foration, may  be  overly  cautious  in  not  proceed- 
ing distallv  far  enough  to  divide  all  pyloric  mus- 
cle fibers.  Figure  3 shows  that  the  duodenal 
lumen  reflexes  proximally  into  the  pyloric  tumor 
as  a spur-like  projection.  It  is  felt  that  these 
distal  fibers  can  be  safely  spread  by  intraluminal 
dilatation  with  the  gastric  catheter. 

If  the  series  is  divided  into  infants  who  pre- 
operatively  vomited  formula  and  those  who  vom- 
ited blackish  material,  a fairly  definite  postoper- 
ative vomiting  trend  is  noted.  Of  the  ten  vomiting 
apparent  coffee-ground  material  (none  actual!} 
tested  for  blood),  eight  persisted  in  vomiting 
postoperatively.  On  the  other  hand,  of  the  62 
preoperatively  vomiting  only  formula,  onlv  2N 
persisted  in  vomiting  postoperatively  (Table  1 1 
The  suggestion  is  made  that  the  vigorous  vomiter 
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Table  1.  Postoperative  Vomiting 

In  those  having:  % 

Mucosal  perforation,  actual  or  suspected  27 

No  perforation  54 

Coffee-ground  emesis  preoperatively  80 

Formula/milk  emesis  preoperatively  45 


is  more  apt  to  have  gastric  hypertonicity  and 
persistent  vomiting. 

other  complications 

A comment  is  in  order  on  our  15  per  cent 
incidence  of  duodenal  perforation  or  suspected 
perforation.  While  some  reports  in  the  literature 
would  indicate  a rate  of  up  to  three  per  cent,2  8 
three  series  were  decidedly  higher:  7.3,  8.2  and 
17.6  per  cent  respectively.3  910 

Except  for  vomiting,  postoperative  complica- 
tions were  virtually  nil.  One  premature  and  one 
term  infant  had  difficult  respirations.  This  was 
due  to  aspiration  of  formula  in  the  one,  to  un- 
known causes  in  the  other.  One  baby  had  a mild 
amount  of  postoperative  greenish  diarrhea.  An- 
other baby  inadequately  hydrated  before  surge- 
ry had  a difficult  time  for  a few  days  postoper- 
atively.  There  was  no  apparent  incidence  of  peri- 
tonitis, or  of  wound  separation.  Twenty-eight 
had  postoperative  antibiotics,  probably  unneces- 
sary' in  many  cases.  There  were  no  deaths,  al- 
though survival  of  several  critically  ill  babies 
appeared  due  to  skillful  care. 

comment 

My  own  cases  pretty  much  paralleled  those  of 
the  whole  group,  save  for  a few  distinguishing 
features.  Three  of  my  six  were  premature  at 
birth,  two  at  time  of  surgery  weighing  over  five 
pounds,  the  other,  three  pounds  12  ounces.  Two 
were  icteric  at  birth,  while  another  exhibited 
glossoptosis,  hyploplastic  mandible  and  a cleft 
palate  ( Pierre-Robin  syndrome)  plus  a heart 
defect. 

In  each  of  these  six  cases  an  olive  was  felt 
and  gastric  waves  were  observed.  None  required 
x-ray  study.  None  needed  transfusion.  Twelve 
hours  after  surgery  they  were  started  on  10  cc. 
feedings  of  dextrose  water,  with  formula  or  breast 
feedings  started  18-24  hours  later.  One  baby 


vomited  intermittently  for  36  hours  after  surgery. 
Except  for  the  three  pound  12  ounce  baby,  the 
average  hospital  stay  totaled  just  under  four  days. 

summary 

Seventy-two  cases  of  infantile  hypertrophic 
pyloric  stenosis  have  been  reviewed,  with  known 
duodenal  perforation  in  seven  per  cent,  and  sus- 
pected perforation  in  four.  Postoperative  compli- 
cations other  than  vomiting  were  minimal  except 
for  two  babies  with  labored  respirations.  There 
were  no  deaths. 

A plausible  theory  of  etiology  is  reviewed, 
pointing  toward  a defect  in  the  myenteric  plexus 
of  the  pylorus. 

Diagnosis  depends  on  emphasizing  persistent 
vomiting  without  bile,  hunger,  so-called  constipa- 
tion, gastric  waves,  and  the  manner  in  which  the 
pylorus  can  be  most  readily  palpated. 

Simplified  draping  of  the  skin,  separation  of 
distal  pyloric  fibers,  and  a modification  of  sub- 
cuticular wound  closure  are  suggested.  Postop- 
erative vomiting  is  observed  more  frequently 
when  preoperative  vomiting  has  been  vigorous 
as  manifest  by  coffee  ground  material.  Postoper- 
ative vomiting  is  less  frequent  when  distal  pyloric 
fibers  have  been  divided  adequately.  ■ 

331  Medical  Center  Bldg.  (4) 
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The  School  and  the  Mental  Health  of  Children 

Part  III 


THOMAS  P.  MILIAR,  M.D.  Seattle,  Washington 


In  the  preceding  sections  of  this  paper  the  trend 
in  schools  toward  increasing  assumption  of  respon- 
sibility for  the  emotional  maturation  of  the  child, 
was  described,  together  with  some  of  the  effects  it 
has  had  upon  teachers,  school  personnel  and  the 
public  image  of  the  school. 

The  second  section  suggested  that  this  trend 
found  its  roots  in  the  notion  of  “education  for  life 
adjustment”  and  was  influenced  by  a determination 
to  educate  all  children.  The  reasons  school  persons 
give  for  the  assumption  of  increasing  mental  health 
responsibilities  were  examined.  It  was  suggested 
that  communication  difficulties  with  mental  health 
disciplines  had  been  in  part  responsible  for  the  trend 
to  incorporate  such  disciplines,  or  their  functions 
within  the  schools.  Finally  it  was  suggested  that  a 
profound  lack  of  mental  health  resources  had  cre- 
ated a vacuum  of  need,  into  which  schools  as  well  as 
other  agencies  have  tended  to  flow. 

This  section  will  concern  itself  with  examining 
the  relevance  of  this  trend  and  presenting  a view  of 
school  mental  health  practices  as  seen  by  a physi- 
cian. 

relevance  of  the  trend 

Before  focusing  comment  upon  the  relevance 
of  this  trend  as  seen  through  the  eyes  of  a physi- 
cian, it  seems  appropriate  to  describe  briefly  the 
wider  picture  of  which  the  educational  trend 
seems  but  a part.  This  is  the  age  of  Freud,  the 
age  when  all  of  us,  in  our  personal  or  profession- 
al contacts  with  persons,  have  come  to  regard 
behavior  with  some  recognition  of  its  complex 
origins.  This  has  had  profound  effects.  This 
insight,  derived  from  our  recognition  of  uncon- 
scious factors  in  behavioral  motivation,  has 
everywhere  illuminated  our  understanding.  It 
has  rattled  the  foundations  of  our  moral  and 
ethical  systems.  It  has  brought  a new  dimension 
of  understanding  to  our  legal  practices,  our 
courts  and  our  prisons.  It  has  profoundly  influ- 
enced the  practice  of  medicine.  Increasingly, 
public  health  persons  are  concerning  themselves 
with  mental  health  problems.  Pediatricians,  deal- 
ing more  with  the  well  child,  have  focused  to  a 
greater  extent  upon  the  emotional  needs  of  grow- 


ing children.  It  would  be  surprising  indeed,  if 
education  were  not  to  reevaluate  its  methods  in 
terms  of  these  insights  of  our  times. 

The  enthusiastic  application  of  psychiatric  in- 
sights to  these  varied  functions  has  sometimes 
been  more  vigorous  than  realistic,  more  deter- 
mined than  relevant.  The  results  have  not  always 
been  as  “therapeutic”  as  one  would  wish.  For 
example,  the  popularization  of  psychiatric  con- 
cepts concerning  childrearing  techniques  has 
tended  to  inhibit  parents,  to  make  them  approach 
their  children  anxietously.  Fearful  of  traumatiz- 
ing the  child,  they  do  nothing— and  the  children 
suffer  from  a lack  of  limits,  of  defined  boundaries 
within  which  they  can  grow,  find  their  identity 
and  their  worth.  In  this  case,  the  effect  is  a 
negative  one  and  the  psychiatrist  must  accept 
some  of  the  responsibility  for  this  state  of  affairs. 
He  must  feel  some  constraint  to  offer  realistic 
assistance  to  parents,  schools,  juvenile  correc- 
tional services,  courts,  and  others,  as  they  en- 
deavor to  apply  psychological  concepts  to  the 
better  performance  of  their  functions. 

credit  due 

To  the  extent  that  the  school  has  been  con- 
cerned to  perform  its  educational  functions  with 
insightful  regard  for  the  emotional  well  being 
of  children,  its  endeavors  ought  only  receive 
the  most  sincere  support  from  psychiatrists  and 
other  mental  health  specialists.  Indeed  it  be- 
hooves such  persons  to  offer  the  schools  realistic 
assistance  with  such  concerns.  Similarly,  when 
it  appears  that  the  school’s  concern  for  the  men- 
tal health  of  children  may  be  leading  it  into 
assuming  inappropriate  roles,  to  the  ultimate 
detriment  of  the  child,  the  psychiatrist  should 
feel  some  constraint  to  point  this  out.  It  is 
in  this  spirit  that  these  comments  upon  the  rel- 
evance of  the  current  trend  are  made. 

When  the  school’s  assumption  of  concern  for 
the  mental  health  of  the  child  has  the  effect  of 
creating  in  the  teacher  a feeling  that  she  is 
responsible  for  the  emotional  maturation  of  the 
child,  that  she  must  somehow  deal  with  him 
therapeutically,  her  instructional  and  character 
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building  functions  will  undoubtedly  be  affected 
adversely.  It  may  be  that  her  sense  of  compe- 
tence and  worth  will  be  undermined  to  the  point 
that  she  performs  all  of  her  functions  less  effec- 
tively. 

When  the  school  employs  additional  mental 
health  personnel,  at  the  expense  of  retaining 
classroom  sizes  incompatible  with  reasonably 
individualized  instruction  of  children,  it  is  ques- 
tionable if  the  mental  health  needs  of  all  the 
children  are  well  served.  When  such  personnel 
devote  their  energies  to  evaluating  the  inner 
life  of  the  child  by  psychological  diagnoses  at 
a time  when  it  is  frequently  estimated  that  10 
to  20  per  cent  of  children  are  having  significant 
difficulty  in  learning  to  read,  one  might  question 
whether  such  psychological  skills  might  not  be 
more  profitably  invested  in  research  into  the 
causes,  diagnostic  differentiation  and  remedia- 
tion of  such  problems. 

brave  new  world? 

When  some  educators  assume,  as  a goal,  re- 
molding the  character  of  the  nation  by  influenc- 
ing the  mental  and  emotional  growth  of  the  child, 
they  are  certain  to  create  anxiety  in  thoughtful 
citizens.  Many  questions  arise:  What  type  of 
individual  would  the  schools  seek  to  produce? 
Into  what  pattern  should  the  nation’s  citizens 
be  molded?  Whose  standards  should  prevail? 
Who  has  the  wisdom  to  know  what  is  really 
needed  now  and  what  kind  of  citizens  will  be 
needed  twenty-five  or  fifty  years  from  now? 

While  it  seems  doubtful  that  most  educators 
entertain  such  a goal,  for  education,  there  are 
those  who  do.  Undoubtedly  some  citizens  will 
question  whether,  in  a democracy,  one  of  the 
institutions  of  the  community  should  seek  to 
remold  the  national  character.  Apart  from  this 
consideration,  such  a notion  would  appear  to  be 
founded  upon  a rather  superficial  comprehension 
of  the  process  of  emotional  maturation  and  char- 
acter formation. 

Most  psychotherapists,  who  have  practiced, 
have  become  aware  of  the  fact  that  deep  seated 
behavioral  patterns  of  individuals  are  not  easily 
accessible  to  change.  This  is  true,  even  in  chil- 
dren and  even  using  intensive  psychotherapeutic 
techniques.  Personality  patterns  develop  in  a 
matrix  of  family  relationship  that  is  a part  of 
American  mores  and  cultural  patterns.  The 
whole  is  deeply  embedded  in  all  that  has  hap- 
pened to  this  nation.  The  pioneer  days,  the  Rev- 
olution, the  Civil  War,  the  wears  of  burgeoning 


industrial  growth,  these  things  have  left  their 
mark  upon  Americans.  These  things  have  created 
those  patterns  of  mental  and  emotional  strengths 
and  weaknesses  that  constitute  American  indi- 
viduals. Remolding  the  character  of  this  nation 
is  not  likely  to  occur  rapidly  or  necessarily  in 
response  to  applied  variations  in  classroom  man- 
agement of  the  child. 

In  some  respects,  it  would  seem  that  the  cur- 
rent trend  may  be  impoverishing  rather  than 
enriching  the  educational  process.  In  the  hope 
that  this  communication  may  be  of  assistance  to 
the  school  endeavoring  to  perform  its  instruc- 
tional function  with  regard  for  the  mental  health 
needs  of  the  child,  it  is  pertinent  to  state  what 
might  represent  sound  parameters  of  educational 
concern  for  mental  health. 

a view  of  school  mental  health  practices 

It  seems  relevant  to  separate  the  three  prin- 
cipal areas  of  concern  in  dealing  with  mental 
health  problems  in  the  school.  In  this  discussion 
the  elementary  school  operations  are  those  main- 
ly under  consideration. 

The  first  area  of  responsibility  is  that  of  the 
school  to  provide  for  all  children  a climate 
healthy  for  their  emotional  growth.  This  is  sim- 
ilar to  the  responsibility  of  any  community 
agency  working  with  children  to  perform  its 
function  with  regard  for  the  emotional  well 
being  of  the  child.  In  the  case  of  the  school,  the 
provision  of  an  optimal  educational  experience, 
geared  to  the  variations  in  capacity,  potential 
and  need  of  children,  is  a most  significant  aspect 
of  the  “climate.” 

When  children  first  come  to  school,  they  come 
as  individuals  with  varying  degrees  of  readiness 
and  capacity  for  the  learning  task.  Differences  in 
endowment  may  indicate  a need  for  enrichment 
in  one  child;  for  another,  lessened  expectations 
and  a more  slowly  paced  academic  program. 
Similarly,  capacity  for  symbol  learning  and  lang- 
uage function  may  vary  from  child  to  child;  it 
seems  evident  that  not  all  children  are  ready  to 
learn  to  read  at  the  same  age.  Differences  in 
social  and  emotional  maturity  may  result  in  one 
child  being  ready  for  considerable  independent 
learning  and  self-responsibility,  while  another 
may  require  much  more  teacher  supervision.  A 
multiplicity  of  factors  make  each  child  an  indi- 
vidual, to  be  taught  in  accordance  with  his  ca- 
pacities, needs,  and  handicaps. 

An  educational  experience  geared  to  the  par- 
ticular needs  of  the  individual  child  is  probablv 
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the  most  important  contribution  to  his  mental 
health  that  the  school  can  make.  Indeed,  this 
seems  to  be  the  key  dimension  in  providing  a 
climate  healthy  for  emotional  growth  of  all  chil- 
dren. 

In  providing  such  an  individualized  education- 
al experience  in  the  crucial  primary  grades,  the 
classroom  teacher  plays  the  central  role.  Ade- 
quate training  in  pedagogy,  that  does  not  need 
more  than  mentioning  here,  is  a prime  qualifica- 
tion for  her  task.  There  are  more  demands  for 
flexibility  and  maturity  in  relationships  placed 
upon  the  teacher  of  the  primary  grades  than  on 
teachers  of  older  children,  whose  classrooms  are 
more  oriented  to  subject  matter.  Special  atten- 
tion is  needed,  therefore,  in  the  selection  of  ele- 
mentary school  teachers  to  ensure  that  maturity 
and  self  control  are  among  their  personal  quali- 
ties. These  teachers  must  be  able  to  manage 
with  flexibility  and  tolerance  the  behavior  of 
the  children  and  in  so  doing  maintain  the  chil- 
dren’s esteem  and  their  own  self-respect. 

Most  particularly,  elementary  school  teachers 
need  to  have  a clear  understanding  as  to  what 
is  expected  of  them  and  therefore  what  they  must 
expect  of  themselves.  They  need  to  know  what 
constitutes  their  goals  as  educators  and  what  is 
not  their  responsibility  but  that  of  others.  Clarity7 
about  their  role,  its  responsibilities,  limits,  and 
contingent  authority,  is  felt  to  be  essential  to  the 
well  being  of  pupils  and  teachers  alike. 

If  the  primary  grade  teacher  is  to  be  expected 
to  individualize  her  instruction,  she  must  have  a 
reasonably  small  class  load,  probably  not  more 
than  fifteen  or  twenty  pupils.  Large  classes 
require  a high  degree  of  conformity  for  control, 
and  more  children  become  relative  nonconform- 
ists. It  is  more  difficult  for  the  teacher  to  come 
to  know  the  capacities,  needs  and  potentials  of 
each  child  in  a large  classroom.  It  is  often  im- 
possible for  her  to  individualize  her  expectations 
when  she  is  dealing  with  thirty  children.  It  may 
well  be  that  at  this  point  the  mental  health  of 
the  children  in  our  schools  would  be  better  served 
by  increasing  the  number  of  teachers,  therefore, 
decreasing  the  size  of  their  classes  rather  than 
by  hiring  more  mental  health  specialists. 

A second  area  of  educational  concern  relevant 
to  mental  health  has  to  do  with  the  identification 
of  the  non-adjusting  child.  It  is  clearly  a reason- 
able expectation  that  the  school  take  note  of  the 
child  whose  learning  or  behavior  indicates  that 
adjustment  difficulties  may  exist  or  be  develop- 
ing and  inform  the  parents  in  order  that  they 


may,  when  necessary,  turn  to  the  community 
health  services  for  evaluation  and  treatment  of 
the  disorder. 

Most  teachers  seem  clearly  able  to  recognize 
when  learning  or  behavior  disorders  exist,  al- 
though they  are  not  always  in  a position  to  dif- 
ferentiate between  those  that  are  but  transient 
expressions  of  the  normal  vicissitudes  of  growing 
up  and  those  which  herald  or  express  more 
serious  deviation.  In  the  case  of  the  former, 
effective  home-school  communication,  based  up- 
on mutual  interest  in  the  well  being  of  the  child, 
can  be  effective  in  placing  their  transient  nature 
in  perspective.  In  many  cases  such  contacts  are 
the  key  to  the  solution  of  the  difficulty.  In  those 
cases  where  more  serious  difficulty  exists,  home- 
school  communication,  however  harmonious, 
will  fail  to  solve  the  problem.  It  is  at  this  point 
that  further  evaluation  becomes  necessary. 

It  is  suggested  that  when  adjustment  problems 
of  such  magnitude  exist,  the  school  focus  its  con- 
cern upon  communicating  to  the  parents  an  ap- 
preciation of  the  difficulties  it  is  experiencing 
in  teaching  the  child.  By  clearly  indicating  that 
the  child  needs  help  beyond  the  function  of  the 
school  to  provide,  the  school  can  encourage  the 
family  to  seek  this  help  through  the  family 
physician  or  other  health  agency  of  the  commun- 
ity7. 

The  role  of  the  school  in  evaluating  adjustment 
difficulties  in  children  would  seem  appropriately 
limited  to  the  measurement  of  academic  achieve- 
ment, or  the  differentiation  of  particular  learning 
disabilities.  The  school  will  also  be  concerned 
to  discover  what  role  the  classroom  experience 
of  the  child  is  playing  in  the  production,  compli- 
cation or  solution  of  the  difficulties  the  child  is 
having.  To  this  end  it  will  be  concerned  to  com- 
municate with  the  health  agency  undertaking 
the  social-work,  psychologic  or  psychiatric  evalu- 
ation of  the  child  or  both. 

A final  area  of  educational  concern  has  to  do 
with  the  provision  of  special  educational  experi- 
ences for  the  child  with  mental  or  emotional 
difficulties  which  are  interfering  with  his  learn- 
ing. For  such  children,  psychotherapeutic  re- 
sources of  the  community  will  frequenty  be 
involved.  Obviously,  it  would  be  inappropriate 
for  these  health  agencies  to  incorporate  the 
function  of  educating  the  child  within  their 
operations.  If  the  total  need  of  the  nonadjusting 
child  is  to  be  met,  both  school  and  treating 
agency  must  be  involved.  Obviously,  effective 
communication  is  essential. 
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The  teacher  who  undertakes  the  education  of 
a nonadjusted  child,  frequently  finds  herself  so 
concerned  with  problems  of  motivation  and  be- 
havior that  she  is  forced  to  set  her  instructional 
goals  aside,  for  the  moment.  However,  she  deals 
with  such  problems,  as  a teacher,  not  as  a thera- 
pist, and  in  so  doing  should  receive  on-going 
consultative  help  from  the  treating  persons.  Such 
consultation  is  intended  to  help  the  teacher  deal 
more  effectively  with  motivational  and  be- 
havioral concerns  as  well  as  to  assist  her  to  cope 
with  the  frustrations  that  are  inevitable  in  rela- 
tionships with  such  children.  Psychiatric  con- 
sultation to  the  school  should  probably  be  re- 
garded as  a basic  dimension  of  treatment  of  the 
nonadjusting  child  in  educational  difficulties. 

Despite  adequate  psychiatric  consultation  and 
insightful  teaching,  there  are  many  nonadjusting 
children  whose  problems  are  such  that  they  can- 
not be  managed  in  the  regular  classroom.  Severe- 
ly anxious,  impulse  ridden  or  neurotically  driven 
children  may  require  so  much  attention  as  to  be 
unmanageable  in  anything  but  a very  small  class- 
room. Brain  injured  children  do  well  in  a class- 
room with  few  children;  one  that  is  highly  struc- 
tural and  minimally  stimulating  in  character.5 
They  frequently  become  disruptive  and  explosive 
when  disorganized  by  the  hurly-burly  of  the 
usual  elementary  class.6  Children  with  reading 
difficulties  will  frequently  require  a great  deal 
of  individualized  instruction,  an  amount  that 
cannot  be  handled  in  the  regular  classroom.  If 
the  school  is  to  be  successful  in  its  efforts  to 
educate  such  children,  it  will  undoubtedly  rec- 
ognize the  necessity  of  providing  some  special 
classrooms. 

These  special  classes  will  be  particularly  de- 
manding of  the  teacher.  Three  things  seem  to  be 
essential  to  the  successful  discharge  of  her  un- 
usual education  responsibilities.  The  first  of 
these  is  to  recognize  that  her  role  is  basically 
limited  to  helping  the  child  to  learn  and  does 
not  include  general  responsibility  for  his  emo- 
tional maturation  and  cure.  Secondly,  she  will 
undoubtedly  need  some  special  training  to  assist 
her  to  understand  and  to  cope  with  the  motiva- 
tional and  behavioral  problems  of  the  children. 
Finally,  on-going,  flexible,  available-upon-demand 


consultation  with  those  responsible  for  the  treat- 
ment is  necessary. 

In  brief  summary  then,  viewing  the  situation 
from  the  perspective  of  the  physician,  three  areas 
of  educational  concern  for  the  mental  health  of 
the  child  seem  paramount. 

1.  The  provision,  for  each  child,  of  an  educa- 
tional experience  geared  to  his  particular  ca- 
pacities, potentials,  and  needs. 

2.  The  identification  of  nonadjusted  children 
and  communication  to  the  parents  of  the  school’s 
concern,  together  with  evaluation  of  academic, 
learning  or  classroom  aspects  of  the  difficulties. 

3.  The  provision  of  special  educational  experi- 
ences for  the  child  with  mental  or  emotional 
difficulties  interfering  with  his  learning. 

Should  the  school,  eventually,  be  able  to  make 
adequate  provision  for  dealing  with  all  of  these 
concerns,  it  would  undoubtedly  make  a most 
meaningful  contribution  to  the  mental  health  of 
all  children. 

It  probably  is  not  necessary  to  remind  ourselves 
that  we,  as  Americans,  are  fortunate  to  be  able  to 
devote  so  much  of  our  energies  to  the  task  of  edu- 
cating our  children  wisely.  We  are  able  to  do  so, 
not  because  we  are  more  intelligent,  more  dedicated, 
or  more  insightful  than  the  other  nations  in  the 
world,  but  because  we  have  been,  in  many  respects, 
more  privileged.  Who  else  amongst  the  food-starved, 
book-starved,  freedom-starved  nations  of  the  world 
can  assign  these  concerns  such  priority?  America 
has  been  given  an  opportunity  and  with  that  oppor- 
tunity, obviously,  a responsibility.  That  responsi- 
bility we  must  approach  with  a deep  sense  of  privi- 
lege and  dedication.  If  we  dissipate  our  energies 
in  pursuing  policies  born  of  anxietous  defensiveness, 
we  shall  fail  in  our  purpose.  If  we  fail,  others  pres- 
ently meeting  less  complex  educational  needs,  will 
succeed  to  our  opportunities.  ■ 

721  Stimson  Bldg.  (1) 
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Human  Fibrinolysin  in  Omental  Thrombosis 

Report  of  Case  Complicating  Polycythemia  Vera 

R.  G.  N E H E R,M.  D.  Shoshone,  Idaho 


The  high  incidence  of  thrombosis  in  polycythe- 
mia is  well  known.  Omental  and  mesenteric 
thrombosis,  however,  is  a somewhat  unusual  site 
of  this  complication.  The  following  ease  illus- 
trates the  diagnostic  difficulties  when  the  under- 
lying disease  has  not  been  previously  known; 
furthermore,  the  use  of  a new  therapeutic  modal- 
ity, fibrinolysin  therapy,  may  have  contributed 
significantly  to  the  favorable  outcome  and  justi- 
fies this  report. 

CASE  REPORT 

A woman,  62,  was  seen  on  December  10,  1960, 
with  history  of  intermittent  pain  in  the  back,  par- 
ticularly in  the  right  scapular  area,  for  48  hours. 
This  culminated  in  severe,  right-sided,  abdominal 
pain  radiating  to  the  pelvis,  and  finally  severe,  gen- 
eralized, abdominal  pain.  Demerol,  100  mg.  intra- 
muscularly, afforded  only  temporary  relief  and  she 
was  therefore  admitted  to  St.  Benedict’s  Hospital, 
Jerome.  Significant  findings  were  confined  to  the 
abdomen.  The  entire  abdomen  was  tender,  particu- 
larly over  its  lower  aspect.  Pelvic  examination  show- 
ed tenderness  high  on  the  right.  Pulse  was  100; 
blood  pressure  164/100;  temperature  97. 6F  and 
respiration  16.  Hemoglobin  was  18.8  Gm.  and 
hematocrit  59.  White  count  was  15,900  with  83  per 
cent  mature  neutrophiles.  A scout  film  of  the  abdo- 
men showed  a calcified  biliary  stone  and  calcifica- 
tion in  a small  uterine  fibroid;  no  evidence  of  ob- 
struction was  noted. 

Since  she  did  not  improve  after  a few  hours  of 
observation,  a laparotomy  was  performed  through  a 
right  paramedian  incision.  Thrombosis  of  about  two- 
thirds  of  the  omentum  was  found,  the  right  upper 
portion  maintaining  a good  blood  supply.  There  was 
extensive  thrombosis  of  veins  in  the  gastrocolic  liga- 
ment, although  no  area  of  tissue  necrosis  was  found 
in  this  structure.  The  right  and  left  gastro-epiploic 
veins  were  thrombosed.  These  thrombi  were  palpa- 
ble as  far  as  their  point  of  disappearance  beneath  the 
duodenum  on  the  right  and  to  the  splenic  vein  on 
the  left.  The  midcolic  vein  was  thrombosed  and  there 
was  an  area  of  inflamed  induration  around  this  in 
the  mesocolon,  3-4  cm.  in  diameter.  The  transverse 
colon  was  viable.  The  thrombosed,  non-viable  por- 
tion of  the  omentum  was  excised.  The  small  bowel 
showed  viability  without  thrombosis  of  its  mesentery. 

The  postoperative  course  was  uncomplicated.  Se- 
vere pain  in  the  right  subscapular  area,  similar  to  that 
experienced  preoperatively,  persisted  4-5  days.  Im- 


mediately postoperatively,  she  was  given  two  vials  of 
fibrinolysin,  human  (Actase),  dissolved  in  10  cc.  dis- 
tilled water  and  diluted  with  250  cc.  5 per  cent  glu- 
cose, over  a two-hour  period.  This  was  repeated 
daily  for  five  days,  and  again  on  the  ninth  day  (total 
dose  — 600,000  units).  Depoheparin  was  also  giv- 
en for  the  first  seven  days,  the  Lee- White  time  be- 
ing maintained  at  about  20  minutes.  She  was  then 
transferred  to  warfarin  sodium  and  discharged  in 
good  condition. 

The  initial  high  hemoglobin  concentration  was 
ascribed  to  dehydration,  but  as  it  persisted  at  the 
same  level  postoperatively,  it  became  obvious  that 
the  patient  had  polycythemia.  The  white  count  and 
platelet  counts  were  within  normal  limits.  Patholo- 
gic examination  of  the  surgical  specimen  showed 
grossly  diffuse  hemorrhage  and  some  induration. 
Multiple  sections  of  the  omentum  showed,  micro- 
scopically, areas  of  diffuse  hemorrhage  and  conges- 
tion. There  was  considerable  thickening  of  the 
intima  of  both  arteries  and  veins  with  infiltration 
by  granulocytes,  histiocytes,  lymphocytes  and  plas- 
ma cells. 

Since  few  fibroblasts  were  seen  to  extend  into  the 
clot  within  the  lumen  of  the  vessels,  and  the  intimal 
surfaces  of  the  vessels  could  be  easily  separated 
from  it,  the  impression  was  gained  of  a primary, 
non-specific,  acute  and  chronic  endophlebitis  and 
endarteritis. 

The  patient  was  maintained  in  good  condition  with 
warfarin  sodium  for  about  four  months  when  she 
was  admitted  to  Salt  Lake  County  General  Hospital 
(service  of  M.  M.  Wintrobe)  where  she  was  studied 
extensively.  Hemoglobin  was  18.7  Gm.;  hematocrit 
58;  white  count  10,540;  platelets  247,000  and  reticu- 
locytes 1.5  per  cent.  Alkaline  phosphatase  content 
of  leucocytes  was  equivocal  (semi-quantitative  meth- 
od of  Kaplow).  Red  cell  mass  was  3600  ml.  (38.3 
ml. /kg. ) and  total  blood  volume  6,130  ml.  (65.2 
ml. /kg. ).  Causes  of  secondary  polycythemia,  in- 
cluding Cushing’s  syndrome,  cerebellar  tumor,  renal 
cell  tumor,  hydronephrosis,  arteriovenous  pulmonary 
fistulas  and  uterine  leiomyomata  were  ruled  out  by 
appropriate  clinical  or  laboratory  examinations. 
Slight  decrease  in  arterial  oxygen  saturation  (87  per 
cent  in  room  air)  was  noted,  but  100  per  cent  sat- 
uration was  obtained  upon  breathing  oxygen.  Slight 
abnormality  of  perfusion  and  ventilation  relationship 
was  also  found. 

It  was  concluded  that  the  findings  indicated  pri- 
mary polycythemia,  possibly  aggravated  by  pulmon- 
ary insufficiency.  She  was  given  2.5  millicuries  P32 
and  continued  on  anticoagulant  therapy.  Three 
months  later  she  appeared  in  good  condition  (hema- 
tocrit 51  per  cent)  and  required  no  additional  P32. 
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She  developed  a large  incisional  hernia  about  two 
months  postoperatively.  Her  polycythemia  was  con- 
trolled and  her  hemoglobin  had  been  maintained  at 
14.0  Gm.  An  elective  hernia  repair  was  performed 
on  September  8,  1961.  This  procedure  allowed  an 
examination  of  the  previous  site  of  disease. 

All  vessels  were  recanalized  and  the  liver  and 
spleen  were  normal.  The  colon  showed  no  damage, 
but  there  was  a 3 cm.  area  of  fibrosis  in  the  trans- 
verse mesocolon,  around  the  midcolic  vessels. 

comment 

Polycythemia  is  a rather  rare  condition  (1:10,- 
000)  and  the  occurrence  of  spontaneous  throm- 
bosis in  this  disease  is  well  known.  Localized 
angiitis  as  a primary  basis  underlying  the  throm- 
bosis in  such  cases  is  exceedingly  rare.  The 
coincidence  of  such  a lesion  with  polycythemia 
would  seem  more  improbable.  It  is  more  rea- 
sonable, therefore,  to  consider  this  case  as  one 
of  thrombosis  occurring  in  primary  polycythemia, 
particularly  since  such  a non-specific  response 
has  been  observed  in  thrombosis  complicating 
polycythemia  vera.1 

It  has  been  pointed  out,  in  a review  of  100 
cases  of  polycythemia  vera,2  that  surgeons  fre- 
quently are  the  first  ones  to  see  the  patients. 
The  surgical  complications  include  both  throm- 
bosis and  hemorrhage.  The  former  is  most  likely 
due  to  increased  viscosity  of  polycythemic  blood. 
In  the  series  cited,  5 per  cent  had  mesenteric 
vascular  occlusion,  either  arterial  or  venous.  The 
underlying  diagnosis  may  be  obscure  if  there  has 
been  preoperative  or  operative  hemorrhage, 
which  has  resulted  in  reducing  hemoglobin  con- 
centration to  normal  levels.3 

Hemorrhage  in  this  condition  seems  para- 
doxical and  its  cause  is  unknown.4  No  abnor- 
mality of  any  clotting  factor  has  been  demon- 
strated, but  poor  clot  retraction  and  fragility  of 
the  clot  has  been  suggested  as  the  responsible 
mechanism.  Prolonged,  uncontrollable,  and  even 


fatal,  postoperative  hemorrhages  have  occurred. 
This  bleeding  tendency  seems  aggravated  by  di- 
cumarol,  to  which  these  patients  are  particularly 
sensitive.  The  use  of  dicumarol  has  been  thought 
contraindicated5  even  for  mere  medical  therapy 
of  thrombosis  and  it  would  seem  particularly  haz- 
ardous postoperatively.  Heparin  has  been  pre- 
ferred. Fibrinolysin  (human),  used  in  this  case, 
may  represent  a real  advance.  Fibrinolysin 
should  be  active  in  aiding  dissolution  of  the 
thrombosis,  particularly  when  started  immediate- 
ly and  during  simultaneous  treatment  by  appro- 
priate hematologic  therapy. 

In  newly  discovered  cases,  aggressive  therapy 
should  be  carried  out  at  once.  It  is  not  unusual 
to  observe  serious  thrombosis  while  active  thera- 
py is  being  contemplated  and  discussed.  Elec- 
tive surgery  should  not  be  performed  on  such  pa- 
tients without  prior  correction  of  the  polycythe- 
mia. This  is  best  accomplished  by  a combination 
of  venesection  and  myelosuppressive  agents,  par- 
ticularly radioactive  phosphorus.  In  emergen- 
cies, venesections  should  be  performed,  and  care- 
ful postoperative  observations  must  be  made.  In 
cases  of  thrombosis,  both  in  those  treated  medi- 
cally and  in  those  treated  surgically,  further  trials 
of  fibrinolytic  therapy  seem  justified.  ■ 

Box  68 
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Splenectomy  in  Refractory  Subacute 
Bacterial  Endocarditis 

THOMAS  S.  HEALY,  M.D.  Vancouver,  Washington 

A difficult  case  of  prolonged,  refractory,  subacute  bacterial  endocarditis  was 
successfully  treated  by  splenectomy,  after  several  courses  of  intensive  antibi- 
otic therapy  had  failed.  Because  a focus  of  infection  in  the  spleen  was  believed 
to  be  disseminating  organisms  into  the  circulatory  system,  and  because  of  the 
previous  favorable  reports  of  splenectomy  in  such  refractory  cases,  a splenec- 
tomy was  performed.  Surgery  revealed  the  presence  of  a large  abscess  in  the 
spleen.  Following  surgery,  for  the  first  time  in  almost  a year,  the  blood  cultures 
became  and  remained  negative ; the  elevated  sedimentation  rate  fell  to  normal ; 
and  the  temperature  returned  to  normal.  The  patient  became  completely  reha- 
bilitated, and  returned  to  his  former  employment.  Splenectomy  is  a valuable, 
and  often  life-saving  measure,  in  patients  who  have  refractory  subacute  bacterial 

endocarditis. 


In  1956,  Lingeman,  Smith,  Battersby,  and 
Behnke1  reported  the  value  of  splenectomy  in  a 
series  of  three  cases  of  subacute  bacterial  endo- 
carditis that  had  been  refractory  to  adequate 
antibiotic  therapy.  Each  of  the  three  cases  had 
complete  remissions  of  the  disease  after  splen- 
ectomy. An  infected  infarct  of  the  spleen  had 
apparently  been  the  source  of  the  persistent  bac- 
teremia. At  that  time  these  authors  noted  that 
the  literature  contained  very  few  reports  of  cases 
in  which  splenectomy  for  removal  of  infected 
splenic  infarct  resulted  in  successful  cure  of  the 
subacute  bacterial  endocarditis.  In  1961  it  is 
still  true  that  there  are  very  few  case  reports 
in  the  literature  relative  to  this  problem.  Since 
1956  there  have  been  no  further  case  reports  in 
the  American  medical  literature,  and  there  have 
been  only  a few  isolated  reports  in  the  foreign 
literature.2-3 

Since  the  advent  of  massive  antibiotic  therapy, 
the  majority  of  patients  with  subacute  bacterial 
endocarditis  are  cured.  However,  if  there  is  an 
abscess  or  infected  infarct  present  in  any  body 
organ,  persistent  bacteremia  may  result  and  be- 
come apparent  after  termination  of  antibiotic 
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therapy.  It  is  of  historic  interest  that  Riesman* 
first  suggested,  in  1918,  that  the  spleen  may  be  a 
focus  of  infection  in  some  cases  of  subacute  bac- 
terial endocarditis.  The  following  case  report 
concerns  a patient  who  had  subacute  bacterial 
endocarditis  successfully  treated  by  splenectomy, 
after  the  disease  had  been  repeatedly  refractory 
to  prolonged,  and  massive,  antibiotic  therapy. 

CASE  REPORT 

A 37-year  old  bridge  foreman  was  admitted  to 
the  Veterans  Administration  Hospital,  Vancouver, 
Washington,  on  July  15,  1959,  because  of  migratory 
joint  pain,  night  sweats,  chills  and  fever,  malaise, 
loss  of  weight,  and  epigastric  distress.  He  had  felt 
perfectly  well  until  December  1958,  at  which  time 
he  had  had  dental  extractions.  Apparently  he  was 
not  given  prophylactic  antibiotics.  About  four  to 
six  weeks  later  he  developed  chills  and  fever,  night 
sweats,  and  multiple  joint  distress.  However,  he  con- 
tinued to  work  daily  and  did  not  consult  a physician 
until  February  1,  1959.  At  that  time  he  had  a fever 
of  99  to  101  F.  He  was  given  a series  of  penicillin 
injections  and  was  kept  home  at  bed  rest  from  Feb- 
ruary 1,  1959  to  February  8,  1959.  Aspirin  was  used 
for  joint  pain.  Work  was  resumed  until  February  18, 
1959,  when  fever  and  joint  pain  recurred.  He  was 
then  given  a three-day  series  of  penicillin  injections 
and  was  kept  at  bed  rest  for  a period  of  ten  days. 
Upon  improvement,  he  was  given  oral  penicillin 
tablets.  He  returned  to  work  March  1,  1959  and 
worked  until  March  14,  1959,  when  fever  and  joint 
pain  again  recurred.  He  was  confined  to  bed  at  his 
home,  except  for  a period  of  two  days  when  he  was 
hospitalized  in  a private  hospital  for  nausea  and 
vomiting.  Oral  penicillin  therapy  was  continued  until 
June  5,  1959  when  his  physician  discontinued  this 
medication  because  of  nausea  and  vomiting.  The 
nausea  and  vomiting  ceased.  He  continued  to  take 
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aspirin.  In  December  1958  he  had  weighed  172 
pounds.  His  height  was  5'9".  On  admission  to  this 
hospital  he  weighed  144  pounds.  His  appetite  was 
poor.  He  had  occasional  night  sweats,  daily  fever, 
and  migratory  joint  pain.  His  temperature  ranged 
from  99  to  101  F.  On  admission  he  complained 
mainly  of  dull  aching  pain  and  mild  swelling  of  the 
arch  of  the  left  foot. 

He  had  been  told  by  his  mother  that  when  he  was 
nine  years  old  he  had  had  growing  pains.  The  pa- 
tient could  not  remember  anything  about  this  ill- 
ness. He  was  in  the  Air  Corps  from  August  14,  1942 
until  January  21,  1944.  The  patient  stated  that  about 
one  month  after  entering  the  Air  Corps,  he  was  in- 
formed after  examination  that  he  had  heart  mur- 
murs and  rheumatic  heart  disease.  He  states  that  he 
was  then  placed  on  limited  duty.  There  was  no 
history  of  serious  illness  or  significant  symptoms. 

Physical  examination  on  admission  revealed  a 
pale,  slender,  alert,  cooperative,  well-developed  and 
fairly  well-nourished  white  male  who  appeared 
chronically  ill.  He  had  slight  swelling  of  the  soft 
tissues  over  the  dorsum  of  the  left  foot.  There  was 
no  redness  or  increased  skin  temperature  of  any 
joint.  Temperature  on  admission  was  99F,  pulse 
100,  blood  pressure  130/90.  Cardiovascular  exam- 
ination revealed  a sinus  tachycardia,  rate  100.  There 
was  no  cardiac  enlargement.  There  was  a Grade  IV 
apical  systolic  murmur  present  which  was  trans- 
mitted over  the  entire  precordium.  There  was  also 
an  apical  systolic  thrill.  There  was  no  evidence  of 
any  lymphadenopathy,  petechiae,  or  skin  rash.  All 
x-ray  studies  were  negative. 

Periodically  his  urinalysis  showed  many  white 
blood  cells,  red  blood  cells,  and  a trace  of  albumin. 
BUN  was  25  mg.  per  100  ml.  Total  protein  was 
8.1  Gm.  per  100  ml.,  albumin  4.0  Gm.  per  100  ml., 
globulin  4.1  Gm.  per  100  ml.  C-reactive  protein  was 
positive  repeatedly.  The  Anti-Streptolysin  “O  titer 
taken  after  hospital  admission  was  166  Todd  Units. 
A red  blood  count  was  4,400,000,  hemoglobin  was 
13.3  Gm.  per  100  ml.,  sedimentation  rate  was  53, 
white  blood  count  was  10,000.  There  were  35  neu- 
trophils, 36  band  cells,  1 myelocyte,  18  lymphocytes, 
7 monocytes,  2 eosinophils,  and  1 broken  cell.  Soon 
after  hospital  admission  he  developed  mild  anemia. 
His  red  count  dropped  to  3,600,000  and  hemoglobin 
to  12  Gm.  per  100  ml.  Blood  cultures  were  all  posi- 
tive for  alpha  hemolytic  streptococci.  Sensitivity 
studies  revealed  that  the  organism  was  sensitive  to 
penicillin,  chloramphenicol,  erythromycin,  tetracy- 
cline, and  others. 

On  admission  it  was  the  clinical  impression  that 
the  patient  had  active  subacute  bacterial  endocardi- 
tis and  probable  recurrent  rheumatic  fever.  He  was 
started  on  a course  of  15  million  units  of  penicillin 
intramuscularly,  daily,  for  six  weeks  and  also  2 Gm. 
streptomycin  daily  for  the  initial  two  weeks. 
Throughout  his  entire  hospital  course  the  patient 
did  not  show  petechiae,  splenomegaly,  or  change  in 
the  cardiac  murmur.  He  improved  remarkably.  His 
appetite  became  excellent;  he  progressively  gained 
weight,  became  afebrile,  and  became  asymptomatic. 
Occupational  therapy  was  given  at  his  bedside. 

On  July  22,  1959,  while  on  antibiotic  therapy,  he 
had  a brief  period  of  sudden  aphasia,  with  mild 
mental  confusion,  which  lasted  for  only  a few  hours. 
This  episode  subsided  completely.  It  was  believed 
that  he  had  sustained  a cerebral  embolism. 

Numerous  blood  cultures  were  negative  but  he 
continued  to  have  an  elevated  sedimentation  rate 


which  ranged  from  50  to  70.  A.S.O.  titers  varied 
from  166  Todd  units  to  a high  of  333.  The  elevated 
sedimentation  rate  was  a cause  of  concern,  but  it 
was  believed  due  to  subsiding  activity  of  recurrent 
rheumatic  fever. 

On  August  7,  1959  the  six-week  course  of  anti- 
biotic therapy  was  completed.  The  patient  con- 
tinued to  do  well.  However,  on  August  31,  1959  he 
complained  of  malaise  and  developed  fever  of  99F. 
On  September  2,  1959  his  white  count  was  19,500. 
It  was  suspected  that  he  had  recurrent  subacute  bac- 
terial endocarditis  and  rheumatic  fever.  On  Septem- 
ber 4,  1959  he  complained  of  pain  in  the  right  el- 
bow and  at  the  right  shoulder,  but  there  was  no 
redness,  swelling,  or  increased  skin  temperature. 
Sedimentation  rate  was  then  80. 

On  September  9,  1959  it  was  reported  that  blood 
cultures  were  again  all  positive  for  the  same  organ- 
ism, and  it  was  still  sensitive  to  the  same  medica- 
tions. He  was  then  placed  on  an  intensive  antibiotic 
program,  consisting  of  50  million  units  of  aqueous 
penicillin  intravenously  daily,  chloramphenicol  1.0 
Gm.  daily,  tetracycline  1.0  Gm.  daily,  and  probene- 
cid 2.0  Gm.  daily  for  six  weeks.  On  October  5,  1959 
the  tetracycline  was  discontinued  because  of  nausea 
and  vomiting.  On  October  16,  1959  the  probenecid 
dosage  had  to  be  reduced  to  1.0  Gm.  daily  because 
of  nausea  and  vomiting.  The  joint  distress  subsided 
after  a few  days. 

On  October  19,  1959  the  patient  was  seen  by  the 
consulting  cardiologist  in  a progress  review.  Because 
probenecid  could  be  a cause  of  the  occasional  nau- 
sea and  vomiting,  this  drug  was  abandoned  and  the 
penicillin  dosage  was  increased  from  50  million  units 
to  100  million  units  of  aqueous  penicillin  intraven- 
ously daily  and  chloramphenicol  1.0  Gm.  daily  for 
eight  weeks.  All  blood  cultures  during  this  second 
course  of  massive  antibiotic  therapy  were  again  nega- 
tive. He  again  became  afebrile  during  treatment,  but 
maintained  a high  sedimentation  rate  which  aver- 
aged about  80.  He  also  had  a shift  to  the  left  in  his 
white  count.  Subjectively  he  felt  well. 

On  December  8,  1959  he  first  complained  of  a 
mild  generalized  headache  which  continued  for  two 
days  and  then  subsided.  Neurological  examination 
was  negative.  An  EEG  showed  a focal  abnormality 
in  the  right  frontal  temporal  area.  A neurologist  felt 
that  the  EEG  abnormality  alone  was  not  sufficient 
to  justify  further  neurosurgical  diagnostic  procedures. 
The  minimal  focal  abnormality  remained  stabilized 
over  a period  of  many  months. 

On  December  14,  1959  the  course  of  antibiotic 
therapy  was  terminated.  He  continued  to  have  a 
markedly  elevated  sedimentation  rate.  On  December 
24,  1959  it  was  reported  that  blood  cultures  since 
December  14,  1959  (when  antibiotic  therapy  was 
discontinued)  were  again  positive.  The  organism 
was  again  the  same,  and  still  sensitive  to  the  same 
medications. 

Because  his  disease  had  been  refractory  to  re- 
peated courses  of  massive  antibiotic  therapy,  and 
because  his  blood  cultures  were  always  negative  dur- 
ing therapy  but  positive  after  antibiotic  therapy  had 
been  terminated,  it  was  believed  most  likely  that  the 
focal  area  of  infection  was  in  the  spleen.  He  did 
not  at  any  time  have  symptoms  of  splenic  infarction, 
but  on  one  day  only  had  mild,  vague  pain  over  the 
left  upper  quadrant  of  his  abdomen. 

On  December  24,  1959  a polyethylene  catheter 
was  inserted  into  the  right  saphenous  vein  for  con- 
tinuous intravenous  administration  of  penicillin. 
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However,  that  night  he  developed  hemorrhage  at  the 
site  of  the  insertion  and  the  catheter  had  to  be  re- 
moved. Because  his  supply  of  available  veins  was 
depleted,  the  patient  was  then  placed  on  15  million 
units  of  aqueous  penicillin  intramuscularly  daily, 
chloramphenicol  1.0  Gm.  daily,  tetracycline  1.0  Gm. 
daily,  and  probenecid  1.0  Gm.  daily. 

Because  it  was  believed  that  there  was  a focus  of 
infection  in  the  spleen,  responsible  for  the  persistent 
bacteremia,  and  because  of  favorable  reports  in  the 


Fig.  1.  Lateral  surface  of  the  spleen  showing  abcess.  Scale 
marks  indicate  inches. 


literature  on  splenectomy  in  refractory  cases  of  sub- 
acute bacterial  endocarditis,  it  was  recommended  by 
the  cardiac  consultant  and  the  staff  that  splenectomy 
be  performed. 

On  February  17,  1960  surgery  was  performed  and 
an  abscess,  measuring  2 cm.  x 3 cm.,  was  found  in 
the  hilum  of  the  spleen.  (Fig.  1)  Cultures  were 
taken  of  the  abscess  and  a later  report  showed  no 
growth. 

Extending  from  the  edge  on  to  the  convex  sur- 
face of  the  spleen,  for  a distance  of  3.5  cm.,  there 
was  a dome-shaped,  yellowish-white,  smooth  eleva- 
tion. It  measured  2 cm.  in  diameter.  It  extended 
on  the  under-surface  of  the  spleen  for  a distance  of 
2.5  cm.  Some  creamish-white  pus  escaped. 

The  patient  had  an  uneventful  post-operative 
course.  He  became  afebrile  and  asymptomatic.  His 
last  course  of  antibiotic  therapy,  which  was  started 
on  December  24,  1959,  was  terminated  on  March  9, 
1960.  Numerous  blood  cultures  taken  after  March  9, 
1960  were  negative.  The  patient  felt  well  and 
gained  weight.  His  sedimentation  rate  progressively 
decreased  from  90  to  normal  and  his  blood  count 
became  normal.  He  was  advised  to  continue  oral 
prophylactic  penicillin  of  400,000  units  daily  indefi- 
nitely. 

The  patient  was  informed  of  the  necessity  of  aug- 
mented antibiotic  therapy  during  dental  treatment 
and  also  any  other  infection.  Recently  Harvey  and 


Capone5  noted  that  five  patients  developed  sub- 
acute bacterial  endocarditis  following  dental  pro- 
cedures involving  cleaning  or  filling  of  teeth,  in 
which  no  extractions  were  done.  Three  of  these  five 
patients  died  of  complications.  They  stress  the  im- 
portance of  instructing  such  patients  in  adequate 
prophylactic  antibiotic  therapy  prior  to  dental 
treatment. 

He  was  discharged  on  July  1,  1960  and  has  con- 
tinued to  make  excellent  progress.  He  has  continued 
oral  prophylactic  penicillin  and  has  remained  well. 
He  works  daily.  He  is  asymptomatic. 


discussion 

This  difficult  case  constituted  a formidable 
problem  because  of  the  serious  nature  of  the  ill- 
ness, the  serious  complications,  and  failure  to 
achieve  cure  after  repeated  courses  of  massive 
antibiotic  therapy. 

In  spite  of  the  sterile  culture  from  the  splenic- 
abscess,  it  was  believed  that  this  abscess  was  the 
cause  of  the  persistent  bacteremia  because  of  the 
rapid  and  effective  disappearance  of  the  bacter- 
emia after  splenectomy,  the  fall  of  the  persistent- 
ly high  sedimentation  rate  to  normal,  and  the 
marked  improvement  in  his  general  health.  In 
one  of  three  cases  reported  by  Lingeman1  the 
cultures  from  the  focal  infection  in  the  spleen 
were  negative.  In  his  patient,  numerous  blood 
cultures  were  negative  after  splenectomy. 

As  also  noted  by  Lingeman,  pain  in  the  left 
upper  quadrant  of  the  abdomen  occurs  infre- 
quently, even  though  splenomegaly  is  present 
in  the  majority  of  patients  with  subacute  bac- 
terial endocarditis.  ■ 

Veterans  Administration  Hospital 
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Severe  Hypoplastic  Anemia 

Svccessful  Treatment  with  Testosterone  and  Prednisone 

E.  ALBERT  M O O D Y,  M.  D.  Bend,  Oregon 


An  eleven  year  old  boy  developed  severe,  acquired,  hypoplastic  anemia  folloiv- 
ing  known  exposure  to  DDT  and  to  lacquers  possibly  containing  benzene.  He 
was  given  a total  of  28  pints  of  blood  and  heavy  dosage  of  prednisone  and  tes- 
tosterone. He  recovered  gradually  but  was  under  active  treatment  for  nine 
months.  There  has  been  no  relapse  since  termination  of  treatment. 


With  increased  productions  of  new  chemical 
substances  by  industry,  it  is  likely  that  physicians 
will  be  treating  more  cases  of  aplastic,  or  hypo- 
plastic anemia.  It  is  hoped  that  the  case  being 
presented  will  encourage  an  optimistic  approach 
to  the  difficult  management  of  this  disease. 

CASE  REPORT 

An  11  year  old  boy  was  seen  by  his  family  physi- 
cian on  November  10,  because  of  epistaxis,  pallor, 
and  pain  in  the  left  shoulder.  After  finding  severe 
anemia  and  leukopenia,  he  referred  the  patient  for 
further  treatment.  Further  questioning  revealed  that 
he  had  had  numerous  bouts  of  epistaxis  and  had  spit 
up  mucus  and  blood  for  the  past  three  weeks.  He 
also  had  noted  petechial  hemorrhages  on  the  legs  and 
thighs.  His  parents  had  managed  a string  of  pack 
horses  at  a mountain  resort,  and  the  boy  had  applied 
various  lotions  and  insecticides  to  the  animals.  At 
times  he  had  applied  DDT  to  the  animals  within 
the  enclosure  of  a tent  and  some  of  it  had  spilled  on 
his  clothes.  He  also  had  painted  toys  with  lacquers 
and  had  been  in  the  habit  of  putting  the  paint  brush- 
es in  his  mouth.  This  raised  the  question  of  exposure 
to  benzene. 

His  past  history  was  negative  except  for  a few 
attacks  of  tonsillitis  and  croup.  There  was  no  family 
history  of  any  blood  disease. 

He  appeared  pale  and  apprehensive.  Numerous 
large  ecchymotic  areas  were  seen  over  the  legs  and 
arms  and  there  were  a few  small  petechiae  on  the 
eyelids  and  in  the  oral  mucous  membranes.  His 
conjunctivae  appeared  injected  and  his  eyelids  some- 
what edematous.  There  was  dry  blood  in  the  nose. 

Hemoglobin  was  6.5  Gm.,  hematocrit  18  and 
white  count  3,600  with  11  segmented  leukocytes, 
86  lymphocytes  and  3 monocytes.  Platelet  count 
was  20,000.  A clot  failed  to  retract  in  24  hours. 
Specimens  from  bone  marrow  aspiration  were  exam- 
ined by  Arthur  Seaman  of  the  University  of  Oregon 
Medical  School.  He  found  moderately  hypocellular 
smears.  Megakaryocytes  were  missing;  granulocytes 
were  greatly  reduced,  and  erythropoiesis  was  greatly 
reduced.  He  made  a diagnosis  of  hypoplastic  ane- 
mia involving  erythropoiesis,  granulocytopoiesis  and 
thrombocytopoiesis. 


Following  the  marrow  report,  the  patient  was 
treated  by  repeated  blood  transfusions,  using  blood 
freshly  drawn  into  a plastic  bag.  On  November  17, 

1960  he  started  to  take  prednisone,  in  dosage  of  10 
mg.  four  times  a day,  and  testosterone  in  the  form 
of  Linguets,  10  mg.  eight  times  daily.  On  December 
6,  1960,  because  of  edema  and  hypertension,  the 
dosage  of  prednisone  was  reduced  by  one  tablet  (5 
mg.)  daily  until  December  27th  when  it  was  main- 
tained at  5 mg.  two  times  a day.  On  January  27, 

1961  it  was  reduced  to  5 mg.  daily.  On  August  8, 
1961  it  was  discontinued.  Testosterone  was  contin- 
ued at  the  dosage  of  80  mg.  daily  until  June  26,  1961 
when  it  was  gradually  reduced,  and  discontinued  on 
August  8,  1961.  Fresh  blood  transfusions  in  plastic 
bags  were  given  in  decreasing  amounts.  In  Decem- 
ber 1960  he  had  eleven  pints,  in  January  1961— six 
pints,  February— five  pints,  March— three  pints,  April 
—two  pints  and  only  one  pint  in  May.  Reticulocy- 
tosis  is  recorded  on  figure  1.  Hemoglobin  and  white 
blood  cell  counts  were  not  charted  because  of  the 
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variability  of  their  values  with  respect  to  blood 
transfusions,  but  both  values  rose  steadily  after  the 
last  transfusion  was  given  in  May  1961  along  with 
the  increase  of  reticulocytes.  Toxic  side  effects  from 
the  testosterone  included  a florid  complexion,  facial 
acne  and  hirsutism.  These  effects  disappeared  fol- 
lowing discontinuation  of  medication.  During  per- 
iods of  treatment,  he  became  often  hostile  and  dif- 
ficult to  manage  for  both  parents  and  physician. 
After  discontinuing  medication,  he  became  more 
affable  and  cooperative.  There  has  been  no  sign  of 
relapse  either  by  clinical  examination  or  laboratory 
reports  in  a five  month  follow-up  period. 

discussion 

Aplastic  anemia  is  a serious  and  discouraging 
disease.  In  his  series  of  334  patients,  Wolff1  was 
only  able  to  find  3.3  per  cent  he  considered 
cured.  Scott  found  a favorable  outcome  in  14  of 
39  patients.2  Shahidi  and  Diamond  found  a sur- 
vival of  only  2 of  40  patients  at  the  Boston  Chil- 
dren’s Hospital  between  1938  and  1958. 3 

In  general,  aplastic  anemia  may  be  divided 
according  to  cause  as  toxic,  idiopathic  and  con- 
genital. The  disease  can  also  be  separated  ac- 
cording to  the  severity  of  marrow  depression. 
Osgood  prefers  the  term  “hypoplastic  anemia”  for 
those  cases  without  a completely  aplastic  mar- 
row.1 

In  this  case,  it  is  impossible  to  be  certain  of 
the  toxic  agent.  He  was  certainly  exposed  to 
DDT.  Locket  states  in  his  book,  “Clinical  Toxi- 
cology,” that  DDT  can  cause  purpura  and  throm- 
bopenia.5  Cases  of  aplastic  anemia  implicating 
DDT  are  recorded  by  Diamond,  Surgeon  and 
Wolff.13  6 Smith  warns  against  DDT  exposure  in 
enclosed  and  poorly  ventilated  areas.7 

It  is  also  evident  that  this  case  had  exposure 
to  benzene  in  the  form  of  commercial  lacquers 
used  in  painting.  This  exposure  seems  a less  like- 
ly cause  in  view  of  the  widespread  use  of  these 
lacquers  and  the  rarity  of  aplastic  anemia. 

Treatment  consisted  of  the  use  of  prednisone 
and  testosterone  as  well  as  the  usual  supportive 
measures.  Corticosteroids  alone  have  not  been 
associated  with  a significant  decrease  in  mor- 
tality. Wolff  found  no  recoveries  in  51  patients 
treated  with  ACTH  and  only  one  of  82  treated 


with  cortisone.1  Scott  found  occasional  improve- 
ment in  his  series  but  warned  against  the  possi- 
bility of  harm  from  diminished  resistance  to  in- 
fection during  prolonged  steroid  therapy.2 

Diamond  and  Shahidi  introduced  the  use  of 
testosterone  in  1959.3  In  their  first  report,  five 
patients  were  treated  and  all  but  one  had  re- 
mission of  the  disease.  In  a later  paper,  he  re- 
ported nine  of  eleven  patients  with  acquired 
disease  had  a sustained  remission.8  Sturgeon  in 
contrast,  does  not  feel  that  his  testosterone  treat- 
ed cases  had  a clinical  course  differing  from  that 
expected  from  the  natural  history  of  the  disease.8 
It  is  hoped  that,  with  enough  time,  the  role  of 
testosterone  in  the  treatment  of  aplastic  anemia 
can  be  better  evaluated. 

Toxicity  of  testerosterone  is  manifested  by  the 
androgenic  effects  of  hirsutism,  acne  and  early 
closure  of  epyphises.  These  toxic  effects  should 
not  be  considered  in  treating  a disease  with  such 
a poor  prognosis  as  aplastic  anemia.  The  case 
discussed  had  some  toxic  manifestations  from 
testosterone,  but  these  were  reversible  on  dis- 
continuing the  hormone.  ■ 

409  E.  Greenwood  Ave. 
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Stastistically  Speaking 

IX.  The  Non  parametric  Statistics 

WARREN  K.  GARLINGTON,  Ph.D./HELEN  E.  S H I M OT  A,  Ph.D.  Fort  Steilocoom,  Washington 


The  normal  distribution  curve  has  been  men- 
tioned, explicitly  or  implicitly,  in  each  of  the 
preceding  articles  of  this  series.  One  of  them 
pictured  its  neatness  and  symmetry;  several 
others  clarified  its  properties.  Discussions  of 
measures  of  central  tendency  and  of  variability 
ended  with  recommendations  favoring  (for  the 
most  part)  the  mean  and  the  standard  deviation 
as  the  appropriate  descriptive  tools.  A part  of 
the  justification  for  their  use  was  their  intimate 
relationship  to  the  various  tests  of  inferential 
statistics  that  are  themselves  derived  from  the 
properties  of  the  normal  probability  curve. 

All  of  this  discussion,  we  now  admit,  blithe- 
fully  and  deliberately  ignored  the  many  occa- 
sions in  which  an  application  of  normal  curve 
functions  is  inappropriate  or  irrelevant.  Do  such 
events  really  occur,  we  ask  with  tongue  in 
cheek.  Of  course,  we  answer,  switching  it  to 
the  other  side,  and  a variety  of  examples  come 
to  mind.  Data  which  lend  themselves  to  qualita- 
tive rather  than  quantitative  analyses— yes-no 
qualities  such  as  dead  or  alive,  male  or  female, 
sick  or  not  sick— and  rank  ordered  data,  involve 
a kind  of  measure  or  quality  that  is  outside  of 
the  realm  of  the  normal  curve.  Although  we 
may  be  able  to  quantify  the  degree  of  one’s  sick- 
ness in  some  way,  this  too  when  graphed  or 
plotted  would  not  resemble  the  normal  curve.  It 
is  highly  improbable,  is  it  not,  that  we  find  the 
majority  to  be  “middling  sick”  or  thereabouts, 
while  only  a few  persons  are  very  mildly  or  very 
critically  ill? 

Still  other  cases  come  to  mind.  Voting  pref- 
erences of  the  citizenry  are  bimodal(  like  a two- 
humped camel),  rather  than  unimodal.  Eye  color 
can  be  classified,  perhaps  even  quantified,  yet 
it  is  not  normally  distributed.  The  attributes  of 
beauty  contestants,  the  traffic  flow  on  a down- 
town street  throughout  the  day,  the  size  of  the 
American  family— these  and  many  other  qualities 
or  conditions  cannot  be  lucidly  related  to  the 
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normal  curve.  All  of  them  involve  relatively  dis- 
tinct pigeon  holes  rather  than  yardsticks. 

In  general,  however,  standard  parametric 
methods  should  be  used  whenever  possible.  Gen- 
erally they  give  more  information  and  tend  to 
be  more  powerful  and  exact  tests. 

non-parametric  statistics 

If  the  normal  distribution  curve  was  somehow 
involved  in  all  of  our  previous  statistical  discus- 
sions, and  if  we  now  talk  about  characteristics 
that  are  not  normally  distributed,  we  find  our- 
selves in  somewhat  of  a quandary.  Can  we  use 
the  convenient  shorthand  of  statistics  to  describe 
what  we  see?  By  referring  back  to  the  earlier 
articles  on  central  tendency  and  variability,  we 
find  that  some  appropriate  shorthand  has  al- 
ready been  provided  us.  The  median  and  the 
mode,  the  range  and  the  average  deviation  are 
more  useful  in  describing  skewed  data  than  are 
the  mean  and  standard  deviation.  On  other  oc- 
casions we  many  find  that  a simple  statement 
of  percentages  is  the  most  efficient  way  to  des- 
cribe the  data. 

Yet  an  important  part  of  the  quandary  still  re- 
mains, for  we  still  need  some  way  of  determining 
the  accuracy  of  our  inferences  about  the  popula- 
tion, the  ones  that  we  draw  from  our  sample. 
Obviously  we  are  not  justified  in  using  any  of 
the  significance  tests  directly  related  to  normal 
curve  functions;  therefore,  we  must  find  some 
other  tools.  Fortunately  for  the  less  mathematic- 
ally inclined  of  us,  such  tests  have  already  been 
developed.  They  are  known  as  distribution-free 
or  non-parametric  statistics. 

Neither  term,  unfortunately,  provides  a com- 
plete description  of  their  usefulness,  but  over 
the  years  the  terms  have  become  an  accepted 
part  of  the  statisticians’  vocabulary.  Who  coined 
the  phrase?  Someone,  no  doubt,0  in  his  defense 
of  these  statistics  against  the  criticisms  made  by 
other  statisticians.  Parameter  to  the  statistician 

‘Sometimes,  like  Peanut’s  friend  Lucy,  we  just  make 
things  up! 


769 

Northwest  Medicine,  September  1962 


refers  to  some  characteristic  (mean,  SD,  correla- 
tion coefficient,  etc.)  of  the  population,  and  the 
corresponding  value  of  the  sample  is  called  n. sta- 
tistic. Significance  tests,  like  t-  and  F-tests  dis- 
cussed last  month,  often  make  assumptions  about 
the  parameters  of  the  population  from  which  a 
sample  has  been  drawn,  and  thus  they  are  known 
as  parametric  tests.  In  contrast  with  the  tests 
now  under  consideration  we  need  make  no  as- 
sumptions about  the  nature  of  the  population 
distribution. 

Discussing  definitions  may  be  pedantic,  but 
it  points  out  an  important  use  of  the  non-para- 
metric  tests.  They  can  be  used  when  we  know 
or  suspect  that  the  scores  under  study  are  highly 
skewed.  Some  of  them  are  appropriate  with 
categorized  data  (or  data  in  any  terms  other 
than  continuous  scores).  On  still  other  occasions 
the  small  number  of  subjects  available  to  us  ne- 
cessitates our  using  some  one  of  the  distribution- 
free  statistics. 

Chi  square  and  other  nonparametric  tests 

We’ll  mention  just  a few  of  the  more  common 
non-parametric  tests  the  reader  is  likely  to  en- 
counter. For  our  purposes  the  main  goal  is  to 
recognize  the  symbols  and  have  a general  idea 
of  why  they  are  used. 

Until  recently  the  various  non-parametric  tests 
were  reported  in  scattered  articles,  sometimes  in 
rather  obscure  and  unobtainable  journals.  Al- 
though several  recently  published  books  have 
overcome  this  handicap,  researchers  themselves 
are  not  yet  highly  acquainted  with  many  of  the 
different  tests.  This  simplifies  the  task  ahead  of 
the  reader  of  research  reports;  he  need  be  fa- 
miliar with  only  a relatively  small  number  of 
terms  and  symbols.  In  fact,  he  will  solve  much 
of  the  problem  before  him  if  only  he  develops 
an  understanding  of  Chi  square  (x2),  hy  far  the 
most  frequently  used  of  the  non-parametric  sta- 
tistics. Others  with  a moderate  degree  of  popu- 
larity are  rho,  phi,  and  W. 

Each  of  the  four  can  be  considered  a test  of 
association  or  of  independence  (lack  of  associa- 
tion). Chi  square  is  used  to  determine  whether 
or  not  two  variables  are  related  to  each  other; 
phi  and  rho  are  measures  of  the  extent  of  that 
association.  Should  we  have  two  measures  or 
ratings  on  each  of  a number  of  subjects,  we  may 
use  one  of  the  non-parametric  tests  of  association 
to  tell  us  something  about  the  relationship  be- 
tween the  pairs  of  ratings. 


Table 

Course 

1— Frequency  Distribution  of  Grades  Received 
Students  in  Two  Prep  Schools 

by 

Grade 

Madison 

Monroe 

Totals 

A 

2 

14 

16 

B 

15 

35 

50 

C 

40 

36 

76 

D 

32 

12 

44 

E 

11 

3 

14 

Totals 

100 

Chi  square 

100 

= 30.80 

200 

df  = 4 

p < .001 


Chi  square  in  detail 

Perhaps  Chi  square’s  simplicity  makes  it  ap- 
pealing to  the  researcher,  but  its  versatility  is  an 
even  more  wonderous  characteristic.  We  can  use 
it  with  data  sorted  into  classes  or  categories,  data 
not  truly  numerical.  By  means  of  Chi  square  we 
can  compare  our  observations  with  our  predic- 
tions; we  can  test  our  theory  against  the  facts. 
Using  it  we  can  contrast  two  or  more  samples 
with  each  other. 

Professor  Jones  used  it  one  day  to  compare 
the  performance  of  the  graduates  of  two  prep 
schools  located  in  the  same  town.  After  deliver- 
ing his  morning  zoology  lecture,  Prof.  Jones 
wandered  over  to  the  faculty  corner  of  the  coffee 
shop.  There,  along  with  their  coffee,  he  and  his 
colleagues  continued  their  rehash  of  the  prob- 
lems confronting  the  college  teacher.  That  morn- 
ing they  bemoaned  the  quality  of  the  current 
batch  of  students,  but  soon  conversation  took  a 
new  tack.  Doc  Brown  and  Mr.  Chips  began  to 
compare  the  products  of  the  town’s  two  prep 
schools— Madison  High  and  Monroe  Preparatory. 
In  time  Chips  began  to  question  Jones,  “Fresh- 
men are  required  to  take  zoology— you  must  get 
a good  cross-section  of  kids  from  each  of  the 
schools— haven’t  you  ever  noticed  any  differences 
in  their  work?” 

Hesitating  a bit  Prof.  Jones  confessed  that  he 
paid  little  or  no  attention  to  his  students’  back- 
grounds, for  he  was  much  too  busy  trying  to 
stuff  facts  and  ideas  into  them.  The  idea  intrigued 
him,  though,  and  he  promised  to  investigate  it 
a bit.  On  returning  to  his  office  Jones  asked 
his  secretary  to  tabulate  the  zoology  grades  he 
gave  last  quarter  to  the  graduates  of  both  schools. 
Her  tabulations  are  summarized  in  table  1.  As 
he  glanced  at  the  data,  the  professor  noticed  that 
the  Monroe  grads  did  much  better  than  did  the 
Madison  High  alums. 

Jones  pondered  over  the  table  for  a few  mo- 
ments and  then  speculated,  “There’s  a difference, 
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all  right,  but  is  it  a meaningful  one?  Could  it  be 
a chance  event,  or  is  there  really  an  association 
between  grade  received  and  high  school  attend- 
ed?” His  knowledge  of  non-parametric  statistics, 
especially  his  understanding  of  Chi  square,  al- 
lowed him  to  answer  his  own  questions  quite 
easily.  His  reasoning  went  something  like  this: 
Let’s  assume  there  is  no  relationship  between 
grades  and  high  school  background.  If  so,  then 
the  Chi  square  value  on  these  data  should  be 
within  the  chance  range— the  range  of  values  that 
can  occur  because  of  sampling  peculiarities.  But, 
on  the  other  hand,  if  there  is  a relationship  be- 
tween grades  and  high  school  attended,  the  Chi 
square  value  should  be  much  larger  than  the 
values  calculated  on  samples  drawn  from  a popu- 
lation where  no  association  does  exist. 

A few  moments  with  the  calculator  were  all 
that  Prof.  Jones  needed  to  derive  the  Chi  square 
value  for  the  data  in  table  1.  By  referring  to 
one  of  the  statistics  books  on  his  desk,  Jones 
found  that  a value  as  large  as  30.80  (or  larger 
than  it)  would  occur  less  frequently  than  once 
in  a thousand  times  on  the  basis  of  chance  alone. 
From  this  he  concluded  that  Chips  and  Brown 
were  rather  perceptive  observers,  for  there  was 
a difference  in  the  grades  received  by  the  gradu- 
ates of  the  two  high  schools.  As  he  looked  at  the 
data,  he  mused,  “I  wonder  why  the  Monroe 
group  does  better— are  they  better  prepared?  Do 
the  schools  differ  in  their  initial  selection? 
Hmm— ” 

Notice  that  Prof.  Jones  makes  no  statement 
about  the  extent  or  strength  of  the  association 
between  the  two  variables.  Some  statistic  other 
than  Chi  square  must  be  used  to  tell  him  that. 
Very  often  the  phi  coefficient,  sometimes  called 
the  four-fold  point  coefficient,  is  used  to  measure 
the  strength  of  association  with  categorized  data. 
Its  interpretation  is  like  that  of  other  correlation 
coefficients.  Its  sign  indicates  the  direction  of 
the  relationship,  and  its  numerical  value  express- 
es the  extent  of  the  association.  If  phi,  is  posi- 
tive, the  relationship  between  the  variables  is  a 
direct  one;  if  it  is  negative,  the  relationship  is 
inverse.  The  larger  the  value  of  phi  (the  more 
it  approaches  1.00),  the  more  intense  is  the  as- 


sociation; the  smaller  it  is  (the  closer  it  is  to  0), 
the  weaker  it  is. 

The  Spearman  rank-order  coefficient  of  corre- 
lation, rho,  is  another  non-parametric  measure  of 
the  extent  of  association  between  two  variables. 
It  is  used  when  the  variables  are  ranked  in  some 
way.  Its  interpretation  is  the  same  as  that  of  phi. 

The  last  of  the  more  popular  non-parametric 
statistics  is  IV,  the  coefficient  of  concordance.  It 
measures  the  extent  of  association  among  sev- 
eral sets  of  rankings.  Sometimes  the  researcher 
is  faced  with  judgments  made  by  different  per- 
sons—the  ten  judges  who  must  rate  the  15  final- 
ists in  a beauty  contest.  On  other  occasions  his 
data  are  ratings  for  each  subject  on  three  or  more 
variables.  If  these  data  can  be  ordered  or  ranked 
in  some  way,  then  the  researcher  may  use  W to 
tell  him  the  extent  of  agreement  between  the 
judges  or  among  the  variables. 

W ranges  from  0 to  1.00;  a low  value  indicates 
no  more  than  chance  association  among  the 
raters  or  ratings,  while  a high  value  results  when 
there  is  agreement  among  them.  One  word  of 
caution  must  be  inserted  in  this  discussion  of 
W:  the  statistic  tells  us  the  agreement  among 
the  judges,  but  it  cannot  tell  us  about  the  accur- 
acy of  their  judgments.  The  judges  may  be  in 
complete  agreement  about  the  beauty  contest- 
ants, but  in  spite  of  their  agreement,  they  may  all 
be  wrong  (at  least  according  to  our  way  of 
thinking! ). 

summary 

Although  many  of  the  variables  of  interest  to 
the  researcher  are  described  by  the  normal  prob- 
ability curve,  a different  brand  of  statistics  is 
needed  to  describe  a number  of  other  variables. 
The  non-parametric  or  distribution-free  statistics 
have  been  devised  to  take  care  of  these  situations. 

The  more  commonly  used  of  the  non-paramet- 
ric statistics  are  discussed:  Chi  square,  phi,  rho 
and  W.  Others  exist,  but  they  are  used  infre- 
quently or  in  very  special  situations. 

The  tenth  and  final  paper  in  this  series  will  be 
concerned  with  statistical  fallacies,  traps,  and 
illogic.  ■ 

Psychology  Department 
Mental  Health  Research  Institute 
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Adolescent  Uterine  Hemorrhage 

CHARLES  D.  KIMBALL,  M.  D.  Seattle,  Washington 


The  purpose  of  this  presentation  is  first,  to  re- 
view mechanisms  involved  in  adolescent  uterine 
hemorrhage  and  second,  to  revive  a highly  ef- 
fective but  not  widely  known  method  of  treat- 
ment that  has  proven  especially  applicable. 

Prolonged  profuse  uterine  bleeding  in  young 
women  with  no  discernible  tissue  abnormality 
can  be  a most  difficult  treatment  problem  for  the 
physician  and,  at  times,  a serious  situation  for 
the  patient.  Frequent  hospitalization,  repeated 
uterine  curettement,  multiple  transfusions,  end- 
less administration  of  sex  steroid  hormones  and, 
as  the  last  resort,  radiation  castration  or  hysterec- 
tomy, were  typical  of  the  kind  of  treatment  pro- 
grams we  had  to  employ  in  years  past  for  a num- 
ber of  these  patients.  Fortunately,  the  basic 
scientists  have  now  provided  us  with  better 
understanding  of  etiologic  factors  in  this  endo- 
crine dysfunction  syndrome  enabling  treatment 
to  be  directed  more  closely  to  the  source  of  the 
trouble.  Therapy  may  now  be  less  complex,  and 
more  physiologic. 

primary  goal 

Primary  treatment  goal  in  all  patients  with 
dysfunctional  uterine  hemorrhage  is  to  re-estab- 
lish, as  rapidly  as  possible,  a normal  physiologic 
pattern  of  growth  and  maturation  of  the  endome- 
trium. Before  discussing  the  clinical  and  thera- 
peutic aspects  of  this  ty  pe  of  problem  it  might 
be  advantageous  to  outline  briefly  the  chain  of 
physiologic  events  that  normally  control  men- 
strual function  and  upon  which  the  vascular  ele- 
ments of  the  endomentrium  are  dependent. 

Suppression  of  both  normal  menstruation  and 
dysfunctional  uterine  bleeding,  depends  on  cyc- 
lical regeneration  of  the  unique  vascular  struc- 
ture of  spiral  end-arteries  and  coiled  capillaries 
in  the  myometrium.  These  vessels  grow  and 
function  under  the  specific  stimulus  of  estrogens 
developed  in  the  maturing  ovarian  follicle.  Ovar- 
ian function  is,  in  turn,  dependent  on  follicle 
stimulating  hormone  (FSH)  from  the  anterior 
pituitary.  During  the  past  few  years  it  has  been 
shown  that  FSH  cannot  be  elaborated  by  the 
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pituitary  without  the  presence  of  a substance 
called  adenohypophysial  releaser  factor.  Releaser 
factor  is  produced  by  neurosecretory  cells  of  the 
hypothalamus  and  has  not,  to  date,  been  identi- 
fied. There  is,  however,  reasonably  good  evi- 
dence that  vasopressin,  which  is  also  produced 
by  secretory'  nerve  cells  in  the  hypothalamus, 
increases  the  circulating  level  of  follicle  stimu- 
lating hormone. 

the  evidence 

Harris1  presents  abundant  evidence  that  sper- 
matogenesis and  oogenesis,  as  well  as  adrenal 
cortical  function,  require  transport  of  neurosecre- 
tory releaser  factor  from  the  tuber  cinereum  to 
the  adenohypophysis  via  the  portal  blood  ves- 
sels of  the  pituitary  stalk.  Guillemin2  reports  that 
pituitary  cells  grown  in  tissue  culture  will  not 
elaborate  ACTH  unless  vasopressin  is  present. 
Martini3  and  co-workers  report  that,  in  animals, 
injection  of  pitressin  induces  a significant  rise 
in  urinary  gonadotropin  which  “starts  immediate- 
ly and  last  for  some  days.”  Pitocin  and  Synto- 
einon  on  the  other  hand  induce  a sharp  rise  in 
gonadotropin  which  returns  to  normal  within  two 
days. 

Thus  the  hypothalamus,  in  addition  to  its  other 
homeostatic  functions,  must  be  regarded  as  the 
regulating  center  of  ovarian  function  and  endo- 
metrial bleeding.  It  appears  that  vasopressin  or 
a closely  allied  substance  is  one  of  the  primary 
mediators  by  which  the  central  nervous  system 
controls  reproductive  physiology. 

Under  normal  conditions,  a self-regulatory 
balance  of  function  is  maintained  in  the  repro- 
ductive organs  by  positive  or  negative  feed  back 
signals  that  stimulate  hypothalamic  cells  respon- 
sible for  releaser  factor  to  initiate  the  ovarian 
cycle  at  the  proper  time.  When  certain  suscep- 
tible young  women  are  confronted  with  life  situ- 
ation challenges  that  have  strong  meaning  in 
terms  of  a threat  to  their  feelings  of  personal 
security',  the  functional  equilibrium  of  the  hvpo- 
thalmus  is  thrown  out  of  balance  and  production 
of  releaser  factor  is  inhibited.  Failure  of  the 
automatic  nervous  system  to  initiate  the  ovula- 
tion cycle  at  the  appropriate  time  results  in  pro- 
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longed  bleeding  in  some  young  women  or  amen- 
orrhea in  others. 

So  much  for  the  neurophysiologic  mechanisms 
of  bleeding  dysfunction.  Understanding  has, 
however,  not  changed  treatment  methods  ma- 
terially but  has  served  to  explain  their  effective- 
ness, discovered  by  empiricism.  Much  clinical 
evidence  has  been  reported  indicating  that  this 
interpretation  of  menstrual  physiology  is  valid 
and  useful  in  selecting  therapy. 

early  reports 

In  1943  Moehlig1  published  the  first  report  to 
appear  on  vasopressin  as  a hemostatic  agent  in 
menorrhagia  and  metrorrhagia.  He  reported  re- 
sults in  treating  ten  patients  who  had  meno- 
metrorrhagia.  Two  of  these  were  adolescents, 
one  had  bled  for  two  months  and  the  other  for 
twenty-eight  days.  The  others  were  premeno- 
pausal women.  The  dose  used  by  Moehlig  was 
1.0  cc.  (5  pressor  units)  of  Pitressin  Tannate  re- 
peated in  48  hours.  All  responded  with  cessation 
of  bleeding  within  6-72  hours. 

In  1948  Benson5  reported  on  treatment  of  100 
consecutive  patients  suffering  prolonged,  profuse 
or  irregular  bleeding.  All  patients  in  his  study 
had  endometrial  biopsy  prior  to  administration 
of  vasopressin.  Proliferative  endometrium  was 
present  in  45  patients.  Secretory  endometrium 
was  found  in  34,  endometrial  hyperplasia  in  14 
and  decidua  with  chorionic  villi  in  the  biopsy 
tissue  from  the  remaining  7 patients.  Of  the  100 
patients  treated  by  Benson,  who  administered 
a single  dose  of  2.0cc  ( 10  pressor  units ) of  Pitres- 
sin Tannate  in  Oil,  45  had  stopped  bleeding  en- 
tirely within  48  hours.  An  additional  39  patients 
noted  marked  decrease  in  bleeding. 

The  84  percent  of  patients  manifesting  a favor- 
able therapeutic  response  were  classified  by  Ben- 
son into  the  following  diagnostic  categories: 
functional  uterine  bleeding  (dysfunction  bleed- 
ing); ovarian  failure  (natural  or  post  surgical); 
menorrhagia  concomitant  with  or  resulting  from 
constitutional,  intercurrent  or  non-gynecologic 
disease.  The  remaining  16  percent  of  patients  in 
Benson’s  series  who  failed  to  respond  had:  re- 
tained fragments  of  placenta;  acute  inflammatory 
processes  (such  as  acute  salpingitis);  haphazard 
or  excessive  hormone  therapy;  ovarian  tumors  or 
cysts. 

In  a later  communication  Benson6  suggested 
that  the  hemostatic  effect  of  vasopressin  was  due 
to  vasomotor  constriction  and  increased  uterine 
myotonus.  However  this  was  several  years  be- 


fore Harris,  Guillemin,  Martini  and  others  had 
demonstrated  that  releaser  factor  is  essential  to 
gonadal  function  and  indicated  the  close  similar- 
ity between  releaser  factor  and  vasopressin. 

In  1958,  Is  included  results  with  vasopressin  in 
a report  dealing  with  functional  disturbances  of 
uterine  bleeding,  and  illustrated  by  basal  body 
temperature  graph  that  in  addition  to  controlling 
hemorrhage  vasopressin  appears  to  induce  return 
of  regular  ovulatory  cycles  by  acting  as  stimulus 
to  gonadotropic  hormone  output.  This  report  also 
attempted  to  emphasize  the  importance  of  treat- 
ing the  central  nervous  system  component  of 
dysfunctional  bleeding  with  phenothiazine,  re- 
assurance and  other  hypothalamic  sedatives. 

While  these  are  the  only  known  published  re- 
ports relating  to  use  of  vasopressin,  numerous 
other  studies  have  been  published  suggesting 
that  hypothalamic  inhibition  is  primarily  respon- 
sible for  the  high  incidence  of  menstrual  disturb- 
ances among  women  in  prisoner  of  war  camps 
or  similar  threatening  environmental  situations. 

clinical  study 

Because  vasopressin  has  consistently  given 
good  therapeutic  results  in  clinical  experience 
and  has  been  demonstrated  in  basic  research  to 
be  a rational  physiological  approach  to  dysfunc- 
tional bleeding  problem  in  young  women,  it 
seemed  an  appropriate  subject  to  bring  to  gen- 
eral attention.  In  this  connection  the  clinical  rec- 
ords of  20  private  patients  treated  during  the 
past  15  years  for  one  or  more  episodes  of  dys- 
functional meno-metrorrhagia  with  vasopressin 
were  reviewed  for  the  purpose  of  determining 
the  long  term  results  of  treatment  and  the  CNS 
stresses  associated  with  the  onset  of  excessive 
bleeding.  Many  more  patients  were  treated  with 
this  medication  with  uniformly  good  results  but 
adequate  follow  up  records  were  not  obtainable. 
A summary  of  some  of  these  data  will  illustrate 
the  type  of  patient-problem  most  suitable  for 
this  medication. 

Age  range  of  this  group  of  patients  was  be- 
tween 13  and  34  years.  Seven  patients  were  16 
or  under.  Tissue  reports  were  available  from 
curettement  or  endometrial  biopsy  in  17  patients. 
Proliferative  endometrium  was  present  in  10  in- 
stances. Insufficient  tissue  for  classification  was 
obtained  from  3 patients  curetted  during  an 
episode  of  hemorrhage.  Secretory  endometrium 
was  reported  in  3 patients  and  cystic  endome- 
trium was  found  in  one  patient.  Five  patients 
were  transfused.  One  elsewhere,  had  required 


773 

Northwest  Medicine,  September  1962 


one  to  two  units  of  blood  at  each  of  three  pre- 
vious episodes  of  prolonged  bleeding. 

In  close  time  relationship  with  the  onset  of 
bleeding  each  of  these  patients  except  one  was 
found  to  have  experienced  a life  situation  event 
which  seriously  upset  her  emotional  equilibrium. 
Eleven  had  suffered  recent  loss  of  a parent  by 
death,  or  divorce,  or  had  been  rejected  by  her 
husband  or  boy  friend.  A recent  move  to  Seattle 
from  their  familiar  and  distant  home  environ- 
ment preceded  onset  of  excessive  bleeding  in 
three  patients.  Dental  extractions  appeared  as 
the  disturbing  circumstances  in  two  patients, 
another  had  failed  to  pass  college  entrance  ex- 
aminations, one  had  recently  witnessed  killing 
of  her  dog  by  an  auto  and  one  had  received  a 
severe  shock  from  a faulty  electric  cord. 

Intramuscular  injection  of  Pitressin  Tannate 
in  Oil  ( lOcc,  5 pressor  units ) was  given  to  these 
patients  as  soon  as  the  diagnosis  of  functional 
bleeding  was  made.  This  dose  was  repeated 
within  24  hours  to  36  hours.  All  patients  in  this 
group  stopped  bleeding  within  72  hours  of  the 
first  dose  of  Pitressin.  Additional  medication 
consisted  of  iron,  vitamins  and  moderate  doses  of 
sedatives  in  the  form  of  phenobarbital  or  pheno- 
thiozine  and,  more  recently.  Librium. 

graphic  records 

These  patients  were  all  given  basal  body 
temperature  graphs  and  followed  for  one  or 
more  menstrual  cycles.  The  graphs  consistently 
indicated  temperature  changes  characteristic  of 
ovulation.  Use  of  the  BBT  graph  in  patients  such 
as  these  serves  two  purposes.  First,  it  demon- 
strates to  the  physician  when  the  patient’s  en- 
docrine mechanisms  have  returned  to  normal  and 
second,  it  gives  the  patient  a better  understand- 
ing of  her  female  physiologic  functions.  It  is 


reassuring,  especially  to  adolescents,  for  the  pa- 
tient to  learn  that  the  excessive  bleeding  symp- 
tom is  functional  rather  than  organic  in  origin. 
This  in  itself  tends  to  be  therapeutic.  Eight  pa- 
tients in  this  group  were  successfully  treated 
with  vosopressin  for  recurrent  episodes  of  dys- 
functional bleeding.  Thirteen  have  subsequently 
returned  for  obstetrical  care. 

In  conclusion  it  can  be  said  that  vasopressin 
appears  to  be  a simple  and  effective  hemostatic 
agent  for  dysfunctional  uterine  hemorrhage  in 
young  women.  Its  use  promotes  a resumption  of 
normal  cyclic  endocrine  physiology  rather  than 
acting  as  an  inhibitor  of  ovulation  as  is  the  case 
when  ovarian  steroid  hormones  are  used  to  con- 
trol excessive  uterine  bleeding.  One  word  of 
warning  must  be  mentioned.  Pitressin  is  a vaso- 
constrictor and  should  not  be  given  to  menopaus- 
al women  who  are  prone  to  coronary  occlusion. 
Nor  is  it  necessary  to  use  dosage  higher  than  5 
pressor  units  in  24  hours  to  produce  the  FSH 
elevation  or  the  hemostatic  effect.  ■ 

1338  Madison  St.  (4) 
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THE  PRICELESS  INGREDIENT  OF  QUALITY 

Notwithstanding  all  of  the  regulations  and  standards  of  the  present  official 
and  semi-official  bodies  and  agencies  charged  with  the  responsibility  of  controlling  the 
quality  of  drugs,  the  only  way  the  average  physician  and  the  average  hospital  can  judge 
the  quality  of  the  drugs  they  use  is  by  their  reliance  on  the  reputation  of  the  name 
of  the  manufacturer,  which  appears  on  the  label. 

Joseph  E.  Snyder,  M.D.,  assistant  vice  president. 
New  York  Presbyterian  Hospital, 
to  American  Hospital  Association. 
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When  do  you  eat  soup,  Doctor? 


When  you  come  home  tired  and  want  something  to  help 
you  get  your  energy  back  fast?  When  you  need  a quick 
bite  between  calls,  hospital,  and  office?  When  you  want 
something  hot  to  hit  the  spot  on  a cold,  rainy  day? 

Your  patients  eat  soup  on  some  of  the  same  occasions 
and  for  many  of  the  same  reasons  you  do.  But  you  can 
recommend  soup  to  them  also  for  other  reasons.  When 
one  of  your  geriatric  patients  needs  a nourishing  and  in- 
expensive food,  one  easily  prepared,  a soup  like  Campbell’s 
Scotch  Broth,  Beef,  or  Vegetable  Beef  is  an  obvious 
answer.  Or,  when  a mother  consults  you  about  a child 
who’s  a problem  eater,  you  can  again  suggest  soup  . . . and 
both  mother  and  child  will  be  delighted. 

All  of  Campbell’s  many  different  soups  are  carefully 
blended  ...  all  are  naturally  good.  They  contain  a wide 


variety  of  essential  nutrients.  Protein  values  in  the  meat 
soups  range  from  approximately  9.1  gm.  in  a 7 oz.  serving 
of  Beef  Soup  to  about  4.6  gm.  in  a serving  of  Scotch 
Broth.  Beef  Broth  and  Consomme  will  interest  patients  on 
low-fat  diets  because  they’re  both  fat  free. 

Into  Campbell’s  meat  soups  go  fine,  lean  meats  and 
ripe,  flavorful  vegetables.  Careful  processing  helps  keep 
the  maximum  of  fresh  flavors  and  nutritive  values. 

Write  us  today  for  your  copy  of  the 
new  series  of  nutritional  analyses  of  all  our 
soups.  Recommend  Campbell’s  Soups  to 
your  patients  . . . enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company, Dept  . 57, Camden, N.J. 
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PRESIDENTS  page 


The  publication  date  of  this  journal  is  forcing  me  to 
consider  a problem  I have  been  reluctant  to  ap- 
proach. This  page  should  appear  about  one  week  be- 
fore I surrender  my  office  and  authority  into  the  able 
hand  of  Mel  Breese.  As  I approach  the  senior  citizen 
status  of  being  a past-president  I am  reminded  of  the 
old  saw  of  “being  too  young  to  die”.  Just  when  I 
have  learned  how  to  shift  all  of  the  work  of  this 
office  onto  others  so  I can  enjoy  the  prestige,  it  all 
comes  to  an  end. 

Seriously,  this  has  been  a most  wonderful  experi- 
ence for  me.  I am  chagrined  only  by  feeling  that  I 
have  received  more  than  I have  given.  This  oppor- 
tunity to  meet,  work  with  and  know  the  medical 
profession  in  Oregon  could  not  have  arisen  by  any 
other  circumstance  to  my  knowledge.  I want  to 
thank  you  all  for  affording  me  this  privilege.  More 
specifically,  thanks  to  those  with  whom  my  work  has 
caused  me  to  be  most  closely  associated  is  sincerely 
offered. 

How  wonderful  it  would  be  to  finish  one’s  term  as 
president  by  publishing  a concrete  list  of  problems 
neatly  disposed  of  and  filed  away  in  a drawer. 
Realistically,  of  course,  all  I can  do  is  mention  the 
problems  we  have  faced  and  fought,  some  we  have 
altered,  others  we  have  only  postponed.  As  our  So- 


BLAIR  J.  HENNINGSGAARD,  M.D. 


ciety  matures  and  the  twin  philosophies  of  “free  en- 
terprise” and  “individual  responsibility”  strive  to  re- 
tain a dominant  position  over  the  philosophies  of 
“socialism”  and  “welfare  statism,”  we  of  the  medical 
profession  find  ourselves  in  the  essential,  but  uncom- 
fortable, position  of  the  “keystone”  of  the  arch  of 
humanity’s  triumph  over  history,  unable  to  maintain 
our  position  based  on  progress  and  service,  if  either 
pillar  is  destroyed.  Typical  of  our  dilemma  is  our 
concerted  effort  to  block  a measure  providing  medi- 
cal care  for  the  aged  on  an  unrealistic  and  socialistic 
basis  while  we  sacrifice  our  time  and  income  for  a 
measure  to  provide  medical  care  for  the  aged  who 
“need”  society’s  help. 

On  problems  such  as  those  faced  by  our  profes- 
sion there  is  rarely  a black  and  white  upon  which  to 
base  a decision.  On  problems  such  as  ours,  history 
will  be  our  accountant  and  record  our  gains  and 
losses.  We  are  left  with  the  realization  that  we  are 
only  pawns  in  a giant  chess  game  with  man’s  fate  in 
the  hands  of  the  winner.  Our  moves,  to  be  mean- 
ingful, must  be  based  on  an  overriding  faith  in  our 
conviction  that  man’s  soul,  or  mind  as  you  choose,  is 
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the  single  most  important  prize.  Whether  state  so- 
cialism or  the  atom  bomb  erases  the  principles  of 
freedom  and  liberty  from  this  planet  could  make 
very  little  difference. 

With  this  allegorical  expression  of  my  personal 
philosophy  I bid  you,  my  friends,  my  final  good-bye. 
I know  you  will  give  to  Mel  and  the  presidents  who 


will  follow  him  the  same  fine,  whole-hearted  and 
heart-warming  support  you  have  given  me.  As  a final 
request  I offer  you  one  of  Oregon’s  and  the  nation’s 
larger  problems  which  has  been  waiting  eighteen 
years  to  be  filed  in  that  drawer  I mentioned  earlier. 
You  will  have  a great  opportunity  on  November  6, 
1962;  don’t  miss  this  chance. 


Tomlin  lectures  well  attended 


Mr.  Hedley  John  Barnard  Atkins,  chief  surgeon  of 
Guy’s  Hospital,  London,  England,  concluded  the 
John  Tomlin  Memorial  lectures  on  Cancer  of  the 
Breast,  Thursday,  August  16,  at  Rogue  Valley  Coun- 
try Club,  Medford,  under  auspices  of  the  American 
Cancer  Society. 

He  stressed  the  importance  of  early  diagnosis  and 
treatment.  Conditions  which  might  be  confused  with 
cancer  of  the  breast  were  discussed.  As  an  unswerv- 
ing rule  he  advocates  removal  of  any  nodule  or  lump 
in  the  breast,  followed  by  total  removal  of  the  breast 
if  cancer  is  found.  Many  small,  and  at  times  painful, 
nodules  can  result  from  normal  physiologic  processes. 

Use  of  x-ray  for  treatment  of  intermediate  and  late 
cancer,  with  or  without  removal  of  the  breast,  was 


fully  discussed.  Surgical  removal  of  the  adrenals  or 
the  pituitary  gland  has  also  shown  promise. 

An  after-dinner  lecture  on  Wednesday,  August  15, 
on  the  life  of  Charles  Darwin  was  well  received  by 
the  132  doctors  and  wives  present.  The  final  lec- 
ture on  Thursday  dealt  with  the  research  aspects  of 
the  treatment  of  breast  cancer.  A panel  discussion 
moderated  by  Harvey  Baker  included  Mr.  Atkins, 
Clifford  E.  Allen,  University  of  Oregon  Medical 
School,  and  Oscar  Heyerman,  Medford.  The  mod- 
erator gave  the  audience  an  opportunity  to  question 
many  points  in  the  treatment  of  breast  cancer. 

Over  100  doctors  from  Oregon  and  northern  Cali- 
fornia were  registered  for  the  series  of  lectures.  The 
Tomlin  Committee  has  noted  with  satisfaction  the 
yearly  increase  in  attendance  at  these  lectures. 


THE  HERCULEAN  TASK  OF  COMMUNICATION 

If  there  were  no  pharmaceutical  advertising,  new  lifesaving  drugs  would  be  with- 
held from  the  critically  ill  patients  either  because  the  physician  did  not  even  know  the 
new  drug  existed,  or  because  he  did  not  know  its  exact  indications  and  how  to  admin- 
ister it  safely  and  effectively.  Given  the  present  rate  of  medical  progress  and  the  con- 
sequent production  of  the  new  curative  agents,  the  competitive  stimulus  is,  I believe, 
the  only  force  adequate  for  the  Herculean  task  of  their  introduction  to  the  medical 
profession.  If,  in  order  to  use  new  medicines  effectively  and  safely,  the  doctor  had  to 
depend  upon  the  grinding  out  of  adequate  information  by  a centralized  bureaucracy, 
progress  in  their  use  would  be  hideously  slow. 

Francis  Boyer,  Chairman  of  the  Board, 
Smith  Kline  & French  Laboratories,  in  New  York 
Academy  of  Medicine  Bulletin,  March  1962 
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When 


severe  pain 
intensifies 

skeletal  muscle  spasm 
ease  both 


Robaxin®  with  Aspirin 


Conditions  which  trigger  skeletal  muscle  spasm 
often  are  painful  in  themselves.  A relaxant  drug 
may  relieve  the  spasm,  but  the  primary  pain  persists. 
In  such  cases,  a dual-acting  relaxant-analgesic  is 
necessary  to  overcome  the  two-headed  dragon  of 
pain-and-spasm. 

Robaxisal  and  Robaxisal-PH  offer  such  a com- 
bination. These  formulations  combine  the  depend- 
able skeletal  muscle  relaxant  action  of  Robaxin 
and  the  pain-tested  analgesic  action  of  aspirin  or 
Phenaphen. 


For  painful  skeletal  muscle  spasm 


Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

U.S.  Pat.  No.  2770649 

Acetylsalicylic  acid  (5  gr.) 325  mg. 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

When  anxiety  is  associated  with 
painful  skeletal  muscle  spasm... 


(Robaxin  with  Phenaphen) 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins) 400  mg. 

Phenacetin  97  mg. 

Acetylsalicylic  acid  81  mg. 

Hyoscyamine  sulfate  0.016  mg. 

Phenobarbital  (J4  gr.) 8.1  mg. 

Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity . . .seeking  tomorrow's  with  persistence 


WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Willard  B.  Rew,  M.D.,  Yakima 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  16-19,  1962,  Spokane 


RAYMOND  L.  ZECH,  M.D.,  1892-1962 


dr.  Raymond  louis  zech  died  August  2,  1962,  age 
69.  His  active  public  life  stopped  when  he  had  a 
stroke  at  62.  In  his  short  span,  his  professional  and 
civic  accomplishments  are  almost  beyond  the  scope 
of  many  of  us.  He  did  a world  of  good.  He  was 
just,  fearless,  understanding  and  kind,  attributes 
that  were  reflected  in  the  long-continued  stream  of 
professionally  related  services  he  willingly  undertook. 

His  scientific  and  medical  stature  could  be  mea- 
sured by  his  medical  societies:  The  American  Col- 
lege of  Surgeons,  The  American  Board  of  Surgery, 
The  North  Pacific,  The  Pacific  Coast,  The  Pan 
Pacific  and  Seattle  Surgical  Societies.  A senior  Con- 
sultant in  Surgery  at  the  University  of  Washington, 
former  Chief  of  Staff  of  the  King  County  Hospital 
and  Providence  Hospital  in  Seattle,  Washington. 

He  was  a former  president  of  the  King  County 
Society  and  Washington  State  Medical  Association, 
and  the  Washington  State  Chapter  of  the  American 
Cancer  Society.  He  was  active  on  their  committees 
all  of  his  life  and  was  a delegate  of  the  State  Asso- 
ciation to  the  American  Medical  Association  for  many 
years. 

He  was  on  the  originating  committee  (1933)  for 


the  King  County  Medical  Service  Bureau  and  Co- 
founder of  Washington  Physicians’  Service,  organi- 
zations that  were  pioneers  in  prepaid  medical  care 
for  people  in  the  lower  income  brackets.  He  was  a 
most  effective  member  of  the  Medical-Dental  Com- 
mittee that  started  the  Medical  School  at  the  Uni- 
versity of  Washington,  where  he  taught  without  pay 
and  gave  much  time,  especially  in  its  formative  years. 

He  volunteered  for  Base  Hospital  50  in  which  he 
would  have  been  the  Chief  Surgeon  but  served  in- 
stead as  the  Medical  Assignment  and  Procurement 
officer  for  the  State  of  Washington,  a terrific  job, 
to  carry  on  with  his  other  activities  in  wartime. 

He  also  had  a large  surgical  practice,  and  could 
still  find  time  to  give  a helping  hand  to  some  of  his 
younger  colleagues  at  times.  I never  heard  him 
speak  ill  of  anyone,  and  his  patients  loved  him. 

When  he  became  disabled  in  1955,  some  of  the 
sunshine  departed  and  never  came  back  to  Seattle. 
The  greater  the  gift,  the  greater  the  loss.  My  sym- 
pathy to  those  who  are  nearest  and  dearest.  To  me 
and  so  many  more,  he  was  a dear  friend.  1 remem- 
ber him  not  only  as  a man,  but  as  a Christian 
gentleman.  David  Metheny,  M.D. 
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Operation  SOS 


MR.  MICHAEL  MERWICK  Kennewick,  Washington 


Contrary  to  popular  feeling,  mass  innoculation  at 
the  county  level,  sponsored,  directed  and  adminis- 
tered by  a county  medical  society,  can  be  successful 
beyond  all  expectation.  This  was  proven  by  the  first 
Sabin  Oral  Sunday  in  the  State  of  Washington, 
undertaken  by  our  Benton-Franklin  Counties  Med- 
ical Society,  in  May,  1962. 

Our  goal  was  a 70  percent  turnout.  The  failure 
of  previous  continuing  injection  clinics  in  our  coun- 
ties had  shown  distances  and  publicity  to  be  our 
major  problems.  Military  assistance  was  enlisted  to 
carry  supplies  of  oral  vaccine  from  operational  head- 
quarters at  Kennewick  to  remote  areas  of  the  coun- 
ties. A series  of  press  conferences  outlining  the  rea- 
sons for  our  project  and  our  objective  was  met  with 
enthusiasm  and  resulted  in  close  cooperation  through- 
out the  campaign.  Radio,  T.V.,  and  press  drama- 
tized the  project  for  the  public  by  daily  bulletins  as 
preparations  advanced.  Public  meetings  and  dis- 


cussions were  held  to  inform  the  public  and  ensure 
response.  Volunteer  workers  attended  mass  meetings 
where  they  were  given  oral  and  written  instructions 
to  ensure  full  understanding  of  their  duties.  A full- 
time secretary  was  engaged  at  headquarters  to  coor- 
dinate voluntary  civic  organizations  and  to  handle 
forms  and  supplies.  Buildings  in  towns  and  cities  of 
the  two  counties  were  converted  into  clinics.  Hos- 
pitals were  supplied  with  vaccine  for  patients  able 
to  accept  it. 

As  S.O.S.  approached,  communication  media 
stepped  up  their  publicity.  For  14  hours  prior  to 
opening  hour,  three  special  telephones  at  head- 
quarters rang  almost  constantly  and  volunteers  an- 
swered a myriad  questions. 

S.O.S.,  May  5,  arrived.  Physicians  and  administra- 
tive staff  anxiously  remembered  forgotten  details  and 


pondered  problems  of  supply  and  adequacy  of  clinic 
personnel.  The  Medical  Society  Building  in  Ken- 
newick bustled  with  project  staff  members,  tech- 
nicians, volunteers  and  couriers.  Radio,  T.V.,  and 
newspaper  representatives  hovered  here  and  there  in 
the  building.  A remote-radio  unit  installed  on  the 
roof  of  the  building  broadcast  all-day,  on-the-spot 
activities.  At  intervals  an  army  helicopter  took  off 


from  an  area  in  front  of  the  building,  carrying 
vaccine  to  outlying  districts. 

When  the  doors  of  the  building  opened,  family 
groups  thronged  in— infants  and  grandparents,  people 
dressed  for  church  and  people  in  casual  Sunday  at- 


tire. A skindiver  in  rubber  suit  and  flippers  laid  his 
spear  before  the  astonished  eyes  of  volunteers  and 
took  up  his  paper  cup  of  vaccine.  At  a makeshift 
clinic  in  an  isolated  district,  the  local  clinic  director 

continued  on  page  784 
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If  you  have  patients  on  a cholesterol  depressant  diet,  this  will  he  welcome  news: 

General  Mills  is  now  making  available,  through  grocery  stores,  a Safflower 
Oil  which  is  totally  acceptable  in  the  diet,  and  which  is  priced  reasonably. 


SAFFOLIFE 

Safflower  Oil  ^7) 


poly-unsatu  rated 


SAFFLOWER  OIL 


for  salads,  baking 
and  frying 


8H*  y 

^ ' *C’<J  prOO'^*< 


As  you  know,  Safflower  Oil  is 
higher  in  poly-unsaturates  and 
lower  in  saturated  fats  than 
any  other  type  of  readily  available 
vegetable  oil. 

When  an  increased  poly- 
unsaturated fatty  acid  intake  is 
desirable,  you  can  recommend 
Saff-o-life  Safflower  Oil.  You 
can  do  so  with  the  assurance  that 
the  patient  will  find  it  completely 
appetizing— clear,  light  and 
fresh-smelling— and  priced  at  a 
level  which  poses  no  problem. 

Ratio  of  Linoleates*  to  Saturates 

*(Poly-Unsaturates) 

SAFFLOWER  OIL  *9.0  to  1.0 
CORN  OIL*  5.3  to  1.0 
SOYBEAN  OIL  *3.5  to  1.0 
COTTONSEED  OIL  *2.0  to  1.0 
PEANUT  OIL*  1.6  to  1.0 

Physicians  who  wish  recipes 
using  Saff-o-life  Safflower  Oil 
are  invited  to  write  directly 
to  General  Mills,  Inc. 

Address  your  inquiries 
to  Professional  Services 
Director,  General  Mills,  Inc. 

Dept.  120,  9200  Wayzata  Blvd., 
Minneapolis  26,  Minnesota. 
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WITH  YOUR 
ENCOURAGEMENT 

AND 

DEXEDRINE® 

brand  of  dextro  amphetamine 

SPANSULE® 

brand  of  sustained  release  capsules 


she’s  losing  weight 


‘Dexedrine’  Spansule  capsules  not  only 
control  appetite  all  day  long,  but  at 
the  same  time  encourage  normal 
activity.  This  is  particularly  important 
because  overweight  patients  are  often 
inactive.  In  such  patients  ‘Dexedrine’ 
overcomes  lethargy,  helps  renew  their 
interest  in  doing  things— not  justeating. 


PRESCRIBING 

INDICATIONS  AND  DOSAGE:  For  the 
following  indications,  the  recommended  daily 
dosage  is  one  or  two  ‘Dexedrine’  Spansule  cap- 
sules, usually  taken  in  the  morning:  control  of 
appetite  in  weight  reduction;  depressive  states; 
alcoholism.  In  narcolepsy,  the  recommended 
daily  dosage  is  up  to  50  mg.  of  ‘Dexedrine’  by 
‘Spansule’  capsule  on  arising. 

SIDE  EFFECTS:  Insomnia,  excitability  and 
increased  motor  activity  are  infrequent  and 
ordinarily  mild. 

Smith  Kline  & French  > 


INFORMATION 

CAUTIONS:  Should  be  used  with  caution  in 
patients  hypersensitive  to  sympathomimetic 
compounds;  in  cases  of  coronary  or  cardiovas- 
cular disease;  and  in  the  presence  of  severe 
hypertension. 

CONTRAINDICATIONS:  Hyperexcitability; 
agitated  pre-psychotic  states. 

SUPPLIED:  5 mg.,  10  mg.  and  15  mg.,  in 
bottles  of  30.  (Each  capsule  contains  dextro 
amphetamine  sulfate,  5 mg.,  10  mg.,  or  15  mg.) 
Prescribing  information  adopted  January  1961. 

P Laboratories 
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continued  from  page  781 

organized  a community  sing  while  waiting  for  the 
helicopter  to  replenish  the  vaccine  supply.  When 
the  supply  arrived  a half-hour  later,  the  clinic  hadn’t 
lost  a customer. 

An  analysis  of  the  project  revealed  that  more  than 
100  percent  of  the  listed  population  in  clinic  cities 
and  towns  had  received  vaccine.  Farmers  came  in 
from  rural  areas.  Citizens  of  neighboring  counties 
made  special  trips  into  our  districts.  Residents  of 
Benton  and  Franklin  Counties  brought  house  guests 
with  them  to  the  clinics.  Our  goal  had  been  70 
percent  of  the  residents  of  Benton-Franklin  Coun- 


ties; 73  percent— 62,000  people— responded.  At- 
tendance at  one  high-school  clinic  surpassed  3,000 
people  per  hour. 

Makeup  clinics  were  held  for  people  unable  to 
attend  on  S.O.S..  Evening  clinics  for  second  and 
third  doses  were  held  at  six-week  intervals.  Al- 
though local  physicians  were  besieged  with  calls  re- 
garding complaints  felt  to  be  the  result  of  the  vac- 
cine, no  known  reactions  were  discovered. 

We  feel  that  the  success  of  Operation  S.O.S.  was 
primarily  due  to  the  enthusiastic  cooperation  of  com- 
munication media.  Without  the  help  of  radio,  T.V. 
and  newspaper  personnel,  our  innoculation  program 
would  have  been  another  of  many  failures. 


Radiation  safety  film  at  Spokane  meeting 

Programs  emphasizing  radiation  safety  in  x-ray 
diagnosis  will  be  presented  by  the  Washington  State 
Radiological  Society  at  the  Washington  State  Medi- 
cal Association  meeting  Wednesday,  September  19, 
at  2:00  P.M.,  3:00  P.M.,  and  4:00  P.M.  in  the  Hall 
of  Doges.  The  film,  “Radiation:  Physician  and  Pa- 
tient”, which  reviews  effects  of  radiation  and  de- 
scribes methods  of  lowering  radiation  exposure  to 
patients  undergoing  x-ray  examination,  will  be  shown 
at  the  above  times. 

Southwest  WAGP 

Southwest  Washington  Academy  of  General  Prac- 
tice met  on  Tuesday,  June  26th  at  the  Longview 
Country  Club. 

Following  dinner  and  social  hour,  those  present 
heard  Philip  G.  Deane,  of  Seattle,  discuss  Pediatric 
Cardiology. 

During  the  business  meeting  which  followed, 
Louis  Dewey  of  Omak,  President  of  the  Washington 
Academy  of  General  Practice,  was  introduced.  Dr. 
Dewey  reported  on  the  Annual  WAGP  meeting  held 
in  Bellingham  in  May  and  the  Regional  Meeting  held 
at  Glacier  National  Park  which  the  Montana  Chap- 
ter hosted  in  June,  both  of  which  he  attended. 

It  was  agreed  that  the  next  meeting  will  be  held 
in  Vancouver  in  September. 

Clark  County  golf  meet 

The  14th  Annual  Clark  County  Medical  Golf  As- 
sociation Tournament  was  held  at  the  Royal  Oaks 
Country  Club  in  Vancouver,  on  Wednesday  and 
Thursday,  June  27th  and  28th. 

Following  the  two  day’s  play,  a dinner  and  social 
hour  preceded  the  awarding  of  prizes  to  the  winners. 
Low  Gross  Trophy  went  to  Dennis  Seacat  of  Van- 


couver with  a 77,  and  Low  Net  to  H.  L.  Eldridge  of 
Washougal  with  an  81-15.  Long  Drive  was  won  by 
Ward  C.  McMakin  of  Vancouver  and  K.P.  by  H.  L. 
Eldridge. 

During  the  business  meeting  which  followed, 
Floyd  J.  O’Hara  was  elected  President  and  Mr.  Wal- 
ter Lapsley,  Secretary-Treasurer. 

La  Veck  Heads  Crippled  Children  Section 

Gerald  D.  La  Veck,  former  clinical  director  of  the 
Rainier  School  at  Buckley,  has  been  appointed  to 
head  the  Crippled  Children’s  Section  of  the  Wash- 
ington State  Department  of  Health  in  Olympia. 

For  the  past  three  years  he  has  acted  as  clinical 
director  and  medical  director  of  the  Buckley  school 
for  retarded  children  with  direct  supervision  of  its 
medical  staff  members  covering  the  areas  of  social 
service,  psychology,  occupational  therapy,  physical 
therapy,  medical  research  and  dental  help. 


Tacoma 

Electrophysics  Laboratory 

E lectroencephalo  graph  y 
Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dim  ant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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OBITUARIES 


dr.  Charles  ward  day,  of  Seattle,  died  May  26  of 
recurrent  pulmonary  cancer.  He  was  47.  The  diag- 
nosis was  established  more  than  five  years  ago  and 
he  had  been  active  in  practice  until  early  this  year. 
Dr.  Day,  who  practiced  obstetrics  and  gynecology, 
graduated  from  the  University  of  Oregon  Medical 
School  in  1942.  He  trained  for  two  years  at  King 
County  Hospital,  Seattle,  and  for  three  at  the  Uni- 
versity of  Pennsylvania  Hospital,  Philadelphia.  While 
at  the  University  of  Washington  as  an  undergradu- 
ate, he  was  a member  of  the  varsity  crew  and  par- 
ticipated in  the  1936  Olympic  Games  in  Germany. 

dr.  frank  l.  shepard  died  in  his  home  at  Winslow, 
Bainbridge  Island,  June  3,  of  coronary  thrombosis. 
He  received  his  degree  from  Northwestern  Univer- 
sity Medical  School  in  1908  and  was  licensed  in 
Washington  in  1909.  After  his  internship  at  Seattle 
General  Hospital,  he  started  to  practice  on  Bain- 
bridge Island  and  continued  to  the  time  of  his  death. 

dr.  w.  ray  jones  of  Redmon,  Illinois,  formerly  of 
Seattle,  was  killed  June  14,  when  his  tractor  and 
wagon  trailer  were  rammed  by  a truck.  The  acci- 
dent occurred  on  the  highway  near  the  farm  he  had 
been  operating  for  several  years.  He  retired  from  the 
practice  of  urology  in  March,  1946.  Dr.  Jones  re- 
ceived his  medical  education  at  the  University  of 


Illinois  College  of  Medicine,  graduating  in  1912 
and  served  an  internship  in  Seattle.  He  received  most 
of  his  training  in  urology  from  the  late  Alexander 
H.  Peackock  with  whom  he  was  associated  for  sev- 
eral years.  He  was  a member  of  the  American  Uro- 
logical Association  and  diplomate  of  the  American 
Board  of  Urology. 

dr.  philip  l.  peterson  of  Seattle,  died  in  his 
office  at  King  County  Hospital,  April  10,  of  acute 
coronary  occlusion  after  several  hours  of  mild  pre- 
monitory symptoms.  He  was  58  and  had  been  medi- 
cal director  of  the  hospital  for  6 years.  He  graduated 
from  Rush  Medical  College,  Chicago,  in  1931  and 
practiced  in  Chicago  until  reporting  for  active  duty 
in  the  Naval  Reserve  during  World  War  II.  In  ad- 
dition he  taught  cardiology  as  a member  of  the 
clinical  faculty  at  Rush.  After  conclusion  of  the  war 
he  moved  to  Seattle  where  he  continued  to  practice 
internal  medicine  until  assuming  the  hospital  posi- 
tion. 

DR.  WILLIAM  JOSEPH  ROSENBLADT  of  TaCOTTUl,  died 

March  9,  in  a hospital  at  Rochester,  Minnesota  after 
surgery  for  congenital  aortic  valvular  disease.  He  was 
52.  He  graduated  from  the  University  of  Nebraska 
College  of  Medicine  in  1937,  and  had  practiced 
surgery  in  Tacoma  since  1941. 


in  treating  topical  infections 
no  need  to  sensitize  the  patient 


Polymyxin  B-Bacitracin  Antibiotic  Ointment 


broad -spectrum  antibiotic 
therapy  with  minimum  risk 


of  sensitization 

Supplied  in  xh  02.  and  1 oz.  tubes 


rtmM 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Northwest  Medicine,  September  1962  jjp 


“Sounds  like 
a case  for 
Protamide, 
Jim...” 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early1'4  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.5 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 

® —an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 

Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


ROTAMID 


Detroit  11,  Michigan 
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• “...now  the  leading  cause  of  death  in  diabetic  patients.”1 

Diseases  of  the  cardiovascular-renal  system  account  for  about  three-fourths  of  deaths  among 
diabetic  patients,  with  heart  disease  responsible  for  approximately  one-half  the  total,2’3  and 
coronary  atherosclerosis  the  major  cause  of  cardiac  lesions.1  While  some  feel  that  diabetics 
are  predisposed,  perhaps  by  heredity,  to  early  onset  of  vascular  disease,  considered  opinion  is 
that  vascular  degeneration  can  be  delayed  or  modified  with  “. . . careful  and  consistent  control 
of  diabetes  from  the  time  of  diagnosis ”4 

As  a major  step  toward  achieving  careful  and  consistent  control,  you  can  teach  your  patients 
to  do  urine-sugar  testing  in  the  way  most  likely  to  assure  continued  cooperation— with  the 
Clinitest®  Urine-Sugar  Analysis  Set. 

for  quantitative  estimation 

color-calibrated 

0 clinitest* 

urine  sugar 

• continued,  close  control 

• graphic  Analysis  Record  encourages  co- 
operation... reveals  degree  of  control  at  a 
glance.. .helps  patient  maintain  control 


for  “yes-or-no”  enzymatic  testing 

new,  improved 

clinistix* 

urine  g/u cose 
10-second  reading... longer  strip  for 
easier  handling... new  color  chart  and 
color  barrier  for  test  area... in  glass 
for  protection 


Supplied:  Clinitest  Urine-Sugar  Analysis  Set  (with  bottle  of  36  tablets  and  2 foil-wrapped  tablets);  refill  boxes 
of  24  Sealed-in-Foil  Reagent  Tablets  and  bottles  of  36  tablets.  Clinistix  Reagent  Strips  in  bottles  of  60. 

■References:  (1)  Root,  H.  F.,  and  Bradley,  R.F.,  in  Joslin,  E.  E;  Root,  H.  F.;  White,  R,  and  Marble,  A.:  The 
Treatment  of  Diabetes  Meliitus,  ed.  10,  Philadelphia,  Lea  & Febiger,  1959,  pp.  411,  437.  (2)  Joslin,  E.  E; 
Root,  H.  F.;  White,  P.,  and  Marble,  A.:  ibid.,  pp.  188-189.  (3)  Marks,  H.  H.,  et  at.:  Diabetes  9:500,  1960. 
(4)  Marble,  A.,  in  Summary  of  Conference  on  Diabetic  Retinopathy,  Survey  Ophth.  (Part  2)  6:611-612,  1961. 


Ames  products  are  available  through  your  regular  supplier. 


AMES 


COMPANY,  INC 
tlfchort  . Indiana 
Toronfa  * Canada 


21462 


Hungry 
for  flavor. 
Tareyton  ’s 
got  it! 


Flavor  you  never  thought  you’d  get 
from  any  filter  cigarette! 

If  you’re  hungry  for  flavor,  Tareyton’s  got  plenty— and  it’s  plenty 
good!  Quality  tobaccos  at  their  peak  go  into  Tareyton!  Then  the 
famous  Dual  Filter  brings  out  the  best  taste  of  these  choice  tobaccos. 
Try  a pack  of  Dual  Filter  Tareytons— you’ll  see! 


Tareyton 


DUAL  FILTER 


Dual  Filter  makes  the  difference 


Product  of  ' Jc^iceo-^orryuir^  — 

'Ju&LCjeo  is  our  middle  na 


DUAL  FILTER 


Tareyton 
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Today . . . //?  vulvovaginitis 


you  can  almost  match  the  “olden  time  cures  of  lQ0%o" 
legitimately , with . . . TRIVA  COMBINATION 

■ Regardless  of  cause  (Monilia,  Trichomonas,  Non-specific),  85%  of  255  consecutive  vulvovaginitis  patients  were  clear  3,  or 
more,  months  after  treatment.  ■ Diagnosis  and  "cure”  were  based  on  the  most  definitive  and  objective  testing  methods  ever 
reported  - methods  determined  only  after  exhaustive  and  rigorously  controlled  studies.  ■ Side  effects  (burning  and/or 
irritation)  were  minimal.  Although  some  patients  did  complain,  these  complaints  were  no  more  than  could  be  expected  for  a 
non-selective  clinical  study. 

TRIVA  Combination  (Douche  & Jel)  is  simple  and  convenient  to  use... patient  cooperation  is  outstanding  — particularly 
since  the  therapeutic  course  is  so  short,  only  16  days.  ■ For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action, 
dosage  administration  and  precautions.  ■ REFERENCE:  1.  Moore,  J.  G.  and  Hindle,  W.  H.:  "Practical  Treatment  of  Clinical  Vulvo- 
vaginitis,” delivered  at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver,  Colo.,  September  12, 1960. 


BOYLE  & COMPANY  BELL  GARDENS,  CALIFORNIA 
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"relief  of  symptoms  is  striking  with  Rautrax-N”+ 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer)  with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N 


Squibb 


Tli  Squibb  Quality  — 

' J the  Priceless  Ingredient 

•ovxn  DIVISION  Olin 


Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  ( Raudixin) 

and  Bendroflumethiazide  ( ‘Naturetin ) with  Potassium  Chloride  'raudixin*®,  'rautrax*®.  and'  naturetin*®  are  squibs  trademarks. 
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peptic  ulcer  management 
without  acid  rebound 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


if 


i 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


BELAP  No.  0 Formula  BELAP  No.  2 (Scored)  Fcnu 

Belladonna  Extract % gr.*  Belladonna  Extract  ... 

Phenobarbital % gr.  Phenobarbital 

BELAP  No.  1 Formula 
Belladonna  Extract % gr.* 

Phenobarbital % gr.-  'Equivalent  5 minims  Tincl.  Belladonna;  L . 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Manley  Shaw,  M.D. . Boise 

secretary  A.  Curtis  Jones,  M.D,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


Action  at  Sun  Valley 


During  the  70th  annual  meeting  of  the  House  of 
Delegates,  the  following  resolutions  were  adopted: 

Resolution  No.  D,  as  amended.  Sponsored  by  the 
Constitution  and  By-Laws  Committee,  providing  for 
a number  of  amendments  to  the  association  By-Laws. 

Resolution  No.  E,  as  amended.  Sponsored  by  the 
Medical  Planning  Committee: 

WHEREAS,  the  Medical  Planning  Commit- 
tee of  the  Idaho  State  Medical  Association  be- 
lieves there  is  a need  for  enactment  of  a 
comprehensive,  workable,  and  up  - to  - date 
post-mortem  examination  and  autopsy  law  in 
the  State  of  Idaho,  and 

WHEREAS,  the  committee  believes  that  a 
study  should  be  made  of  such  laws  in  other 
states  as  well  as  the  feasibility  of  such  law 
in  Idaho,  by  a committee  composed  of  repre- 
sentatives from  the  Idaho  State  Medical  As- 
sociation, the  Idaho  State  Bar  Association 
and  the  Idaho  Funeral  Directors  Association, 
Therefore  BE  IT  RESOLVED,  that  the  Med- 
ical Planning  Committee  recommend  that 
the  Association  initiate  action  to  form  a com- 
mittee from  within  the  membership  to  work 
with  members  of  the  Idaho  State  Bar  Asso- 
ciation and  the  Idaho  Funeral  Directors  As- 
sociation to  make  a study  and  report  its 
finding  to  the  House  of  Delegates  of  the 
Idaho  State  Medical  Association  as  to  a pro- 
posed comprehensive,  workable  and  up-to- 
date  post-mortem  examination  and  autopsy 
law  for  the  State  of  Idaho. 

BE  IT  FURTHER  RESOLVED,  that  in  the 
event  the  other  named  associations  elect  not 
to  participate  on  such  a committee  that  the 
Idaho  State  Medical  Association  undertake 
such  a study  by  a committee  from  within  its 
own  membership  and  that  such  committee 
make  a study  and  report  its  findings. 

Resolution  No.  G,  as  amended.  Sponsored  by  the 
Officers  and  Councilors: 

WHEREAS,  some  confusion  exists  within 
certain  of  the  Component  Societies  of  the 
Idaho  State  Medical  Association  regarding 
the  matter  of  the  election  of  society  officers, 
particularly  Delegates  and  Alternate  Dele- 
gates to  the  Idaho  State  Medical  Association, 
and 


WHEREAS,  some  Component  Societies 
have  already  modified  the  time  of  their  an- 
nual elections  so  as  to  provide  effective  con- 
tinuity and  attendance  of  Delegates  and/or 
Alternate  Delegates  at  annual  or  interim 
Sessions  of  the  House  of  Delegates,  now 
therefore  BE  IT  RESOLVED,  that  the  House 
of  Delegates  requests  all  Component  Soci- 
eties of  the  Idaho  State  Medical  Association 
to  amend  their  Constitution  and  By-Laws  to 
provide  for  the  election  of  their  officers,  Del- 
egates, and  Alternate  Delegates  in  such  a 
manner  as  to  allow  the  elected  Officers,  Dele- 
gates, Alternate  Delegates  to  assume  their 
duties  at,  or  immediately  subsequent  to,  the 
first  fall  meeting  of  the  societies. 

Resolution  No.  H,  sponsored  by  the  Ada  County 
Medical  Society: 

WHEREAS,  it  is  felt  the  answer  to  the 
question  is  of  vital  importance  to  all  residents 
of  Idaho  who  are  entitled  to  know  the  opin- 
ions of  all  elected  officials  concerning  the 
King-Anderson  Bill  or  similar  measures  af- 
fecting the  important  relationship  between 
patient  and  physician,  now  therefore  BE  IT 
RESOLVED,  that  the  House  of  Delegates  of 
the  Idaho  State  Medical  Association  attempt 
to  determine  the  attitude  of  the  members  of 
Idaho’s  Congressional  Delegation  towards  the 
bill.  (The  position  of  Idaho’s  Congressional 
Delegation  has  appeared  in  news  media 
throughout  the  state.) 


OBITUARY 

DR.  HAROLD  HERSHAL  HUGHART,  73,  Pocatello,  died 

July  19,  1962. 

Dr.  Hughart  was  born  at  Atlantic,  Iowa,  March  9, 
1890,  and  received  his  medical  education  at  the  Uni- 
versity of  Illinois  School  of  Medicine,  graduating  on 
June  9,  1917.  He  interned  the  folloiving  year  at  the 
St.  Louis  City  Hospital,  St.  Louis,  Mo.,  following 
ivhich  he  served  in  the  U.  S.  Army  for  fourteen 
months. 

He  received  his  license  to  practice  medicine  and 
surgery  in  Idaho  on  April  6,  1920,  and  has  resided 
in  Pocatello  since  that  time. 
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State  Board  of  Medicine  Section 


The  regular  meeting  of  the  State  Board  of  Medi- 
cine was  held  in  Boise,  July  9,  10,  11,  1962.  Board 
members  attending  the  session  included  S.  M.  Poin- 
dexter, Boise,  Chairman;  Fred  T.  Kolouch,  Twin 
Falls,  Vice-Chairman;  W.  Wray  Wilson,  Coeur 
d’Alene;  C.  I.  Gibbon,  Kellogg;  John  E.  Comstock, 
Pocatello,  and  Charles  E.  Kerrick,  Caldwell. 

One  physician  wrote  the  examination  and  receiv- 
ed his  license.  He  was: 

Donald  D.  Price,  Caldwell.  Graduate  University 
of  Oregon  Medical  School,  Portland,  June  13,  1958. 
Internship  Good  Samaritan  Hospital,  Portland,  June 
30,  1959.  General  Practice. 

Permanent  Licenses  to  practice  medicine  and  sur- 
gery were  granted  to  the  following  physicians  who 
had  applied  for  and  received  Temporary  Licenses 
since  the  January,  1962,  session  of  the  Board  of 
Medicine: 

Franklin  T.  Younker,  Blackfoot;  James  Nash  Byrd, 
Idaho  Falls;  William  Lloyd  Brydon,  Pocatello;  Fred- 
erick Kenneth  Goodill,  Boise;  Lehman  Newell  Ster- 
ling, Twin  Falls;  David  Milton  Jones,  Pocatello; 
Wayne  LeRoy  Conner,  Mountain  Home,  and  David 
Willett  Bennett,  Caldwell. 

Permanent  Licenses  to  practice  were  granted  the 
following  physicians  on  the  basis  of  having  success- 
fully passed  a written  examination  in  a state  main- 
taining standards  comparable  to  Idaho,  or  through 
certification  of  the  National  Board  of  Medical  Ex- 
aminers: 

John  William  Emmett,  Logan.  Graduate  Universi- 
ty of  Utah  College  of  Medicine,  1952.  Internship, 
Minneapolis  General  Hospital,  Minneapolis,  1953. 
Radiology. 

S.  Hugh  Atchley,  Boise.  Graduate  University  of 
Oregon  Medical  School,  1952.  Internship  Highland- 
Alameda  County  Hospital,  Oakland,  California, 
1959.  Internal  Medicine. 

Wayne  Francis  Allen,  McCall.  Graduate  University 
of  Colorado  School  of  Medicine,  1960.  Internship 
Presbyterian  Hospital,  Denver,  1961.  General  Prac- 
tice. 

Paul  Toros  Camig,  Glendale.  Graduate  College  of 
Medical  Evangelists,  Los  Angeles,  1944.  Internship 
Los  Angeles  County  Hospital,  1946.  (Weiser). 

Samuel  Warren  Hall,  III,  Ontario,  Oregon.  Grad- 
uate of  the  School  of  Medicine  of  Syracuse  Univer- 
sity, New  York,  1943.  Internship  St.  Luke’s  Hospital, 
San  Francisco,  1944.  Internal  Medicine. 


Frederick  Deiss,  Midwest,  Wyoming.  Graduate 
College  of  Medical  Evangelists,  Los  Angeles,  1957. 
Internship  San  Joaquin  General  Hospital,  French 
Camp,  California,  1958.  General  Practice.  (Orofino) 

Harry  Ernest  DeHaven,  Jr.,  Anaheim,  California. 
Graduate  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  1951.  Internship,  Indiana  Universi- 
ty Medical  Center,  Indianapolis,  Indiana,  1952. 

Julian  Stephan  Reinschmidt,  Pullman,  Washington. 
Graduate  of  the  School  of  Medicine  Vanderbilt  Uni- 
versity, Nashville,  Tennessee,  1953.  Internship  Colo- 
rado General  Hospital,  Denver,  1954.  Surgery. 

Bruce  Emanuel  Rabuck,  St.  Maries.  Graduate 
State  University  of  Iowa  College  of  Medicine,  1958. 
Internship  Mercy  Hospital,  Cedar  Rapids,  Iowa, 
1959.  General  Practice. 

Thomas  John  McDevitt,  Pocatello.  Graduate  Mar- 
quette University  School  of  Medicine,  Milwaukee, 
1961.  Internship  St.  Benedict’s  Hospital,  Ogden, 
Utah,  1962.  General  Practice. 

Edward  Briggs  Shaw,  Pocatello.  Graduate  Uni- 
versity of  Colorado  School  of  Medicine,  Denver, 
1958.  Internship  Charity  Hospital,  New  Orleans, 
La.,  1958.  Orthopedics. 

James  Henry  Spafford,  Twin  Falls.  Graduate 
Northwestern  University  Medical  School,  Chicago, 

1958.  Internship,  Evanston  Hospital,  Evanston,  111., 

1959.  Internal  Medicine. 

Cecil  George  Stillinger,  Blackfoot.  Graduate  Uni- 
versity of  Nebraska  College  of  Medicine,  1929.  In- 
ternship, U.  S.  Public  Health  Service,  Norfolk,  Va., 
1930.  Superintendent,  State  Hospital  South. 

Harvey  Kent  Staheli,  Pocatello.  Graduate  Univer- 
sity of  Utah  College  of  Medicine,  1955.  Internship, 
District  of  Columbia  Hospital,  Washington,  D.C., 
1956.  Surgery. 

Armand  Jules  Rigaux,  Boise.  Graduate  Stritch 
School  of  Medicine  of  Loyola  University,  Chicago, 

1960.  Internship,  St.  Joseph  Hospital,  South  Bend, 
Indiana,  1961.  Military  Duty. 

Herald  Stranger  Nokes,  McCall.  Graduate  of  the 
University  of  Oregon  Medical  School,  1961.  Intern- 
ship, Good  Samaritan  Hospital,  Portland,  1962.  Gen- 
eral Practice. 

Michael  Hal  Emmrick,  Post  Falls.  Graduate  Uni- 
versity of  Tennessee  School  of  Medicine,  1957.  In- 
ternship, Sacred  Heart  Hospital,  Spokane,  Washing- 
ton, 1958.  General  practice. 
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Fear  is  sharpsighted...” 

and  has  excellent  ears  as  well.  Witness  the  apprehensive  cardiac  who  can  hear  his  own 
heartbeat  in  the  noisiest  surroundings  — the  primigravida  who  experiences  birth  pangs  six  months 
ahead  — the  surgical  patient  who  sees  doom  in  the  frown  of  a nurse. 

It  is  in  highly  tense  and  anxious  patients  such  as  these  that  the  “Librium  Effect”  shows  up  most 
distinctly.  What  is  the  Librium  Effect?  It’s  difficult  to  describe,  but  a patient  treated  with  Librium 
feels  different,  even  after  a few  doses.  He  appears  different  to  his  family  and  to  his  physician. 
Different  not  only  in  the  sense  of  a change  from  the  previous  state  of  anxiety  and  tension,  but  also 
from  the  effect  created  by  daytime  sedatives  or  tranquilizers.  Of  very  practical  importance, 
too,  is  the  fact  that  Librium  does  not  depress  the  anxious  patient  and  hence  may  be  used  safely 
even  in  the  presence  of  depression.  If  you  have  patients  whose  “fear-sharpened"  senses  are 
making  them  — and  those  about  them  — miserable,  why  not  investigate  the  “Librium  Effect”  for 
yourself?  Consult  literature  and  dosage  information, available  on  request,  before  prescribing. 

FOR  RELIEF  OF  ANXIETY  AND  TENSION 

LIBRIUM 

THE  SUCCESSOR  TO  THE  TRANQUILIZERS 

LIBRIUM®  Hydrochloride  — 7 -ch loro *2 • methylamino -5 -phenyl-3 H *1,4 -benzodiazepine  4 -oxide  hydrochloride 


cLROCHEt£) 


ROCHE 


asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1.  10  mg. 
air  for  hours— through  theophylline.  2 gr.;  ephedrine,  Vs  gr.;  phenobarbital.  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours'  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc..  New  York  17,  N.Y. 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 

Medical  Department,  United  States  Army:  internal 
medicine  in  World  War  II.  Vo I.  1. 

Activities  of  medical  consultants.  Prepared  and  pub- 
lished under  the  direction  of  Lieut.  General  Leonard 
D.  Heaton,  The  Surgeon  General,  United  States 
Army.  Editor  in  Chief,  Col.  John  Boyd  Coates,  Jr., 
MC.  Editor  of  Internal  Medicine,  W.  Paul  Havens, 
Jr.,  M.D.  Office  of  the  Surgeon  General,  Dept,  of 
the  Army,  Washington,  D.C.,  1961.  880  pp.  Charts 
and  maps.  U.S.  Government  Printing  Office,  Wash- 
ington, D.C.,  1961. 


Current  diagnosis  and  treatment. 

By  Henry  Brainerd,  M.D.,  Professor  of  Medicine 
and  Chairman,  Department  of  Medicine,  University 
of  California  School  of  Medicine  (San  Francisco), 
and  Physician-in-Chief,  University  of  California  Hos- 
pitals (San  Francisco);  Sheldon  Margen,  M.D.,  Re- 
search Biochemist,  Department  of  Biochemistry, 
University  of  California  School  of  Medicine  (San 
Francisco);  Milton  J.  Chatton,  M.D.,  Assistant  Clini- 
cal Professor  of  Medicine,  University  of  California 
(San  Francisco)  and  Stanford  University  (Palo 
Alto)  Schools  of  Medicine,  and  Geriatric  Consult- 
ant, Palo  Alto  Medical  Clinic;  and  associate  authors. 
758  pp.  Price  $8.50.  Lange  Medical  Publications, 
Los  Altos,  California.  1962. 


Evaluation  of  tissue  and  prosthetic  vascular  grafts. 

By  Sigmund  Adam  Wesolovvski,  M.D.,  Associate 
Professor  of  Surgery,  Downstate  Medical  Center, 
State  University  of  New  York;  Head,  Vascular  Sur- 
gical Services,  Kings  County  Hospital  and  St.  John’s 
Episcopal  Hospital,  Brooklyn,  New  York;  Third  Re- 
search Scholar,  American  College  of  Surgeons.  167 
pp.  Illustrations,  graphs  & tables.  Price  $13.50. 
Charles  C Thomas,  Springfield,  111.  1962. 


MEN  DO  NOT  UNDERSTAND  BOOKS  UNTIL  THEY  HAVE 
HAD  A CERTAIN  AMOUNT  OF  LIFE,  OR  AT  ANY  RATE  NO 
MAN  UNDERSTANDS  A DEEP  BOOK,  UNTIL  HE  HAS  SEEN 
AND  LIVED  AT  LEAST  PART  OF  ITS  CONTENTS. 

—EZRA  POUND 


Transtentorial  herniation. 

By  Louis  A.  Finney,  M.D.,  Assistant  Instructor  of 
Neurological  Surgery,  University  of  Miami  School  of 
Medicine,  Miami,  Florida;  and  E.  Earl  Walker, 

M. D.,  Professor  of  Neurological  Surgery,  The  Johns 
Hopkins  Hospital,  Baltimore,  Maryland.  162  pp. 
Illustrations,  graphs  & tables.  Price  $8.75.  Charles  C 
Thomas,  Springfield,  111.  1962. 

Pediatrics.  13th  edition  of  Holt's  Diseases  of  infancy 
and  childhood  (1896). 

Revised  by  L.  Emmett  Holt,  Jr.,  Professor  of  Pedi- 
atrics, New  York  University  School  of  Medicine; 
Consultant  in  Pediatrics,  Bellevue  Hospital,  N.Y.; 
Rustin  McIntosh,  Carpentier  Professor  Emeritus  of 
Pediatrics,  Columbia  University;  Consultant  in  Pe- 
diatrics, Presbyterian  Hospital;  Former  Director  of 
Pediatric  Service,  Babies  Hospital,  New  York;  and 
Henry  L.  Barnett,  Professor  and  Chairman,  Depart- 
ment of  Pediatrics,  Albert  Einstein  College  of  Medi- 
cine, Yeshiva  University,  Director  of  Pediatric  Serv- 
ice, Bronx  Municipal  Hospital  Center,  New  York. 
1395  pp.  Illustrated.  Appleton-Centurv-Crofts,  Inc., 

N. Y.  1962. 

Logic  of  operating  room  nursing. 

By  Jacqueline  Willingham,  R.N.,  Director  of  Nurs- 
ing Service  of  Operating  Room  and  Post  Anesthesia 
Room,  Hackensack  Hospital,  Hackensack,  New  Jer- 
sey. 93  pp.  Price  $1.75.  Springer  Publishing  Com- 
pany, Inc.,  New  York.  1962. 

Psychological  development  in  health  and  disease. 

By  George  L.  Engel,  M.D.,  Professor  of  Psychiatry 
and  Associate  Professor  of  Medicine,  The  University 
of  Rochester  School  of  Medicine  and  Dentistry.  435 
pp.  W.  B.  Saunders  Company,  Philadelphia  and 
London.  1962. 
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Early  detection  and  diagnosis  of  cancer. 

By  Walter  E.  O’Donnell,  M.D.,  Visiting  Investiga- 
tor, Sloan-Kettering  Institute  for  Cancer  Research, 
New  York,  N.Y.;  Emerson  Day,  M.D.,  F.A.C.P.,  Di- 
rector, Strang  Cancer  Prevention  Clinic,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  New  York, 
N.Y.;  and  Louis  Venet,  M.D.,  F.A.C.S.,  Associate 
Director,  Strang  and  Allied  Diseases,  New  York, 
N.Y.  Figures  and  color  plates.  286  pp.  Price  $12.00. 
The  C.  V.  Mosby  Co.,  St.  Louis,  Mo.  1962. 

Basic  Anxiety,  a new  psychobiological  concept. 

By  Walter  J.  Garre,  M.D.  123  pp.  Price  $5.00.  Phil- 
osophical Library,  Inc.,  New  York.  1962. 


Chapters  in  American  obstetrics:  2nd  Edition. 

By  Herbert  Thoms,  M.D.,  Professor  Emeritus,  Ob- 
stetrics and  Gynecology,  Curator,  Yale  Medical 
Memorabilia,  Yale  University.  158  pp.  Illustrated. 
Price  $4.50.  Charles  C Thomas,  Springfield,  111. 
1961. 


Alcohol  and  caffeine.  A study  of  their  psychological 
effects. 

By  Harvey  Nash,  Ph.D.,  Northwestern  University 
Medical  School,  Chicago,  111.  169  pp.  Tables  & 
graphs.  Price  $7.25.  Charles  C Thomas,  Springfield, 
IU.  1962. 


REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed 
by  any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County 
Medical  Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The 
library  appreciates,  but  does  not  demand,  reimbursement  for  postage. 


Surgery  of  the  stomach  and  duodenum. 

Editors,  Henry  N.  Harkins,  M.D.,  Ph.D.,  F.A.C.S.,  Professor  and 
Chairman  of  the  Department  of  Surgery,  University  of  Wash- 
ington School  of  Medicine,  Seattle;  Surgeon-in-Chief,  University 
Hospital,  Seattle;  Director  of  Surgery  University  of  Washington 
Affiliated  Hospitals;  Surgical  Consultant,  Madigan  Army  Hos- 
pital, Tacoma,  and  United  States  Naval  Hospital,  Bremerton. 
Lloyd  M.  Nyhus,  M.D.,  F.A.C.S.,  Associate  Professor,  Department 
of  Surgery,  University  of  Washington  School  of  Medicine,  Seat- 
tle; Attending  Surgeon,  University  Hospital  and  King  County 
Hospital,  Seattle;  Consulting  Surgeon,  Veterans  Adm.  Hospital, 
Seattle;  Madigan  Army  Hospital,  Tacoma,  and  United  States 
Naval  Hospital,  Bremerton.  736  pp.  Illustrations,  graphs  & 
tables.  Price  $28.50.  Little,  Brown  and  Co.,  Boston.  1962. 

This  exceptionally  interesting  and  well  compiled 
monograph  discusses  all  aspects  of  disease  of  the 
stomach  and  duodenum  from  the  esophageal  hiatus 
through  the  first  part  of  the  duodenum  from  the 
anatomic,  physiologic,  diagnostic,  and  surgical  points 
of  view.  An  interesting  innovation  in  this  book, 
which  has  forty-three  contributing  authoritative  au- 
thors, is  the  incorporation  of  comments  of  one  of  the 
co-authors  at  the  conclusion  of  each  chapter  some- 
times further  introducing  the  contributor  or  drawing 
attention  to  some  specific  investigative  work  he 
presents. 

In  the  preface  the  authors  state:  “If  gastric 
surgery  is  to  reach  its  apogee,  three  important  con- 
ditions must  be  met:  (1)  surgical  procedures  must 

be  based  on  sound  physiological  background;  (2) 
any  resective  operation  must  be  applied  quantita- 
tively; and  (3)  operative  therapy  must  be  individu- 
alized to  fit  the  needs  of  each  patient.”  In  my  opin- 
ion the  authors  have  stressed  their  mission  admirably 
in  this  treatise  on  Surgery  of  the  Stomach  and 
Duodenum. 

Reviewing  this  excellent  compilation  of  scien- 
tific information  has  been  a pleasure  and  it  is  highly 
recommended  for  your  reading  enjoyment.  The  ob- 
jective of  the  authors  to  make  this  book  compre- 
hensive has  been  adequately  accomplished  and  I am 


confident  the  text  will  serve  as  a reference  for  stu- 
dents, house  staff,  physiologists  and  actively  prac- 
ticing gastroenterologists,  internists  and  surgeons. 

WILBUR  E.  WATSON,  M.D. 

Essentials  of  cardiology. 
By  S.  G.  Owen,  M.D.  (Durh.),  M.R.C.P.  (Lond.),  Senior  Lecturer 
in  Medicine,  Kings  College,  University  of  Durham,  and  Honor- 
ary Consulting  Physician,  Royal  Victoria  Infirmary,  Newcastle- 
upon-Tyne,  and  J.  Vallance-Owen,  M.A.,  M.D.  (Cantab.), 
M.R.C.P.  (Lond.),  Consulting  Physician,  Royal  Victoria  Infirm- 
ary, Newcastle-upon-Tyne;  Physician  and  Lecturer,  Department 
of  Medicine,  Kings  College,  University  of  Durham.  215  pp. 
Year  Book  Medical  Publishers,  Inc.,  1962. 

This  small  text  of  200  pages  is  divided  into  sec- 
tions on  examination  of  the  heart,  special  investiga- 
tions, general  syndromes  and  treatment,  and  varieties 
of  heart  disease.  Each  section  presents  concise  and 
readable  descriptions  which  provide  the  information 
generally  desired  by  medical  students,  house  officers 
and  practitioners  who  seek  a ready  reference  for  the 
fundamentals  of  clinical  cardiology.  The  approach 
to  the  examination  of  the  patient,  beginning  with  the 
peripheral  circulation  and  proceeding  to  examination 
of  the  heart  by  commonly  available  techniques  is 
well  done.  More  emphasis  is  properly  given  to  physi- 
cal than  electrocardiographic  findings.  For  those 
who  are  confused  about  auscultation  of  the  heart, 
a well-organized  scheme  is  presented.  I take  issue 
with  the  definition  and  signficance  of  axis  deviation 
in  the  electrocardiogram,  but  this  is  largely  a minor 
difference  in  definitions.  The  relative  importance  of 
potassium  gradients  on  myocardial  contractility  in 
the  failing  heart  remains  to  be  documented;  the 
maximal  dosage  of  digitalis  leaf  for  oral  maintenance 
therapy  seems  excessive.  Descriptions  of  common 
diseases  of  the  heart  are  brief  and  the  therapy  rec- 
ommended reflects  generally  accepted  levels  of  prac- 
tical application. 

ROBERT  A.  BRUCE,  M.D. 
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PERCODAN  BRINGS  SPEED... DURATION... 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


PE  RCODAN 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose:  1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  “U.S.  Pats.  2,628,185  and  2,907,768 


T 


“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 


her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  up  the  mood,  brings  down  tension 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i  d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg  2-diethylaminoethyl  benz 
lote  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 

^Deprol' 

.«.  WALLACE  LABORATORIES 
\l/.  Cranbury,  X.  J. 


CD-7284 


For  the  doctor  concerned 
with  infant  feeding . . . 


APPROXIMATE  ANALYSES  OF  INFANT  FEEDING  FORMULAE 


Human 
Breast 
Milk  (1 ) 

Whole  Cow’s 
Miik  (1 ) 
Homog.  and 
Vit.  D 

Typical 
Premixed 
Form.  1 :1 

Special 
Morning  Milk 
Form.  1 3 oz.  + 
19  oz.  H20  + 

1 oz.  CHO 

Special 
Morning  Milk 
Form.  1 0 oz.  + 
15  oz.  H.O  -f 
1 oz.  CHO 

Morning 
Milk  (Evap) 
Form.  1:1 

CALORIES/ oz. 

20.9 

20.4 

20. 

20.2 

21.4 

21.8 

PROTEIN  gm.  % 

1.2 

3.3 

1.7 

2.87 

2.9 

3.7 

FAT  gm.  % 

3.8 

3.7 

3.4 

3.2 

3.3 

4.2 

CARBOHYDRATE  gm.  % 

7.0 

4.8 

6.5 

7.0 

8.0 

5.3 

ASH  gm.  % 

0.21 

0.72 

0.38 

0.6 

0.6 

0.8 

VITAMIN  CONTENT 
PER  QUART 

THIAMINE  mg. 

0.15 

0.4 

0.65 

0.2 

0.19 

0.25 

RIBOFLAVIN  mg. 

0.4 

1.4 

1.00 

1.44 

1.4 

1.8 

ASCORBIC  ACID  mg. 

40.7 

15.1 

50.0 

4.0 

4.0 

5.0 

VITAMIN  A I.U. 

1670 

1071 

2500 

3168 

3092 

2021 

VITAMIN  D I.U. 

4 

400 

400 

315 

308 

400 

(1)  Macy,  I.  G.;  Kelly,  H.  P.;  and  Sloan,  R.  P.:  Composition  of  Milks,  Publication  254, 
National  Academy  of  Science,  National  Research  Council,  1953. 


te  W l«  « W » w ««  ■*  |«  !«  a*  «1  **  «•  W HS1  m «a  £*  BB 


Special  MORNING  MILK 

— the  only  evaporated  milk  fortified 
with  extra  vitamins  A and  D 
(2,000  U.S.P.  units  vitamin  A and 
400  U.S.P.  units  vitamin  D 
per  reconstituted  quart). 


8 
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mi 


the  doctor  s 
vitamin-mineral 
product  is  still 
your  patients’ 
best  value  *2 


m 


^'Stuart  1 
formula  ® 


VITAMINS 
ADC  B,B3B4BnE 

NIACIN  NIACINAMIDE  - CALCIUM  PANTOTHENATE 

including  entire 
B COMPLEX  and  MINERALS 

.<S 

TOO  LIST  NO. 

TABLETS  20 

THE  STUART  COMPANY 
PASADENA,  CALIFORNIA 

(See  side  panels) 


A well-balanced  formulation  of  the  vitamins 
and  minerals  known  to  be  needed  in  human 
nutrition,  The  Stuart  Formula  has  been 
advertised  to  the  medical  profession  and  sold 
through  drug  stores  for  over  20  years.  It  is  the 

■ oldest  and  best-known  product 
\ of  its  kind.  You  can  rely  on  it 

/ THE  STUART  COMPANY 
PASADENA.  CALIFORNIA 


THE  STUART  FORMULA® 

One  tablet  contains:  VITAMINS: 

A 5,000  USP  Units 

D 500  USP  Units 

C 50  mg. 

B)  2.5  mg. 

Bj  2.5  mg. 

B«  0.5  mg. 

B,2  1 meg. 


Niacin  and  Niacinamide 15  mg 

d-Calcium  Pantothenate  5 mg 

E 0.15  I.U 

Yeast  and  desiccated  liver  are  added 
as  sources  of  natural  vitamin  B 
Complex  factors. 


MINERALS: 

Calcium  100  mg.  Manganese  0.5  mg. 

Iron 7.5  mg.  Potassium  2.5  mg. 

Magnesium 2.5  mg.  Zinc  0.15  mg. 

The  Stuart  Formula  is  available  as  a pleasant  tasting  liquid 


Now  you  can  prevent  excessive 
cholesterol  formation 


with  Loma  Linda  Vegetable  Protein  Foods 


When  your  patients  must  cut  down  on  animal 
fats  in  their  diets,  suggest  Loma  Linda  Vege- 
table Protein  Foods  to  them.  These  include: 
DINNER  CUTS— the  appeal  and  texture  of  fine 
cutlets.  VEGEBURGER— delicious  replace- 
ment for  ground  round.  LINKETTS— skinless, 
frankfurter-shaped  treats.  DINNER  ROUNDS 
—tender,  juicy  filets. 

The  exact  number  of  calories  is  on  each  label, 
making  it  easy  for  calorie  counters.  Loma  Linda 
Foods  are  readily  available  at  food  stores. 


Do  You  Have  A Supply  Of  The  Loma  Linda 
Booklet  Prepared  Especially  For  Those  Desiring 
A Controlled  Fat  Diet? 

Give  your  patients  the  answers  to  many  questions 
on  low-fat,  high-protein  foods.  Offer  them  this 
informative  booklet  that  explains  the  relationship 
of  cholesterol  to  coronary  artery  problems,  lists 
high-protein,  low-fat  foods;  offers  general  sugges- 
tions for  those  on  low-cholesterol  diets  and  recom- 
mends menus  and  recipes  for  such  diets.  If  you 
have  never  received  these  booklets,  or  if  your  sup- 
ply is  low,  indicate  the  quantity  desired  on  your 
prescription  form  and  a supply  will  be  sent  you 
without  charge. 


LOMA  LINDA  FOODS,  Arlington,  California 


THE  INTEGRAL  HOSPITAL  is  a dramatic  new  idea  in  step-saving  design.  The 
Integral  Hospital  provides  increased  staff  efficiency,  reduced  operating  costs,  im- 
proved patient  care.  Photographed  is  a typical  48-bed  general  hospital  designed  to 
expand  to  100  beds. 


NEW  CONCEPT  IN  HOSPITAL  PLANNING  FOR  YOU  AND  YOUR  COMMUNITY 


A new  concept,  integrating  all  the  activities  for 
planning  a complete  hospital  facility',  is  now  offered 
by  Hospital  Designing  and  Building  Co.  to  North- 
western communities  and  medical  groups,  within  a 
price  range  considerably  below  that  of  the  national 
average  cost  for  new  hospital  beds 

Faced  with  rapidly  rising  costs  in  all  phases  of 
building,  today  a new  hospital  must  take  advantage 
of  every  opportunity'  to  eliminate  duplication  and 
overlapping  in  planning, 
designing  and  construc- 
tion. 

Operating  on  the  prin- 
ciple that  a primary  fac- 
tor in  the  bed  shortage 
and  high  cost  of  construc- 
tion is  lack  of  a private 
agency'  capable  of  assum- 
ing a “single”  responsi- 
bility for  the  many  neces- 
sary activities  relating  to  the  establishment  of  a mod- 
ern hospital  unit,  our  firm  was  organized  to  assume 
that  responsibility  by  providing  public  and  proprie- 


tary groups  with  our  step-saving  "Integral  Hospital.” 
As  part  of  its  single  service,  every  phase  of  hospital 
construction  is  included,  from  preliminary  surveys  to 
assistance  in  equipment  selection. 

There  is  no  valid  reason  why  a community  in  need 
of  hospital  beds  cannot  secure  adequate  financing 
to  provide  them.  Many  of  the  hospitals  built  by  our 
firm  required  low  initial  cost  investment. 

The  plan  we  have  developed  includes  med- 
ical, surgical  and  obstet- 
rical departments  as  well 
as  the  ancillary  services, 
completely  equipped,  for 
approximately  $10,000 
per  bed,  or  half  the  na- 
tional average  cost  which 
is  frequently  well  over 
$20,000  a bed. 

Our  firm  currently  has 
two  hospitals  under  con- 
struction in  the  Portland  area,  as  well  as  others  in 
California. 


^zrfn  {Invitation 

IS  EXTENDED  TO  YOU  TO  ATTEND  A PRIVATE, 
PRE-OPENING  “SHOWING”  OF  ONE  OF  OUR 
HOSPITAL  PROJECTS  TO  BE  HELD  IN  OCTOBER  AT 
WOODLAND  PARK  HOSPITAL 
10300  N.  E.  HANCOCK,  PORTLAND,  OREGON 

Please  write  or  telephone  so  we  can  confirm  for  you 
the  exact  date  as  soon  as  it  is  known  to  us. 


HOSPITAL  DESIGNING  AND  BUILDING  CO. 

4140  N.E.  Cully  Blvd.,  Portland  18,  Oregon  Telephone:  284-5082 
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When  treatment  for 


is  indicated 


'.M. 

tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROID  ANDROID-H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . . 10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCI  

. . . 10  mg. 

Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Methyltcstostcrone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp.  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endocrinology 
and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

(BWOilWfc  THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF, 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  360 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM , Inc. 
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PROFESSIONAL  classified 


Practice  Opportunities 

ASSOCIATE  GP  WANTED-SEATTLE 

Overly  busy  North  End  physician  will  share  patients, 
office  space,  staff  and  equipment  with  young  GP. 
No  investment  required.  Call  EM  2-0757.  Charles 
R.  Leighton,  M.D.,  1556  N.E.  177th,  Seattle  55, 
Washington. 


GP  OPPORTUNITY-PUYALLUP  VALLEY 

Established  general  practice  available  immediately 
in  western  Washington,  10  miles  from  accredited 
hospital.  Part  time  job  open  with  state  institution  at 
same  location.  Two-three  bedroom  country  home 
available.  Take  over  office  lease  and  part  of  equip- 
ment only.  Favorable  terms.  Write  Box  21-D, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wash. 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  internal  medi- 
cine, otolaryngology  and  urology.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU  2-0545. 

GP  ASSOCIATE  WANTED 

General  practitioner  in  Puyallup  wants  associate. 
Salary  first  year,  then  partnership  or  separate  books. 
Call  TH  5-6695,  Arnold  Johansson,  M.D.,  110-2nd 
Ave.  S.W.,  Puyallup,  Wash. 

ESTABLISHED  PRACTICE-DOCTORS  PARADISE 

Office  and  beautiful  home  under  one  roof,  plus  guest 
house,  on  Rogue  River.  Exclusive  area— two  acres  on 
bank  of  river.  Especially  attractive  to  one  who  wants 
to  work  leisurely.  Compelled  to  sell  because  of  poor 
health.  A.  J.  Loeffler,  M.D.,  Trail,  Oregon. 

PHYSICIAN  FOR  NORTH  CENTRAL  IDAHO 

Agricultural  area  in  famous  Idaho  hunting  and  fish- 
ing region.  Complete  clinic  available,  hospital  near- 
by. County  seat.  Present  physician  leaving  because 
of  illness.  Write  Mr.  G.  B.  Bailey,  Box  187,  Nez- 
perce,  Idaho. 


Locations  Desired 

PRACTICE  DESIRED  IN  EASTERN  WASHINGTON 

GP,  age  30,  married,  interested  in  solo  or  group 
practice.  Military  obligation  completed  in  Dec.  1962. 
Write  Box  23-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 


PHYSICIAN  DESIRES  TEMPORARY  LOCATION 

House  physician  or  other  employment  western  Wash- 
ington or  Oregon  for  three  to  four  months  while  wait- 
ing licensure.  Single,  33,  American,  national  boards, 
internship,  one  year  general  surgery  and  obstetrics. 
William  MacIntyre,  M.D.,  1600  Monroe  Ave.,  Apt. 
5,  Rochester,  N.  Y.,  GR  3-5831. 

ORTHOPEDIC  SURGEON  DESIRES  LOCATION 

Will  complete  residency  July  1963.  Military  obliga- 
tion already  completed.  Ray  M.  Lyle,  M.D.,  5725 
Park,  Kansas  City  30,  Mo. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Office  Space 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 

ATTRACTIVE  MEDICAL  SUITE— SEATTLE 

Just  available,  First  Hill  area  near  Swedish  Hospital. 
Call  H.  Garrigues,  M.D.,  EA  2-9000. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

Vicinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building.  3 
blocks  Holy  Family  Convalescent  Home  and  new  150 
bed  general  hospital.  Contact  William  K.  Norwood, 
D.D.S.,  W.  22  Central  Ave.,  Spokane  19,  Wash. 


EXCELLENT  OPPORTUNITY  FOR  GP-S  W WASH 

To  join  a well  established  physician,  with  eventual 
plans  of  taking  over  full  practice.  For  further  details 
write,  Box  24-D,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wash. 


MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modem  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 
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MEDICAL  OFFICE  IN  NORTHGATE-LAKE  CITY  AREA 

Established  physician’s  office  in  modem  building 
with  two  dentists.  Between  Northgate  and  Lake 
City— 11285  Bothell  Way.  Call  Robert  Friedrich, 
D.M.D.,  EMerson  3-0363. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Deluxe  space  available  for  physician  in  group  of 
offices,  arranged  to  individual  specifications.  Seven 
schools  within  walking  distance  but  no  physicians  in 
area.  Income  potential  very  high,  and  if  needed,  fi- 
nancing should  be  no  problem.  D.D.S.  now  practic- 
ing on  premises  and  prospective  M.D.  would  have 
no  competition  until  established.  Please  write  or  call 
Norman  Anderson,  91st  and  Hiway  99  South,  Ever- 
ett, Wash.,  Phone  EL  3-2485. 

OFFICE  SPACE-NE  SEATTLE 

Near  Children’s  Orthopedic,  1300  sq.  ft.  can  be  par- 
titioned to  suit  individual  specifications;  air-condi- 
tioned. Northeast  Medical-Dental  Clinic,  6850-35th 
Avenue  N.  E.  LA  4-5579. 


Technicians 

ELECTROENCEPHALOGRAM  TECHNICIAN  WANTED 

Work  in  pleasant  surroundings  with  excellent  pay. 
Good  training  and  experience  required.  Write  or 
contact  C.  I.  Hood,  M.D.,  Electrophysics  Labora- 
tory, 205  Crescent  Drive,  Yakima,  Wash. 


Equipment 


MEDICAL  EQUIPMENT 


For  free:  Old  Westinghouse  X-Ray  with  Fluoroscope 
& Accessories.  For  sale:  B.M.R.,  Bellows  Type— like 
new  $50.  Spencer  Monocular  Microscope  and  Oil 
Emerson  Lens  $50.  H.  S.  Atwood,  M.D.,  2610  West 
Ave.,  Yakima,  Wash. 


MEDICAL  EQUIPMENT 

Medco-Sonlator  $600  complete;  Raytheon  Micro- 
Therm  $325;  Burdick  Ultra  Sound  Generator,  Con- 
sole $300;  Aloetherm  Diathermy  $275;  Medcolator, 
Model  K $175;  Castle  Steam  Sterilizer  $50;  RCA  16 
mm  Sound  Projector  with  remote  speaker  $350.  Fi- 
nancing can  be  arranged  if  desired.  Contact  Medical 
Service  Specialties,  Box  313,  Graham,  Wash.,  phone 
893-5273  (through  Orting  exchange) 


MICROSCOPES 


Choice  of  either  Zeiss  or  Spencer  binoculars.  Phone 
Seattle  MA  4-3001. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — FALL,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  November  5 

SURGERY  OF  COLON  AND  RECTUM,  One  Week,  Novem- 
ber 26 

SURGERY  OF  STOMACH  AND  DUODENUM,  One  Week,  Sep- 
tember 24 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week,  Oc- 
tober I 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  No- 
vember 5 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  Oc- 
tober 8 

UROLOGY,  Two  Weeks,  October  29 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  Octo 
ber  29 

GENERAL  PRACTICE  REVIEW,  One  Week,  October  8 
GALLBLADDER  SURGERY,  3 Days,  October  8 
SURGERY  OF  HERNIA,  3 Days,  October  II 
BASIC  ELECTROCARDIOGRAPHY,  One  Week,  October  I 
ADVANCES  IN  MEDICINE,  One  Week,  October  15 
ADVANCES  IN  SURGERY,  One  Week,  December  10 
BLOOD  VESSEL  SURGERY,  One  Week,  October  22 
BOARD  OF  SURGERY  REVIEW,  Part  I,  Two  Weeks,  Novem- 
ber 5 

BOARD  OF  SURVERY  REVIEW,  Part  II,  Two  Weeks.  Novem- 
ber 26 

CLINICAL  USES  OF  RADIOISOTOPES,  Two  Weeks,  October  I 
TREATMENT  OF  VARICOSE  VEINS,  One  Week,  October  29 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


POSTURE  CHAIRS 

BY  HARTER 

For  Patients  with  Problems  of  Physical  Structure 

Harter  Chair  No.  67T  is 
designed  for  “bad  back” 
problems.  Its  precise  finger 
tip  control  permits  fitting 
it  to  the  user.  The  tilt 
action  seat  allows  the  feet 
to  remain  on  the  floor 
when  one  leans  back  for 
complete  relaxation. 

You  too  Doctor  should 
treat  yourself  to  the  com- 
fort of  a 67T.  Other  models 
in  stock  for  secretarial  and 
clerical  employees.  A wide 
selection  of  fabrics  and 
colors  are  available  to  har- 
monize with  your  present 
or  anticipated  office  in- 
terior. 

TRICK  & MURRAY 

115  Seneca  Street  Seattle  1,  Washington 

Phone:  MAin  2-1440  Free  Parking 
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Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 
Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 
Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept. -May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 
Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice—May  17-19,  1963. 

Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion—Nov.  3,  1962 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 
Washington  State  Society  of  Allergy — 
Sept.  17-18,  1962,  Wash.  Athletic 

Club,  Seattle 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 
Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 
Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1962,  Spokane 
Pres.,  Horace  Anderson,  Tacoma 
Sec.,  D.  C.  Tanner,  Bellevue 
Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 


Meetings  OF  medical  societies 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963. 

Oregon  State  Medical  Society — Sept.  26- 
29,  1962,  Portland 

Washington  State  Medical  Association — 
Sept.  16-19,  1962,  Spokane 
Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 
Biennial  W’estern  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Northw.  Urologic  Soc. — Nov.  3,  1962, 
Yakima. 

Pres.,  Thomas  Mathieu,  Yakima 
Sec.,  Rex  McClune,  Yakima 

OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O'Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres..  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis.  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres..  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 

WASHINGTON 
Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  (exc.  Jun.- 
Aug.,  Dec.,  Feb.) 

June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept. -June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 
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NEW  ORAL  ANALGESIC 

for  moderately  severe  to  severe  pain 


CAPSULES 

MEPERGAN 

Meperidine  Hydrochloride  and  Promethazine  Hydrochloride,  Wyeth 


analgesic  action  of  meperidine  HCI  plus 

enhancing  action  of  promethazine  HCI 

equals  greater  analgesic  response 

without  increased  narcotic  dosage 

beneficial  sedation 

reduced  narcotic  side  effects 


Since  promethazine  (Phenergan®)  enhances  the 
action  of  narcotic  analgesics,  effective  control 
of  pain  is  obtained  with  Mepergan  at  minimal 
narcotic  dosage  levels.  Furthermore,  in  addition 
to  beneficial  sedative,  antihistaminic  and  anti- 
emetic actions  of  Phenergan,  this  component 
of  Mepergan  will  also  help  combat  the  nausea 
and  vomiting  which  may  accompany  oral  narcotic 
analgesics. 


For  convenient  dosage  titration 

Capsules  MEPERGAN  fortis: 

50  mg.  meperidine  HCI,  25  mg.  promethazine  HCI 


Capsules  MEPERGAN: 

50  mg.  meperidine  HCI,  12.5  mg.  promethazine  HCI 

For  further  information  on  limitations,  administration 
and  prescribing  of  Mepergan  Capsules,  see  descrip- 
tive literature  or  current  Direction  Circular. 

Wyeth  Laboratories  Philadelphia  1,  Pa. 


Library, 

College  of  Phy ,0f 
19  South  22nd  Stre 
Philadelphia  3,pa. 


Why  the  lights 
have  been  burning 
later  than  usual 
in  one  group  of 
buildings  in 
Berkeley 


Many  hard-working  people  at  Cutter 
Laboratories  have  been  working 
harder  than  ever  for  quite  some  time. 

Our  electricity  bill  isn’t  the  only  out- 
lay that’s  been  raised  by  their  longer 
hours  and  increased  efforts.  For  what 
they’ve  been  doing  has  involved 
greater  expenditures  for  research, 
product  development  and  a host  of 
other  important  activities  that  will  be 
of  genuine  interest  to  you. 

Before  long,  you’ll  be  seeing  some 
of  the  results  of  all  this  work  from 
Cutter’s  Prescription  Products 
Department.  All  we  can  say  now  is 
that  new  developments  are  coming 
from  Cutter.  We  feel  sure  it  will  be 
worth  your  while  to  watch  for  them. 


CUTTER 


CUTTER  LABORATORIES  • Prescription  Products  Department  • Berkeley,  California 


library  of  the 
COLLEGE  OF  PHYSICIANS 

OF  PHIUADBUPHIA 

OCT  24 1962 
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Statistically  Speaking  conclusion  of  the  series  ■ Socialization  of  Two 
Professions  ■ Mesenteric  Vascular  Insufficiency  ■ Ferrous 
Sulfate  Poisoning  ■ New  Analgesic  Combination  m Psychiatric 
Training  Project 
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BhM 


because 
vitamin 
deficiencies  1 

HI 

tend  to  be  \Xl 
multiple...  \ 
give  your 
chronically  ill 
patient  the 
protection  of 


high-potency  vitamin  formula  with  minerals 


It  is  generally  accepted  that  diseases  of  long  standing  and 
other  conditions  of  physiologic  stress  may  produce  a need 
for  additional  vitamins,  myadec  is  designed  to  supply  that 
need.  Just  one  capsule  a day  provides  therapeutic  potencies 
of  9 vitamins,  plus  selected  minerals  normally  present  in 
body  tissues,  myadec  is  also  useful  for  the  prevention  of 
vitamin  deficiencies  in  patients  whose  usual  diets  are  lacking 
in  these  important  food  factors. 

Each  myadec  capsule  contains:  Vitamins:  Vitamin  Bi2, 
crystalline— 5 meg.;  Vitamin  B2  (riboflavin)— 10  mg.;  Vita- 
min B6  (pyridoxine  hydrochloride)— 2 mg.;  Vitamin  Bi 
mononitrate— 10  mg.;  Nicotinamide  (niacinamide)— 100  mg.; 
Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.) 
25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  Vitamin  E 
(d-alpha-tocopheryl  acetate  concentrate)— 5 I.U.  Minerals 
(as  inorganic  salts):  Iodine— 0.15  mg.;  Manganese— 1 mg.; 
Cobalt— 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.; 
Iron— 15  mg.;  Copper— 1 mg.;  Zinc— 1.5  mg.;  Magnesium— 
6 mg.;  Calcium— 105  mg.;  Phosphorus— 80 
mg.  Bottles  of  30, 100,  and  250. 


PARKE-DAVIS 


PARKE,  DAVIS  <C  COMPANY.  Detroit  32.  Michigan 
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investment 

THOUGHT 


Tasting  delicious  DEL  MONTE  brand  foods, 
right  on  the  spot  where  they’re  made,  can  be 
part  of  a financial  analyst’s  job! 

Realistic  research  today  demands  first-hand 
knowledge  going  beyond  statistical  figures. 
A look  at  the  plant,  evaluation  of  equipment 
and  capacity,  talks  with  corporate  officials — 
all  add  up  to  research  that  doesn’t  cut  corners 
in  getting  the  true  picture  for  you. 


Frequent  field  trips  are  normal  procedure  for 
the  Dean  Witter  team  of  84  analysts  and 
assistants  — one  of  the  largest  financial 
research  groups  in  the  U.  S.  These  trips  con- 
firm and  supplement  statistical  facts  and  often 
reveal  additional  information  vital  to  investors. 

If  this  kind  of  thoroughness  makes  sense  to 
you,  come  to  us  for  the  reports  you  need  on 
individual  companies  or  industries.  Simply 
contact  an  Account  Executive  at  any  Dean 
Witter  & Co.  office. 

Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt,  Everett  — AL  9-3156 
440  Washington  Building,  Seattle  — MA  4-6800 
944  Pacific  Ave.,  Tacoma  — FU  3-4535 
220  Equitable  Bldg.,  Portland  — CA  6-6571 
935  Lloyd  Center,  Portland  — AT  2-7211 

49  OFFICES  SERVING  INVESTORS 


1,500  gallon  DEL  MONTE  catsup  kettle  is  inspected  by  Dean  Witter  Research  Partner  Howard  Tharsing  (right) 
and  Security  Analyst  Mark  Russell  during  a recent  tour  of  California  Packing  Corporation' s plant  in  Oakland,  Calif 
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"relief  of  symptoms  is  striking  with  Hautrax-NMt 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic) for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N* 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  ( Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


'RAUDIXIN'®,  'RAUTRAX'®,  AND*  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 
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the  doctor  s 
vitamin-mineral 
product  is  still 
your  patients' 
best  value  1 


*ie  Stuart 
formula  ® 


VITAMINS 
ADC  B,  B,B6B,:E 

NIACIN  NIACINAMIDE  - CALCIUM  PANTOTHENATE 

including  entire 
B COMPLEX  and  MINERALS 


TOO 

TABLETS 


LIST  NO 
20 


THE  STUART  COMPANY 
PASADENA,  CALIFORNIA 

(See  side  ponels) 


A well-balanced  formulation  of  the  vitamins 
and  minerals  known  to  be  needed  in  human 
nutrition,  The  Stuart  Formula  has  been 
advertised  to  the  medical  profession  and  sold 
through  drug  stores  for  over  20  years.  It  is  the 
oldest  and  best-known  product 
of  its  kind.  You  can  rely  on  it. 

THE  STUART  COMPANY 


THE  STUART  FORMULA® 
One  tablet  contains:  VITAMINS: 


A 5,000  USP  Units 

D 500  USP  Units 

C 50  mg. 

B,  2.5  mg. 

B,  2.5  mg. 

B4  0.5  mg. 

Bu  1 meg. 

MINERALS  : 

Calcium  100  mg.  Manganese  0.5  mg 

Iron 7.5  mg.  Potassium  2.5  mg 

Magnesium 2.5  mg.  Zinc  0.15  mg 

The  Stuart  Formula  is  available  as  a pleasant  tasting  liquic 


Niacin  and  Niacinamide 15  mg 

d-Calcium  Pantothenate  ....  5 mg 
E 0.15  I.U 

Yeast  and  desiccated  liver  are  added 
as  sources  of  natural  vitamin  B 
Complex  factors. 
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your  patient  becomes 


with 


effective  tranquilizer  and  skeletal  muscle  relaxant 

THE  TRUE  "TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 


■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 


AVAILABLE:  200  mg.  Caplets®  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing,  consult  Winthrop’s  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 


LABORATORIES,  New  York  18,  N.  Y. 
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This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Evil  and  unfair  practice 

EDITOR,  NORTHWEST  MEDICINE 

On  two  occasions  the  local  medical  bureau  has 
denied  me  an  assistant’s  fee  in  exploratory  breast 
surgery  when  the  preoperative  diagnosis  was  possible 
cancer  of  the  breast. 

It  is  not  so  important  that  I receive  these  just 
fees  as  it  is  that  the  Bureau  abstain  from  an  evil  and 
unfair  practice.  The  family  physician  who  diagnoses 
a breast  lesion  which  could  be  cancer  frequently 
must  of  necessity  be  present  at  the  operation.  It  is 
true  that  the  surgeon  could  get  along  without  him  for 
the  excisional  biopsy,  but  in  case  the  biopsy  proves 
malignancy  then  the  surgeon  has  to  have  a competent 
assistant  for  the  more  radical  operation.  Also,  some  of 
us  believe  that  our  ability  as  gross  pathologists  is  of 
value  in  determining  whether  or  not  the  operation 
should  be  more  radical  than  otherwise.  The  surgeon 
and  the  pathologist  do  not  possess  all  the  wisdom 
in  the  world  in  deciding  a degree  of  malignancy  and 
in  deciding  how  extensive  the  operation  should  be. 
And  besides,  the  family  physician  having  cancelled 
his  office  appointments  to  be  present  during  the 
minor  surgery,  is  entitled  to  at  least  minimal  com- 
pensation for  this  sacrifice. 

The  laborer  is  worthy  of  his  hire. 

Sincerely  yours, 
J.  S.  Lingenfelter,  m.d. 

Seattle,  Washington 

Thrombosis  not  caused  by  Enovid 

EDITOR,  NORTHWEST  MEDICINE 

Enovid  was  vindicated,  last  month,  as  having  no 
causal  relationship  with  thrombophlebitis.  Vindica- 
tion came  at  an  international  conference  of  specialists 
representing  several  important  areas  of  medical  re- 
search and  practice.  It  was  held  at  AMA  headquart- 


ers in  Chicago.  Conferees  came  in  response  to  invita- 
tion from  G.  D.  Searle  & Co.,  manufacturers  of  Eno- 
vid. The  Federal  Food  and  Drug  Administration  had 
a member  of  its  Washington  medical  staff  present  as 
an  observer. 

The  participants  from  coast  to  coast,  Canada, 
and  Great  Britian  included  leaders  in  research  in 
thromboembolic  disease,  blood  coagulation,  biology, 
obstetrics,  gynecology,  pathology,  epidemiology,  bio- 
statistics, and  family  planning.  Each  participant  pre- 
sented data  based  on  personal  experience. 

After  nearly  a full  day  of  discussion  the  confer- 
ence voted  in  favor  of  a resolution  stating  that  medi- 
cal and  statistical  evidence  does  not  establish  any 
causal  relationship  between  Enovid  and  thrombo- 
embolic disease.  Statistics  presented  at  the  meeting 
were  assembled  from  many  sources  and  indicated 
that  thrombophlebitis  in  those  taking  Enovid  was 
less  frequent  than  expected  on  the  basis  of  known 
incidence  in  females  generally. 

Yours  very  truly, 
George  A.  Johnson 
Divisional  Sales  Manager 
G.  D.  Searle  O Co. 

Question  of  numbers 

EDITOR,  NORTHWEST  MEDICINE 

In  reading  Otto  T.  Trott’s  all  inclusive  remedy 
for  what’s  wrong  with  the  handling  of  drugs  by  the 
medical  profession  I am  at  a loss  to  know  why  you, 
as  editor,  don’t  at  least  check  the  authenticity  of 
statements  published  in  your  journal  even  though 
signed  by  a licensed  physician. 

All  drugs  sold  over  the  counter  and  all  drugs  on 
pharmacists’  shelves  do  have  the  contents  chemically 

continued  on  page  893 
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Looking  for 
injectable 
potency... 


s — v FILMTAB®  ^ 

SURBEX-T  provides 


therapeutic  B-complex 

with  500  mg.  of  C 


...in 

ORAL 

form? 


I 


100  Tablets 

Filmtab* 


Abbott's 
High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C. 


ABBOTT 


Patients  receive  replenish- 
ment in  the  easiest  possible 
manner  when  the  water  sol- 
uble vitamins  are  depleted, 
or  demands  are  increased. 


Each  Filmtab®  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi). ...  15  mg. 

Riboflavin  (B2) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (C) 500  mg. 

(as  sodium  ascorbate) 

Desiccated  Liver,  N.F 75  mg. 

Liver  Fraction  2,  N.F 75  mg. 

. . . and  when  needs  are  more 
moderate,  Sur-Bex®  with  C,  1 

Abbott’s  improved  B-complex  V abbott  I 

formula  with  250  mg.  of  C. 


210270 


Filmtab— Film-sealed  tablets,  Abbott:  U.S  Pat.  No.  2,881,085 


How  far  apart  ca 


wo  coughs  get? 


Up  to  8 hours  with  ULO 

Non-narcotic  ULO  puts  a long,  soothing  pause  be- 
tween acute  cough  spasms.  A teaspoonful  usually 
carries  the  patient  comfortably  through  the  night. 

■ Suppresses  acute  cough  longer  than  narcotics ...  spares 
your  patient  narcotic  after  effects.  ■ Produces  neither  respir- 
atory depression  nor  somnolence.  Daytime  doses  will  not  dull 
your  patient.  ■ Non-habituating.  Patient  does  not  develop  a 
tolerance.  No  constipation  or  laxation . . . no  gastric  irritation 
...no  effect  on  intestinal  motility.  ■ Compatible  with  most 
other  medications. 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 
For  full  product  information,  see  Physicians’  Brochure  accom- 
panying each  package. 


BIRTCHER-WORLD  LEADER  IN 

ULTRASONICS 


PRESENTS  THE  ALL  NEW 


COMPACT  • LIGHTWEIGHT  • PORTABLE  • SUPERBLY 
ENGINEERED  • ECONOMICALLY  PRICED  • Ultrasonic 
therapy  is  now  so  generally  recognized  that  nearly  half  of  all 
U.S.  physicians  employ  this  modality.  Since  first  bringing  ultra- 
sonic therapy  to  this  country  in  1946,  Birtcher  has  manufac- 
tured more  ultrasonic  units  than  any  other  company  in  the 
world.  The  culmination  of  these  16  years  of  clinical  and  engi- 
neering experience  is  the  all  new  MEGASON  XII  ultrasonic  unit. 
It  is  lightweight . . because  physicians  asked  for  a portable  unit. 
It  is  compact... because  space  is  at  a premium  in  physicians’ 
crowded  offices.  It  is  superbly  engineered ...  to  provide  the 
utmost  that  a fine  electronic  instrument  can  offer  in  accuracy 
and  dependability.  It  features  Birtcher’s  exclusive  5-position 
transducer  that  instantly  adjusts  to  the  most  comfortable  and 
effective  angle  for  treatment.  It  is  guaranteed  for  two  full  years. 


WANT  MORE  INFORMATION? 

You  can  lease  the  finest  ultrasonic  unit  made,  or  purchase  it  at 
a remarkably  low  cost.  Write  now  for  descriptives,  the  MEDICAL 
ULTRASONICS  IN  A NUTSHELL  booklet,  or  a no-obligation 
demonstration  in  your  office. 


Bthe  birtcher 

CORPORATION 

Medical  Electronics  for 

CARDIOLOGY  • ELECTROSURGERY  • PHYSICAL  MEDICINE 

Dept  nw  1062  4371  Valley  Blvd.,  Los  Angeles  32,  California 

For  factory  direct  sales  and  service  in  Portland  write  or  call 

The  Birtcher  Corporation  10711  N.E.  Weidler  St.,  Suite  208 
Portland,  Oregon,  ALpine  2-8889 


The  Megason  XII 
fits  compactly  on  a small  shelf. 


The  Megason  XII  shown  on  a table. 


Only  the  Birtcher  Megason  XII 
offers  a 5-position  transducer. 
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shadow 

OP 

substance 


In  tense,  anxious  patients,  even  a minor  problem  can  assume 
overwhelming  proportions,  like  a huge  shadow  obscuring  the 
substance  of  reality.  And  in  such  patients,  the  “Librium  Effect’’ 
can  help  you  restore  better  emotional  perspective.  With  a 
wide  range  of  usefulness,  Librium  has  been  found  effective  in 
patients  with  all  degrees  of  anxiety-from  simple  “nervousness”  to 
severe,  incapacitating  fears  and  phobias.  Of  very  practical 
importance,  too -the  “Librium  Effect”  leaves  the  patient  mentally 
alert,  free  from  the  sedative  or  flattening  effects  of 
tranquilizers  and  barbiturates.  Consult  literature  and  dosage 
information,  available  on  request,  before  prescribing, 

LIBRIUM®  Hydrochloride  — 7-chloro-2-methylamino-5-phenyl-3H- 1,4- benzodiazepine  4-oxide  hydrochloride 


ROCHE 


f ■■  ; 

THE  8UC 

ICESSI 

r .rear 


very  likely  to  succeed.. .in  getting  an  ulcer 


THE  FRUSTRATED  HARD-DRIVING  MAN.  While  the  ulcer  patient  may  be  aggressive  and  ambitious  on  the  surface,  psychologists  agree 
that  his  subconscious  desire  for  dependence  creates  great  conflict.*  Such  patients  need  relief  from  anxiety  as  well  as  from 
physical  symptoms.  ENARAX  provides  both.  Its  anticholinergic,  oxyphencyclimine,  gives  uninterrupted  relief  of  pain,  spasm,  and  hyper- 
acidity through  prolonged  action  that  is  chemically  “built  in."  Atarax  (hydroxyzine  HCI)  calms  without  increasing  gastric  acid  secretion. 
Combined  in  ENARAX,  they  successfully  control  symptoms  of  peptic  ulcer,  functional  bowel  syndrome  and  many  other  G.l.  disorders.  We 
think  you’ll  find  ENARAX  most  likely  to  succeed  with  your  G.l.  patients.  For  complete  prescription  information,  consult  product  brochure. 

^Alexander,  F.:  Psychosomatic  Medicine,  New  York,  W.  W.  Norton,  1950,  p 101 
(&&  New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being®' 


most  likely  to  control  the  symptoms 


ENARAX 

(oxyphencyclimine  plus  Atarax®) 


ic  ulcer  management 
lout  acid  rebound 
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EOSORB 


ical  to  use 


less  constipation 


i Tablet  contains 

I linum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

< lesium  Trisilicate 

7 grs.  (0.45  gram) 

ylcellulose  (mucin-like 
lloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


icribe  NEOSORB®  with  confidence 


mac.R, 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


tablet  or  liqui 


Prescribe  BELAP  with  confidence 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


economical  to  use 

Haack  Laboratories,  Inc.,  Portland  1,  Oregon  BELAP  No.  0 Formula  BELAP  No.  2 (Scored)  Fo  ula 

Belladonna  Extract % gr.*  Belladonna  Extract  . . . . V*  £ 

Phenobarbital % gr.  Phenobarbital 'i  £ 


BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


% gr.* 

gr.  *Equivalent  5 minims  Tinct.  Belladonna,  Ui 


Results  on  SKIN  are  the  true  test  of  a topical  anti-infection  agent.  Because  no  in 
vitro  test  can  duplicate  a clinical-situation  in  living  skin,  clinical  use  alone  proves  topical 
effectiveness.  In  thousands  of  cases  of  bacterial  skin  infection,  consistently  good  results 
prove  that  ‘Neosporin’  Ointment  works  where  topical  efficacy  counts  — on  the  patient’s 
skin.  Why?  The  antibiotics  diffuse  readily  from  the  special  petrolatum  base  since  they 
are  insoluble  in  the  petrolatum  but  readily  soluble  in  tissue  fluids. 

‘Neosporin’  Ointment  is  bland,  and  rarely  sensitizes. 


NEOSPORIN 


J®  POLYMYXIN  B 
BACITRACIN 
NEOMYCIN 


ANTIBIOTIC  OINTMENT 


Supplied:  Tubes  of  1 oz.,  % oz.  with  applicator  tip,  and  % oz.  with  ophthalmic  tip. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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AN  AMES  CLINIQUICK' 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

? 

■ 


In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E.,  and  Sweeney,  V:  M.  Times  89: 12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  173:1183  (Aug.  20)  1960. 


for  broader  day-to-day  protection  of  the  diabetic  patient 


DIP 

AND 

READ 


uristix 


urine  protein  • g/ucose 


AMES 

COMPANY,  INC 


Toronto  • Conodo 


1 dip  . . . 10  seconds  ...  2 readings  available:  Uristix  Reagent  Strips,  bottles  of  125 
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in  fractures:  vitamins  are  therapy 


Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


...Autonomic  Stability 

PRO-BANTHINE'  with  DARTAE 

brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 


The  combination  of  Pro-BanthIne  with 
Dartal  provides  an  autonomic  stabilizer  of 
notable  efficacy  in  common  psychovisceral 
disorders. 

Dartal,  a particularly  well  tolerated 
tranquilizer,  allays  the  central  nervous  in- 
fluence in  such  conditions  as  peptic  ulcer, 
gastritis,  pylorospasm,  spastic  constipation 
and  mucous  or  ulcerative  colitis.  Pro- 
BanthIne  suppresses  the  emergence  of 
hypersecretion  and  hypermotility  in  the 
stomach  and  intestines. 

By  alleviating  excessive  activity  at  both 
ends  of  the  vagus,  Pro-BanthIne  with 
Dartal  assures  prompt,  definite,  sustained 


control  not  only  of  severe  and  persistent 
gastrointestinal  dysfunctions  but  also  of 
stress-aggravated  episodes  of  more  moder- 
ate conditions. 


usual  adult  dosage:  One  tablet  three  times 
a day. 

supplied:  Aqua-colored,  compression-coated 
tablets  containing  15  mg.  of  Pro-BanthIne  and 
5 mg.  of  Dartal. 


e.  d.  SEARLE  & co. 

CHICAGO  80.  ILLINOIS 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Politics 


The  honored  ideals  of  the  medical  profession  imply  that  the  responsibilities  of 
the  physician  extend  not  only  to  the  individual,  but  also  to  society  where  these 
responsibilities  deserve  his  interest  and  participation  in  activities  which  have 
the  purpose  of  improving  both  the  health  and  the  well-being  of  the  individual 

and  the  community. 

Section  10,  Principles  of  Medical  Ethics 


Four  months  ago  a guest  editorial  in  these  col- 
umns discussed  the  popular  debate  about  what 
may  be  wrong  with  American  Medicine.  The 
writer,  a layman,  did  not  believe  the  trouble  was 
in  the  so-called  image  of  the  physician,  or  in  the 
quality  of  care  available  today.  After  pointing 
out  that  those  driving  for  centralized  govern- 
mental control  of  the  economy  are  displeased  be- 
cause the  system  of  private  care  stands  in  their 
way,  he  placed  the  blame  for  much  of  medicine’s 
woe  squarely  at  the  door  of  the  physician  him- 
self. He  wrote: 

The  individual  physician  appears  to  have  neither 
the  inclination  nor  the  courage  to  enter  the  fight  to 
preserve  the  private  practice  of  medicine. 

He  listed  many  of  the  familiar  excuses  offered 
by  physicians  to  explain  their  failure  to  partici- 
pate actively  in  politics  and  then  said: 

These  are  the  answers  of  the  indolent,  the  foolish 
or  the  cowardly.  You  are  involved  whether  you 
care  to  be  or  not.  The  choice  is  not  between  in- 
volvement and  non-involvement,  it  is  between 
active  participation  or  passive  victimization  and 
defeat. 

This  is  bitter  truth.  The  disinclination  of 
physicians  to  exert  themselves  politically  is  not 
just  the  idea  of  the  guest  editorialist.  It  was 
documented  recently.  A test  was  undertaken  in  a 
suburban  community  where  conservative  senti- 
ment is  strong.  Physician  leadership  in  defense 
of  private  practice  would  be  well  supported 
there.  In  spite  of  these  favorable  circumstances, 
only  one  in  five  was  willing  to  take  the  most 
mild  of  political  actions  by  placing  in  his  waiting 
room  the  literature  of  a candidate  favoring  pri- 
vate medical  care. 

This  means  that  four  out  of  five  physicians  in 
that  community  lack  motivation  to  participate 


openly  and  actively.  Edmund  Burke  recognized 
this  attitude  when  he  said,  “All  that  is  necessary 
for  the  forces  of  evil  to  prevail  in  the  world  is  for 
enough  good  men  to  do  nothing.”  If  physicians 
persist  in  neglecting  their  obligation  to  do  some- 
thing for  the  well-being  of  the  individual  and  the 
community,  they  deserve  the  socialization  most  of 
them  say  they  dread. 

It  is  true  that  the  traditional  role  of  the  physi- 
cian calls  for  him  to  remain  aloof  from  politics. 
That  role  has  gone  the  way  of  the  full  beard  and 
the  top  hat.  It  is  also  true  that  physicians  would 
like  to  be  let  alone  to  practice  medicine  in  the 
best  interest  of  their  patients  but  this  possibility 
also  has  gone.  The  modern  physician  has  been 
thrust  into  a climate  of  political  interference  in 
his  activities  and  he  can  no  more  escape  its  effect 
than  can  the  ostrich  escape  harm  by  putting  his 
head  in  the  sand.  The  only  difference  is  that 
the  physician,  by  his  neglect,  will  permit  destruc- 
tion not  only  of  his  own  freedom  but  that  of 
others. 

The  medical  profession  is  now  the  only  im- 
portant barrier  to  socialization  of  the  nation.  If 
it  fails,  those  working  toward  complete  centrali- 
zation of  power  will  swiftly  overcome  all  other 
resistance.  Agriculture  and  some  segments  of  in- 
dustry have  already  fallen. 

The  guest  editorialist  said,  “No  one  will  defend 
that  which  the  owner  shows  no  interest  in  keep- 
ing.” The  physician  who  does  not  now  enter 
politics  and  give  substantial  financial  support  to 
those  candidates  willing  to  defend  him  will  have 
abandoned  his  duty  as  a citizen,  will  have  failed 
to  defend  that  which  is  his  own  and  will  have 
violated  the  spirit  of  Section  10  of  the  Principles 
of  Medical  Ethics.  ■ 
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sign  symbol 

of  of 

infection?  therapy! 


Ilosone®  is  better  absorbed— It  provides  high,  long-lasting  levels  of  antibacterial  activity- 
two  to  four  times  those  of  other  erythromycin  preparations— even  on  a full  stomach,  Ilosone  is 
bactericidal— It  provides  bactericidal  action  against  streptococci,  pneumococci,  and  some 
strains  of  staphylococci.  Ilosone  activity  is  concentrated— It  exerts  its  greatest  activity 
against  the  gram-positive  organisms— the  offending  pathogens  in  most  common  bacterial  infec- 
tions of  the  respiratory  tract  and  soft  tissues. 


The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg.  per  pound  every 
six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  For  adults  and  for  chil- 
dren over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours.  In  more  severe  or  deep-seated 
infections,  these  dosages  may  be  doubled.  Ilosone  is  available  in  three  convenient 
forms:  Pulvules®— 125  and  250  mg.*;  Oral  Suspension— 125  mg.*  per  5-cc.  teaspoon- 
ful; and  Drops— 5 mg.*  per  drop,  with  dropper  calibrated  at  25  and  50  mg. 


This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's  literature. 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  Ilosone®  (erythromycin  estolate,  Lilly)  *Base  equivalent 


Ilosone  works  to  speed  recovery 


836 

Northwest  Medicine,  October  1962 


ORIGINAL  ARTICLES 


Ferrous  Sulfate  Poisoning 


DAVID  M.  G I M L E T T,  M.  D.  San  Jose,  California 


Although  many  articles  have  appeared  in  the 
medical  and  lay  literature  concerning  accidental 
poisoning  of  children  with  medicinal  iron,  recent 
increase  in  the  incidence  of  this  problem  appear- 
ing at  our  hospital  for  treatment  has  pointed  out 
too  clearly  that  this  hazard  of  iron  therapy  needs 
further  publication.  Furthermore,  the  surprise 
expressed  by  many  physicians  when  the  cases 
below  were  brought  to  their  attention  is  evidence 
that  the  public  alone  is  not  responsible  for  lack 
of  attention  to  this  hazard.  The  purpose  of  this 
article  is  to  re-emphasize  the  problem  and  to 
review  the  mechanisms  and  treatment  of  iron 
poisoning.  Importance  of  this  problem  is  not 
limited  to  the  pediatricians  who  may  be  treating 
the  victims  of  iron  ingestion,  but  it  applies  to 
the  general  practitioners,  internists,  surgeons, 
gynecologists  and  obstetricians  who  are  respons- 
ible for  the  inclusion  of  iron  salts  on  the  medi- 
cine shelves  of  their  patients.  This  problem  is  es- 
pecially pertinent  to  this  latter  group  because  it  is 
their  patients  who  are  most  likely  to  have  young 
children  in  the  household. 

A further  purpose  of  this  article  is  to  em- 
phasize an  important  aspect  of  the  clinical  pic- 
ture of  iron  poisoning,  the  neglect  of  which  con- 
tributed to  the  death  reported  below  and  atten- 
tion to  which  may  prevent  similar  tragedies  in 
the  future.  This  aspect  is  the  period  of  apparent 
well-being  described  below  as  phase  two  of  the 
clinical  picture. 

At  our  hospital  from  the  period  January,  1956, 
through  December,  1960,  there  were  two  cases  of 
accidental  iron  poisoning  with  no  fatalities.  On 
the  other  hand,  from  September  28,  1961,  to  April 
1,  1962,  there  were  nine  cases,  one  of  which  was 
fatal.  In  most  series  the  mortality  rate  of  this 
accident  is  about  50  per  cent.  The  low  mortality 
rate  in  our  series  may  be  due  to  the  fact  that 
the  diagnosis  was  made  on  the  basis  of  history 
alone  and  that  definite  proof  of  iron  ingestion 
was  not  established  in  every  case. 


From  Mountain  View  General  Hospital,  Tacoma. 


Forbes,  in  1947,  was  the  first  person  to  report 
on  medicinal  iron  poisoning.1  Since  that  time 
many  reports  have  appeared  and  in  1958,  R.  A. 
Aldrich  reviewed  42  cases  from  the  medical 
literature.2  In  studying  these  cases  it  is  important 
to  note  that  five  grams  of  ferrous  sulfate  can  be 
fatal  to  a two  year  old  child. 

CASE  REPORTS 

Case  1.  This  two  year  old  Indian  male  had  been 
in  good  health  except  for  acute  tracheobronchitis  at 
the  age  of  15  months.  He  ingested  what  was  esti- 
mated to  be  15  ferrous  sulfate  tablets,  300  mg., 
during  the  morning  of  September  28,  1961  while 
he  was  in  the  care  of  a baby-sitter.  Nothing  was 
done  at  this  time  but  when  the  mother  returned 
to  the  house  at  5 p.m.  and  was  informed  of  the  in- 
cident, she  brought  the  patient  to  the  emergency 
room  of  this  hospital.  At  that  time  the  child  was 
asymptomatic  and  physical  examination  revealed  no 
abnormalities.  Bowel  sounds  were  normal  and  stool 
guaiac  was  negative.  The  patient  was  lavaged  with 
1500  cc.  of  water  but  no  pills  were  recovered.  He 
was  given  one  ounce  of  castor  oil  and  sent  home. 
The  mother  was  told  to  return  if  there  was  emesis 
or  diarrhea. 

During  the  night  the  child  began  to  vomit  and 
did  so  intermittently  during  the  rest  of  the  night  and 
the  next  morning.  He  was  brought  to  the  emergency 
room  at  11:45  a.m.  in  stuporous  condition  with 
temperature  of  104.2  F.  He  was  taken  to  the  pedi- 
atric floor  at  which  time  his  blood  pressure  was 
unobtainable  and  he  had  Cheyne-Stokes  respirations. 
He  was  markedly  cyanotic,  comatose,  and  his  lungs 
were  full  of  wet  rales.  He  was  placed  in  an  oxygen 
tent  and  a venous  cut-down  was  performed.  Infusion 
of  five  per  cent  dextrose  and  saline  was  started 
but  respirations  ceased  and  resuscitation  methods 
were  without  effect.  The  child  was  pronounced  dead 
at  1:10  p.m.,  about  27  hours  after  ingestion  of  the 
iron. 

Pertinent  pathological  findings  were  limited  to  the 
small  intestine  and  spleen.  The  stomach  and  duode- 
num were  normal,  with  intact  mucosa.  The  jejunum 
and  proximal  ileum  were  dilated  to  3 cm.  in  diameter, 
the  dilation  extending  to  about  12  inches  from  the 
ileo-cecal  valve  where  the  bowel  narrowed  to  1.5 
cm.  At  6 inches  from  the  ileo-cecal  valve  and  ex- 
tending upward  6 inches,  the  serosa  was  covered 
by  a fibropurulent  exudate  and  the  bowel  was  gan- 
greous.  Discoloration  to  a lesser  degree  extended 
proximally  along  the  ileum  and  through  about  half 
of  the  jejunum.  Bowel  content  was  a greenish-purple 
liquid.  At  the  site  of  the  peritonitis  the  bowel  con- 
tained 23  thin  discs  about  five  mm.  in  diameter 
which  were  consistent  with  tablets  of  ferrous  sulfate. 
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Figure  1.  Case  1.  (X350),  Small  bowel  wall  stained  with 
Gomori's  Iron  Reaction.  Hemorrhagic  necrosis  of  the 
bowel  is  seen  with  iron  extending  out  to  the  peritoneal 
surface. 

None  were  found  beyond  this  particular  area.  It 
would  appear  that  the  pills  had  caused  obstruction 
at  this  point.  Microscopic  section  of  the  small  bowel 
showed  hemorrhagic  necrosis  of  the  tissue  with 
marked  vascular  congestion  and  infiltrate  of  polys. 
Iron  stain  showed  a marked  amount  of  iron  in  the 
fecal  contents  and  also  extending  to  a minor  degree 
out  into  the  wall  and  onto  the  peritoneal  surface. 
See  figure  1.  There  was  an  unusual  type  of  giant 
cell  in  the  follicles  of  the  spleen.  This  was  a mul- 
tinucleated  histiocyte  in  the  germinal  centers  of  the 
spleen  without  any  other  change  in  the  tissue  that 
might  account  for  its  presence. 

Case  2.  This  17  month  old  girl  ingested  an  un- 
known number  of  candy-coated  300  mg.  ferrous  sul- 
fate tablets  while  her  mother  was  sleeping,  about 
two  and  a half  hours  before  she  was  brought  to  the 
emergency  room  of  our  hospital.  She  had  vomited 
four  times  during  that  period.  She  was  lavaged  with 
one  liter  of  water  and  given  one  ounce  of  castor  oil 
and  admitted  to  the  hospital.  When  she  arrived  on 
the  floor  she  was  a sleepy,  limp  child  who  could  be 
aroused  but  would  fall  right  back  to  sleep.  Her 
systolic  blood  pressure  was  60  by  flush  technique 
and  she  had  peri-orbital  and  peri-oral  cyanosis.  Her 
breathing  was  somewhat  shallow  but  otherwise  there 
were  no  abnormalities.  Intravenous  fluids  were 
started  but  they  infiltrated.  A cut-down  was  then  per- 
formed. The  child  was  also  given  200  cc.  of  5 per 
cent  sodium  bicarbonate  solution  by  mouth.  After 
350  cc.  of  Polysal  had  been  given  intravenously, 
she  became  more  alert,  her  blood  pressure  rose  to  80 
systolic,  and  the  cyanosis  disappeared.  With  this 
treatment,  her  course  was  one  of  steady  improve- 
ment, plasma  substitutes  and  exchange  transfusion 


were  considered  unnecessary.  The  patient  was  dis- 
charged, apparently  well,  48  hours  after  admission. 

Case  3.  This  three  year  old  white  male  was  ad- 
mitted to  our  hospital  at  4 p.m.,  several  hours  after 
ingesting  approximately  80  tablets  containing  a total 
of  24  Gm.  ferrous  sulfate.  He  had  become  lethargic, 
had  started  vomiting  and  had  been  passing  loose 
stools.  When  brought  to  the  emergency  room  he  was 
found  to  be  lethargic  and  pale.  He  was  passing  loose, 
soft,  grey-black  stools.  His  pulse  was  120,  tempera- 
ture 98  F and  his  blood  pressure  could  not  be  read 
audibly,  but  was  weakly  palpable  at  120. 

An  x-ray  was  taken  which  showed  50-60  radi- 
opaque pills  scattered  throughout  the  gastroin- 
testinal tract,  including  27  still  in  the  stomach  (Fig. 
2)  in  spite  of  the  fact  that  he  had  been  vomiting. 
Blood  was  drawn  for  iron  levels,  electrolytes,  and 
typing  and  cross-matching,  and  a cutdown  was  per- 
formed. Gastric  lavage  was  attempted  but  was  un- 
successful because  the  pills  were  too  large  to  pass 
through  the  tube.  An  intensive  effort  was  then  made 
to  rid  the  patient’s  gastrointestinal  tract  of  the  pills. 
Repeated  500  cc.  cocktails  of  ipecac,  sodium  bicar- 
bonate, milk  of  magnesia  and  castor  oil  were  fed  to 
the  patient  through  a catheter  straw.  After  each 
cocktail  the  patient  would  vomit  and  a few  pills 
would  be  recovered.  The  progress  of  this  therapy 
was  followed  by  x-ray.  At  ten  p.m.,  over  12  hours 
after  ingestion,  four  pills  could  still  be  demonstrated 
in  the  stomach  (Fig.  3)  so  the  child  was  induced  to 
vomit  one  more  time  and  these  were  recovered.  One 
of  these  pills  was  almost  intact  except  for  the  loss  of 
its  enteric  coating. 

The  initial  laboratory  data  showed  the  electro- 
lytes to  be  essentially  normal  and  the  serum  iron 
to  be  326  meg.  per  100  ml.  Stools  were  positive  for 
occult  blood. 

Six  hours  after  admission  the  blood  pressure  could 
be  read  audibly  and  the  pulse  was  stronger.  The 
serum  iron  was  still  315  meg.  per  100  ml.  Exchange 
transfusion  was  contemplated  but  by  14  hours  after 
admission  the  patient  was  more  alert  and  the  serum 
iron  level  was  down  to  73  meg.  per  100  ml.  (the 
child  was  originally  being  treated  for  milk  anemia). 
He  went  on  to  complete  recovery  48  hours  after  in- 
gestion. In  this  case  it  was  not  found  necessory  to 
give  vasopressors,  intensive  electrolyte  therapy,  or  ex- 
change transfusion. 

clinical  picture 

The  cases  described  above  illustrate  many  of 
the  important  features  of  the  clinical  picture  of 
iron  poisoning.  Aldrich,  after  review  of  42  cases, 
outlined  four  phases  in  the  iron  toxicity  syn- 
drome. The  first  phase  occurs  within  30  to  40 
minutes  after  ingestion.  It  is  characterized  by 
vomiting  (which  may  produce  brown  or  bloody 
emesis),  diarrhea,  and  abdominal  pain  or  discom- 
fort. The  child  may  become  irritable,  pale,  and 
drowsy,  pulse  may  become  weak  and  Kussmaul 
respirations  may  appear.  Another  characteristic 
of  this  phase  not  mentioned  by  Aldrich  but 
which  we  observed  in  one  of  our  cases  and  Amer- 
man3  reported  in  his,  was  peri-oral  and  peri- 
orbital cyanosis.  During  this  phase  increased 
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Figure  2.  Case  3.  Admission  x-ray  of  the  abdomen  demon- 
strating 50-60  radiopaque  pills  scattered  throughout  the 
gastro-intestinal  tract. 


signs  of  cardio-vascular  collapse  may  develop 
and  death  may  occur  in  less  than  six  hours,  as  it 
does  in  about  42  per  cent  of  the  patients  who  die 
of  iron  poisoning,  or  the  patient  may  progress 
into  phase  two. 

This  second  phase  is  characterized  by  return 
of  color,  pulse,  respiration,  and  level  of  con- 
sciousness to  normal,  with  decrease  or  even 
cessation  of  the  nausea,  vomiting  and  diarrhea. 
It  is  during  this  phase  that  the  physician  often 
first  sees  the  child  and  if  he  is  unaware  of  this 
misleading  aspect  of  the  iron  toxicity  syndrome, 
he  may  well  assume,  as  was  done  in  the  first 
case  presented  above,  that  the  child  has  ex- 
pelled all  of  the  ingested  iron  and  the  the  haz- 
ard to  his  life  has  passed.  The  possible  dire 
consequences  of  such  an  assumption  are  well 
illustrated  above.  This  second  phase  may  lead 
to  improvement  and  complete  recovery,  or,  at 
the  end  of  10  to  14  hours,  it  may  lead  into  the 
third  phase  which  is  characterized  by  cardio- 
vascular collapse,  Cheyne-Stokes  respiration, 
convulsions,  and  coma,  until  death  finally  oc- 
curs any  time  from  20  to  50  hours  after  inges- 
tion. Fifty  per  cent  of  the  deaths  occur  in  this 
period. 


The  last  phase  occurs  one  to  two  months  after 
the  initial  insult  and  is  caused  by  the  cicatricial 
changes  which  can  result  from  the  direct  necro- 
tizing effect  of  the  iron  compound  on  the  gastro- 
intestinal system.  Pyloric  or  lower  intestinal  ob- 
struction has  necessitated  surgical  intervention 
and,  when  neglected,  has  even  led  to  death  by 
malnutrition. 

As  in  any  syndrome,  individual  cases  may 
deviate  from  the  typical  pattern.  Our  first  case 
is  a good  example  of  this  in  that  the  first  and 
second  phases  seem  to  have  been  inverted.  The 
crucial  point  is,  however,  that  here,  too,  there 
was  a deceptive  period  of  apparent  well-being 
which  biased  the  manner  in  which  the  case  was 
handled. 

pathologic  picture 

Necrotizing  gastritis  and  enteritis  is  a common 
occurrence  in  iron  poisoning  but  not  a necessary 
part  of  it.  If  the  tablets  are  enteric  coated  and 
have  not  been  chewed,  the  stomach  will  not  be 
affected.  When  gastritis  does  occur,  the  mucosa 
is  found  to  be  congested  with  sludging  of  blood 
in  the  capillaries.  Ferrous  and  ferric  iron  are 


Figure  3.  Case.  3.  X-ray  taken  more  than  twelve  hours 
after  ingestion  of  50-60  iron  tablets.  Four  pills  can  still  be 
seen  in  the  stomach. 
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found  in  the  mucosa,  connective  tissues,  base- 
ment membrane,  and  endothelial  lining  of  the 
vessels.  Platelet  thrombi  may  be  found  within 
the  vessels.  The  liver  may  show  peri-portal  nec- 
rosis with  deposits  of  iron  in  its  retriculoendo- 
thelial  elements. 

The  lungs,  brain,  kidneys  and  heart  show 
edema,  cloudy  swelling  and  areas  of  hemorrhage. 
Reissman4  showed  that  hemorrhagic  changes  oc- 
urred  in  the  lungs  even  when  aspiration  was 
impossible  such  as  with  rectal  administration  of 
the  iron.  The  pulmonary  edema  which  occurs  can 
often  be  detected  clinically  and  is  important  in 
the  mechanism  of  death.  In  Reissmann’s  animals, 
respiratory  failure  was  the  direct  cause  of  death 
in  most  cases. 

mechanism  of  action 

A brief  review  of  iron  metabolism  might  be 
helpful  in  elucidating  the  mechanism  of  toxicity 
of  ingested  iron  and  aid  in  an  understanding  of 
the  measures  which  are  advocated  for  the  treat- 
ment of  this  emergency. 

The  total  iron  in  the  adult  body  is  four  to  five 
grams,  more  than  80  per  cent  of  which  is  in 
combination  with  porphyrins  as  heme  com- 
pounds, myoglobin,  and  respiratory  enzymes. 
About  20  per  cent  of  it  exists  as  storage  iron, 
primarily  ferritin  and  about  0.1  per  cent  as  plas- 
ma iron,  chiefly  transferrin.  Storage  iron  consists 
of  ferritin  and  hemosiderin.  The  former  is  a com- 
bination of  ferric  hydroxide  phosphate  and  a pro- 
tein, apoferritin.  This  protein  is  apparently  iden- 
tical to  the  vasodepressor  material  (VDM)  de- 
scribed in  1948  by  Shorr  et  al,5  and  its  production 
is  stimulated  by  the  presence  of  iron.  It  has  been 
postulated  by  Aldrich  that  it  is  this  factor  which 
may  be  responsible  for  the  cardiovascular  col- 
lapse seen  in  the  iron  toxicity  syndrome. 

Plasma  iron  is  in  the  ferric  form,  but  only  a 
trace  of  it  is  free  iron.  Most  of  it  exists  in  com- 
bination with  betaiglobulin  as  transferrin  (also 
called  siderophilin ) . The  concentration  of  this 
globulin  is  nearly  always  constant  and  is  usually 
only  one-third  saturated  with  iron.  The  plasma 
iron  concentration  is  normally  90  to  160  meg.  per 
100  ml. 

gastric  absorption 

It  has  been  stated  that  only  traces  of  iron  are 
absorbed  from  the  stomach  during  the  normal 
digestion  of  iron,  but  the  gastritis  which  occurs 
in  most  of  the  cases  of  iron  poisoning  may  be 
responsible  for  a larger  percentage  of  the  avail- 


able iron  being  absorbed  through  the  gastric 
mucosa.  Heilmeyer  demonstrated  that  a high  de- 
gree of  gastric  absorption  of  iron  occurred  in 
animals  after  ligation  of  the  pylorus  and  separa- 
tion of  the  duodenum.6  According  to  him,  “Prac- 
tically speaking,  without  the  help  of  the  small 
intestine,  the  stomach  alone  can  absorb  all  the 
iron  administered.” 

Gastric  acidity  aids  in  the  absorption  of  iron 
by  keeping  it  from  being  precipitated  as  the 
phosphate.  Protein  hydrolysis  also  increases  the 
solubility  of  iron  by  preventing  the  production 
of  iron  proteinates.  Iron  is  absorbed  through  the 
mucosal  cells  as  ferrous  iron  and  then  immedi- 
ately oxidized  to  the  ferric  state,  combined  with 
apoferritin,  and  stored  as  ferritin. 

mucosal  block? 

The  theory  of  mucosal  block  states  that  in 
anemia  the  oxygen  content  of  the  mucosal  cells 
is  reduced,  and  some  of  the  mucosal  iron  is  re- 
duced to  the  ferrous  form.  It  is  then  carried 
away  into  the  blood  stream  to  the  bone  marrow. 
The  reduction  in  mucosal  ferritin  allows  more 
iron  to  be  absorbed  until  the  anemia  is  corrected 
and  the  oxygen  content  of  the  mucosal  cells  is 
returned  to  normal. 

It  is  obvious  that  large  doses  of  ingested  iron 
are  able  to  overcome  this  mucosal  block.  Heil- 
meyer, however,  concluded  that  there  is  no  such 
thing  as  a mucosal  block  since,  under  his  ex- 
perimental conditions,  liver  iron  continued  to 
increase  when  mucosal  ferritin  levels  were  maxi- 
mum and  no  absorption  of  iron  took  place  when 
the  mucosal  ferritin  level  was  declining.  Kieder- 
ling  and  Wohler,  using  radioactive  iron  absorp- 
tion studies,  demonstrated  that  iron  absorption 
still  occurred  at  the  time  of  maximal  ferritin  con- 
tent in  the  duodenum.7  Cann  and  Verhulst  state 
that  in  iron  poisoning  the  small  bowel  mucosa  is 
damaged  allowing  excessive  iron  absorption.8 
But  Reissmann  et  al,  using  dogs,  reproduced  the 
clinical  picture  of  iron  poisoning  in  children  and 
were  able  to  show  that  high  serum  levels  of  non- 
dialvzable,  betaiglobulin  bound  iron  could  be 
demonstrated  within  60  minutes  in  the  absence 
of  mucosal  damage.4  Hyperventilation  was  pro- 
duced within  one  hour,  secondary  to  the  rapid 
onset  of  metabolic  acidosis  which  in  turn  was 
postulated  to  be  due  to  conversion  of  ferrous 
iron  to  the  ferric  form  and  the  production  of 
ferric  hydroxide.9 

This  latter  compound  is  unstable  and  forms 
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complexes  giving  up  hydrogen  ions  in  the  pro- 
cess. These  workers  also  found  hemoconcentra- 
tion  due  to  a shift  of  fluid  from  the  intravascular 
to  the  extravascular  compartment.  Furthermore, 
they  demonstrated  decreased  stroke  volume,  car- 
diac output,  and  blood  pressure,  and  increased 
pulse  rate  secondary  to  decreased  venous  return. 

vascular  collapse 

It  is  the  vascular  collapse  which  is  the  lethal 
factor  in  iron  toxicity  and  even  though  intestinal 
necrosis  and  peritonitis  frequently  occur  in  those 
cases  which  come  to  autopsy,  death  can  also  oc- 
cur in  their  absence.  In  our  first  case  reported 
above,  though  there  was  an  area  of  hemorrhagic 
necrosis  in  the  cecum  and  local  peritonitis,  there 
was  no  perforation  or  generalized  peritonitis  of 
sufficient  extent  to  be  considered  the  cause  of 
death.  Reissmann  demonstrated  that  death  could 
occur  without  gastro-intestinal  changes  and  con- 
cluded that,  “the  intestinal  or  gastric  necrosis 
is  not  a necessary  factor  or  integral  part  of  the 
fatal  outcome  of  iron  poisoning  and  that  the 
lethal  effect  is  primarily  due  to  the  absorbed 
iron.” 

treatment 

The  following  procedure  is  offered  as  a general 
plan  of  management  in  treatment  of  this  emer- 
gency condition.  Alterations  in  the  plan  will  oc- 
cur with  individual  cases,  of  course. 

A.  Treat  the  Shock.  In  the  presence  of  shock, 
intravenous  therapy,  through  a cutdown,  should 
be  started  immediately.  While  blood  is  being 
typed  and  cross-matched  (enough  sample  being 
drawn  for  a determination  of  serum  electrolytes 
and  iron),  plasma  or  plasma  substitutes  may  be 
started.  Whole  blood  can  then  be  administered 
and  the  advisability  of  doing  an  exchange  trans- 
fusion may  be  considered.  Vasopressors  may  also 
be  of  some  help  since  the  vasodepressor  action 
of  VDM  probably  contributes  to  the  shock  syn- 
drome. 

B.  Empty  the  Stomach.  Induction  of  emesis 
should  be  the  first  phase  of  this  step  since  the 
large  iron  tablets  are  not  likely  to  pass  through 
a lavage  tube.  Following  this,  the  stomach  should 
be  lavaged  with  5 per  cent  sodium  bicarbonate 
solution  and  20  cc.  of  the  solution  should  be  left 
in  the  stomach  at  the  end  of  the  procedure  in 
order  to  convert  what  iron  remains  into  the  less 
soluble  salt,  ferrous  carbonate. 

If  there  is  no  doubt  that  iron  was  ingested, 
this  step  should  be  performed  as  soon  as  the  child 


is  seen  and  the  blood  pressure  is  known  to  be 
stabilized  since,  as  has  been  noted,  gastric  ab- 
sorption of  iron  is  possible  and  toxic  symptoms 
can  occur  within  30  to  60  minutes  of  ingestion. 

C.  X-ray  of  the  Abdomen.  This  simple  and 
often  ignored  procedure  can  be  used  before  the 
induction  of  emesis  is  attempted  if  there  is  any 
doubt  that  iron  was  really  ingested.  If  no  iron 
pills  show  up  in  the  stomach  on  x-ray,  gastric 
lavage  will  be  pointless  and  the  child  can  be 
spared  the  trauma  and  potential  danger  of  this 
procedure.  If  emesis  has  been  induced,  an  x-ray 
of  the  abdomen  will  demonstrate  if  all  the  pills 
have  been  removed.  If  a number  of  pills  remain 
in  one  location,  as  in  our  first  case,  surgical  re- 
moval may  be  considered  if  the  patient’s  condi- 
tion permits.  As  can  be  seen  in  our  third  case, 
serial  x-rays  of  the  abdomen  are  extremely  use- 
ful in  directing  the  course  of  treatment.  In  this 
case  it  should  be  noted  that  more  than  twelve 
hours  after  ingestion,  1.2  grams  of  ferrous  sulfate 
could  still  be  detected  in  the  stomach  and  the 
pills  were  successfully  removed  by  further  in- 
duced emesis.  Without  the  use  of  x-ray  the  pres- 
ence of  these  pills  would  not  have  been  suspected 
this  long  after  ingestion.  Demonstration  of  the 
retention  of  these  pills  after  repeated  emesis 
over  a prolonged  period  teaches  an  important 
lesson  about  the  treatment  of  poisonings  in  gen- 
eral. 

D.  Empty  the  Bowel.  Cathartics  should  be 
given,  combined  with  enemas  if  necessary,  to 
empty  the  bowel.  Demulcents  such  as  milk,  oil, 
or  egg  whites  may  be  used  to  prevent  absorption 
of  the  iron  as  it  passes  through  the  gut.  Bi- 
carbonate or  phosphate  ions  can  be  provided  to 
decrease  the  solubility  of  the  iron.  Very  rapid 
transit  times  through  the  intestine  can  be 
achieved  so  that  nearly  intact  iron  tablets  can 
be  retrieved  in  the  stool. 

E.  Exchange  Transfusion.  This  is  probably 
the  most  efficient  method  for  removal  of  the 
absorbed  iron  from  the  blood  stream  and  body 
tissues.  If  a cutdown  has  already  been  perform- 
ed for  the  administration  of  fluids,  as  proposed 
above,  exchange  transfusion  can  be  started  with 
little  loss  of  time  if  the  patient’s  condition  does 
not  respond  to  the  above  measures.  Amerman 
et  al  report  on  the  efficacy  of  this  form  of  treat- 
ment in  the  case  of  an  18  month  old  child  who 
ingested  45  to  75  gr.  of  ferrous  sulfate,  vomited 
and  had  black  stools.  Their  patient  was  admitted 
with  peri-oral  cyanosis,  blood  pressure  of  50/0, 
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and  in  semi-comatose  condition  (much  like  case 
2 above).  Six  and  one-half  hours  after  admission, 
exchange  transfusion  was  started  and  the  patient 
subsequently  recovered.  Whether  the  transfusion 
was  really  necessary  is  not  definitely  shown  but 
it  seemed  to  be  of  use  when  other  measures  fail- 
ed to  eliminate  the  cyanosis. 

In  view  of  the  problems  in  blood  coagulation 
which  develop  as  a result  of  iron  poisoning,  as 
elaborated  by  Wilson  et  al,10  this  aspect  of  the 
treatment  program  assumes  even  greater  im- 
portance and  should  be  emphasized  more  than 
it  has  been  in  recent  articles.11 

F.  Chelating  Agents.  The  use  of  these  agents 
has  been  advocated  and  carried  out  by  a number 
of  people  on  a theoretical  basis  but  the  opinion 
of  the  investigators  who  have  examined  their  use 
in  removing  iron  in  iron  storage  diseases  is  prac- 
tical. It  is  well  summarized  in  the  following 
statement  and  probably  can  be  applied  equally  as 
well  to  acute  iron  poisoning,  viz.,  “In  evaluating 
the  use  of  chelating  agents  it  is  apparent  that 
the  increases  in  iron  excretion  are  only  a small 
fraction  of  the  amount  removed  by  a single  phle- 
botomy and  it  is  doubtful  that  this  form  of  chemi- 
therapy  can  compete  with  bleeding  as  a means 
of  mobilizing  iron  in  primary  hemochromatosis.”12 
Benson  and  Sisson  used  EDTA  ( ethylenediami- 
netetraacetic  acid)  in  the  treatment  of  experi- 
mental iron  poisoning  in  dogs  and  were  able  to 
lower  the  serum  iron  but  their  animals  subse- 
quently died.13 

Cann  and  Verhulst  correctly  state  that  “the 
removal  of  circulating  iron  from  the  body  by 
dimercaprol  ( BAL ) has  proved  disappointing. 
The  dimercaprol-iron  complex  seems  to  be  more 
toxic  than  iron  salts.”8 


G.  Correction  of  Acidosis.  As  mentioned  ear- 
lier, metabolic  acidosis  is  an  early  occurrence  in 
the  iron  toxicity  syndrome.  When  the  more  im- 
portant measures  have  been  carred  out,  the  ad- 
justment of  electrolyte  balance  should  be  per- 
formed with  M/6  sodium  lactate  or  sodium  bi- 
carbonate. 

H.  Artificial  Kidney.  The  use  of  this  machine 
has  been  advocated  in  the  treatment  of  iron  poi- 
soning but  it  is  doubtful  if  it  would  add  anything 
to  the  therapeutic  regimen.  As  Reissmann  point- 
ed out,  most  of  the  iron  in  the  plasma  is  in  a non- 
dialyzable  form.  Precious  time  could  be  lost  in 
initiating  artificial  dialysis  when  exchange  trans- 
fusion could  be  quickly,  and  probably  more  ef- 
fectively, instituted. 

I.  Hospitalization.  Due  to  the  deceptive  clin- 
ical course  of  this  syndrome,  we  believe  in  the 
hospitalization,  immediately  after  ingestion,  of 
all  children  in  whom  there  is  any  doubt  that  all 
of  the  ingested  material  was  removed  from  the 
stomach.  They  should  be  observed  for  at  least 
48  hours  and  attending  nurses  and  physicians 
should  be  instructed  not  to  be  deceived  by  ap- 
parent well-being  of  the  patient. 

prevention 

Of  course,  the  first  line  of  defense  in  the  pre- 
vention of  accidental  iron  poisoning  consists  of 
the  general  precautions  against  any  kind  of  medi- 
cinal poisoning  in  children,  viz.,  keeping  medi- 
cine containers  tightly  sealed,  out  of  reach,  and 
locked  up. 

Another  important  preventive  measure  is  the 
proper  instruction  of  the  public  in  the  high  toxi- 
city of  iron  salts  by  labelling  the  bottles  as  poi- 
sonous to  children.  As  an  extension  of  this  it  is 
important  for  patients  and  physicians  to  be  aware 


REFERENCES 


1 Forbes,  G.,  Poisoning  with  a preparation  of  iron, 
copper,  and  manganese,  Brit.  M.J.  1:367-370  (March  22) 
1947. 

2 Aldrich.  R.  A.,  Acute  iron  toxicity.  In  Iron  in  Clin- 
ical Medicine  (ed.  by  R.  G.  Wallerstein  and  S.  R.  Mettier), 
Univ.  of  California  Press,  1958,  pp.  93-104. 

3 Amerman,  E.  E.,  Brescia,  M.  A.,  and  Aftahi,  F.,  Fer- 
rous sulfate  poisoning:  report  of  a case  successfully  treat- 
ed by  exchange  transfusion,  J.  Pediat.  S Louis  53  (4):476-78 
(October)  1958. 

4 Reissmann,  K.  R.,  Coleman,  T.  J.,  Budai,  B.  S.,  and 
Moriarty,  L.  R.,  Acute  intestinal  iron  intoxication,  Blood 
10:35-45  (January)  1955. 

5 Shorr,  E.,  Zweifach,  B.  W.,  and  Furchgott,  R.  F.,  On 
occurrence,  sites,  and  nodes  of  origin  and  destruction  of 
principles  affecting  compensatory  vascular  mechanisms  in 
experimental  shock,  Science  102:489-98  (Nov.  16)  1945. 

6 Heilmeyer,  L.,  Ferritin.  In  Iron  in  Clinical  Medicine 
(ed.  by  R.  G.  Wallerstein  and  S.  R.  Mettier),  Univ.  of  Cali- 
fornia Press,  1958,  pp.  24-42 


7 Keiderling,  W.  and  Wohler,  F.,  Zur  physiologie  and 
pathologie  des  speichereisens,  Arch  Exper  Path  u Pharma- 
kol  221:418-433,  1954. 

8 Cann,  H.  M.  and  Verhulst,  H.  L.,  Accidental  poisoning 
in  young  children,  the  hazards  of  iron  medication,  AMA 
J Dis  Child  99:688-91  (May)  1960. 

9 Reissmann,  K.  R.,  Coleman,  T.  J.,  Budai,  B.  S.,  and 
Moriarty,  L.  R.,  Acute  intestinal  iron  intoxication;  meta- 
bolic, respiratory,  and  circulatory  effects  of  absorbed  iron 
salts,  Blood  10:46-51  (January)  1955. 

10  Wilson,  S.  J.,  Health,  H.  E.,  Nelson,  P.  L.,  Ens,  G.  G.. 
Blood  coagulation  in  acute  iron  intoxication,  Blood  13(5): 
483-491  (May)  1958. 

11  Charney,  E.,  A fatal  case  of  ferrous  sulfate  poisoning. 
JAMA  178:326-27  (October)  1961. 

12  Figueroa,  W.  G.,  The  enchantment  of  iron  excretion 
in  iron  storage  disease.  In  Metal  Binding  in  Medicine  (ed. 
by  M.  J.  Seven  and  L.  A.  Johnson),  J.  B.  Lippincott  (Phil- 
adelphia), 1960,  pp.  146-153. 

13  Bronson,  W.  R.  and  Sisson,  T.  R..  Studies  on  acute 
iron  poisoning,  AMA  J Dis  Child  99:18-26  (January)  1960. 


842 

Northwest  Medicine,  October  1962 


of  the  various  vitamin  and  hematinic  agents 
which  contain  iron  in  significant  quantities. 

summary 

The  recent  high  incidence  of  iron  poisoning 
with  one  fatality  at  our  hospital  has  been  illus- 
trated. A number  of  important  points  concern- 
ing iron  poisoning  have  been  emphasized,  viz. : 

A.  The  high  mortality  rate,  often  running  to 
50  per  cent. 

B.  The  deceptive  clinical  picture  with  a period 
of  apparent  well-being  occurring  just  prior  to  the 
rapid  onset  of  cardiovascular  collapse. 


C.  The  significance  of  this  problem  to  physi- 
cians who  are  prescribing  iron  compounds  to 
their  patients. 

D.  The  use  of  x-ray  films  to  demonstrate  the 
presence  of  iron  tablets  in  the  gastro-intestinal 
system. 

E.  The  important  role  gastric  absorption  plays 
in  the  production  of  this  syndrome. 

F.  The  advisability  of  hospitalization  in  the 
management  of  virtually  all  of  these  cases.  ■ 

Santa  Clara  County  Hospital 


A Double  Blind  Study  oj  a New  Analgesic  Combination 

HUGO  UHLAND,  M.D.  Portland,  Oregon 


Although  the  search  for  effective  pain  relief  is 
as  old  as  human  suffering  itself,  the  subjective 
nature  of  pain  makes  the  quantitative  evaluation 
of  analgesia  an  extremely  complex  problem.  The 
pain  threshold  not  only  varies  from  patient  to 
patient  but  apparently  may  vary  in  the  same  pa- 
tient from  moment  to  moment,  depending  on 
mood  and  other  psychological  factors.  Analgesics 
alter  an  individual’s  subjective  feeling  of  pain 
and  his  response  to  it  without  eliminating  its 
cause  or  affecting  its  source. 

Since  about  the  turn  of  the  century,  aspirin  and 
morphine  ( or  its  synthetic  analogues ) have  been 
the  standards  of  analgesia.  Today,  there  is  little 
doubt  that  aspirin  is  the  most  widely  used  thera- 
peutic agent  throughout  the  world.  But  because 
pain  is  intensified  by  anxiety  or  tension,  adjunc- 
tive use  of  a tranquilizer  will  often  augment  the 
action  of  aspirin. 

Batterman  and  co-workers1  have  shown  that 
ethoheptazine,  a non-narcotic  analgesic  with 
close  structural  relationship  to  meperidine,  re- 
lieves pain  without  the  characteristic  morphine 
respiratory-circulatory  depression  or  the  excite- 
ment which  is  occasionally  seen.  Cass,2  using 


This  study  was  conducted  at  the  University  of  Nebraska 
College  of  Medicine,  Omaha. 


ethoheptazine  and  aspirin  together,  got  better 
pain  relief  than  from  either  substance  used  alone. 
Mitchell1  reported  the  advantages  of  combining 
meprobamate  and  aspirin.  Splitter1  used  the 
three  drugs  together  in  office  patients  with  ex- 
cellent results.  Harsha5  found  this  combination 
very  effective  in  acute  cervical  and  lumbar 
sprains. 

The  present  study  was  undertaken  to  deter- 
mine the  relative  analgesic  effectiveness  of  the 
same  combination  used  by  Splitter  and  Harsha: 
150  mg.  meprobamate,  75  mg.  ethoheptazine  cit- 
rate, and  250  mg.  acetylsalicylic  acid*.  Results 
were  compared  with  those  in  patients  given  tab- 
lets containing  a standard  dose  of  325  mg.  acetyl- 
salicylic acid  and  with  those  in  a group  receiving 
placebos. 

plan  of  investigation 

The  experiment  incorporated  several  design 
features  intended  to  insure  proper  evaluation  of 
the  medication,  particularly  as  to  the  subjective 
effects.  The  three  materials  were  made  up  as 
tablets  with  identical  taste  and  appearance. 
They  were  numbered  and  distributed  among  pa- 


•Available  in  tablet  form  as  Equagesic,  Wyeth  Labora- 
tories. 
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Table  1 


Comparative  analgesic  effectiveness  of  aspirin  with 
meprobamate  and  ethoheptazine,  aspirin,  and  placebo,  in  a 
group  of  ambulatory  out-patients 


Degree  of  Relief 

Satisfactory  Unsatisfactory 


Drug 

Complete 

>50% 

% Total 

<50% 

None 

% Total 

Totals 

Experimental 

7 

5 

75 

2 

2 

25 

16 

Aspirin 

12 

7 

76 

4 

2 

24 

25 

Placebo 

6 

17 

58 

4 

13 

42 

40 

Total 

25 

29 

10 

17 

81 

tients  according  to  a random  plan,  making  it 
likely  that  individual  differences  would  cancel 
out  within  the  groups.  The  dosage  of  all  lots  was 
two  tablets  four  times  a day.  No  patient  or  phy- 
sician knew  which  preparation  was  being  pre- 
scribed. The  reporting  forms  used  were  special- 
ly prepared  for  recording  responses  which  could 
be  analyzed  according  to  the  rank  t-test  as  de- 
scribed by  Bross.6  Pain  was  graded  as  mild,  mod- 
erate or  severe,  and  its  relief  as  complete,  more 
than  50  per  cent,  less  than  50  per  cent,  or  none. 
If  no  relief  followed  three  consecutive  doses,  the 
patient  was  offered  a knowai  analgesic. 

In  order  to  adhere  to  conditions  approximating 
actual  use,  the  study  was  conducted  with  both 
an  ambulatory  and  a hospitalized  group,  with  a 
total  of  260  patients  receiving  1521  doses  of  the 
special  tablets.  In  both  groups,  patients  were 
seen  daily  and  were  questioned  closely  as  to  type 
and  degree  of  pain  and  the  extent  of  its  relief. 

The  first  group  was  composed  of  81  ambula- 
tory patients,  56  women  and  25  men  ranging  in 
age  from  16  to  46  years,  treated  at  the  University 
Health  Service,  University  of  Nebraska,  Omaha. 
These  patients  were  unselected  by  diagnosis,  se- 
verity or  duration  of  pain,  and  presented  varied 
complaints,  such  as  myalgia,  dysmenorrhea, 
grippe,  trauma  and  arthritis.  They  were  instruct- 


ed to  take  two  tablets  four  times  a day  or  as 
needed  for  the  relief  of  pain. 

The  second  group  represented  a separate  one- 
month  study.  It  comprised  125  parturient  wo- 
men, ranging  between  14  and  44  years  of  age, 
hospitalized  at  the  University  Obstetrical  Serv- 
ice, College  of  Medicine,  U.  of  N.  They  receiv- 
ed tablets  post  partum,  upon  request,  for  relief 
of  after-pains,  breast  pain,  episiotomy  pain, 
headache  and  backache.  These  patients  were 
followed  for  from  one  to  four  days,  a longer  per- 
iod of  time  than  the  average  health  service  pa- 
tient was  seen,  and  received  more  of  the  medi- 
cations. Each  took  from  4 to  20  doses,  with  over 
half  having  six  or  more  doses. 

results 

Analysis  of  results  showed  the  ambulatory 
group  to  be  insufficient  in  number  and  too  high 
in  placebo  response  for  any  conclusions  to  be 
drawn  (Table  1).  The  percentage  of  placebo 
responders,  i.e.,  those  reporting  50  per  cent  or 
greater  relief  from  placebos,  was  58  per  cent  in 
this  group.  This  large  number  would  cast  con- 
siderable doubt  on  the  responses  of  those  taking 
the  active  agents. 

Mild  side  reactions  occurred  in  14  per  cent  of 
this  group.  On  the  experimental  combination, 


Table  2 

Comparative  analgesic  effectiveness  of  aspirin  with 
meprobamate  and  ethoheptazine,  aspirin,  and  placebo,  in  a 
group  of  hospitalized  women  suffering  postpartum  pain 


Drug 

Complete 

Satisfactory 

>50% 

Degree  of  Relief 
% Total  <50% 

Unsatisfactory 
None  % Total 

Totals 

Experimental 

27 

18 

83 

5 

4 

17 

54 

Aspirin 

8 

15 

74 

5 

3 

26 

31 

Placebo 

7 

4 

28 

9 

20 

72 

40 

Total 

42 

37 

19 

27 

125 
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two  patients  reported  drowsiness,  one  reported 
dizziness  and  another  nausea.  With  aspirin,  three 
were  drowsy  and  one  was  dizzy.  Placebos 
caused  drowsiness  in  two  and  epigastric  distress 
in  one  patient. 

The  hospitalized  women  had  much  less  diffi- 
culty in  discriminating  between  the  preparations. 
Complete  control  of  pain  was  achieved  in  50  per 
cent  of  those  taking  the  experimental  combina- 
tion, in  26  per  cent  of  those  taking  aspirin  and 
in  18  per  cent  of  the  placebo  controls  (Table  2). 
When  analyzed  by  the  rank  t-test,  aspirin  was 
more  effective  than  placebo  (p  <.01 ) and  the 
test  drug  was  significantly  better  than  aspirin 

(p.  < 05). 

The  percentage  of  placebo  reactors  in  this 
group  (28  per  cent)  appears  reasonable,  within 
the  range  reported  by  Beecher.7  Since  the  tab- 
lets were  randomely  assigned,  the  women  receiv- 
ing each  kind  were  distributed  equally  in  age  and 
parity  among  the  groups. 

Side  effects  were  few,  mild,  and  equally  dis- 
tributed among  the  drug  and  placebo  groups. 
On  the  experimental  analgesic,  drowsiness  ap- 
peared in  four  patients  and  dizziness  in  two. 
With  aspirin,  two  patients  were  drowsy.  The 
placebos  produced  drowsiness  in  three  patients 
and  epigastric  distress  in  one. 


This  experiment,  which  followed  such  guiding 
principles  as  closely  as  possible,  demonstrated 
that  analgesia  from  a combination  of  aspirin  with 
ethoheptazine  citrate  and  meprobamate  is  signif- 
icantly superior  to  that  obtained  with  aspirin 
alone,  while  both  aspirin  and  the  combination 
can  be  adequately  discriminated  from  placebos. 
While  the  group  tested  was  relatively  small,  it 
was  sufficient  in  size  to  insure  that  differences 
observed  did  not  occur  by  chance. 

summary 

An  analgesic  preparation  containing  aspirin, 
ethoheptazine  citrate  and  meprobamate  was  as- 
sessed in  a double-blind,  randomized  study  of 
206  patients.  A placebo  control  group  was  used 
to  establish  baseline  responses,  and  aspirin  was 
used  as  the  standard  for  comparison. 

In  one  group  of  81  ambulatory  patients  of  a 
student  health  service,  the  small  number  of  sub- 
jects and  a high  placebo  response  made  the  re- 
sults unsatisfactory.  In  a second  group  of  125 
hospitalized  women  suffering  after-pains,  signifi- 
cantly greater  relief  was  obtained  with  the  test 
drug  than  with  aspirin,  and  both  the  test  drug 
and  aspirin  were  better  than  placebo.  Side  ef- 
fects were  rare  and  never  very  troublesome.  ■ 

2801  North  Gantenbein  Ave.  (17) 


discussion 

Many  forces  may  operate  to  influence  data  in 
clinical  evaluation,  especially  when  subjective  re- 
sponses are  involved.8  Analgesia  is  particularly 
difficult  to  measure  because  pain  is  so  suscepti- 
ble to  suggestion.  Double-blind  unknowns  must 
be  administered  randomly.  Drug  dosage  must  be 
large  enough  to  permit  discrimination  of  active 
from  inactive  agents  but  be  below  toxic  levels. 
Subjects  must  be  chosen  so  as  to  obtain  a truly 
representative  clinical  sample.  Where  no  objec- 
tive parameters  are  available  as  guides,  full  re- 
liance for  control  must  be  placed  on  a placebo 
group;  any  rise  in  pain  threshold  caused  by  psy- 
chodynamic factors  can  then  be  set  apart  from 
that  produced  by  active  medications.  A known 
standard,  such  as  aspirin,  must  be  used  against 
which  differences  in  response  can  be  measured. 
Degree  of  pain  relief  is  best  reported  in  patient 
interviews,  where  close  questioning  is  possible. 
Hospitalization  of  patients  is  preferable  because 
the  uniformity  of  environment  tends  to  eliminate 
many  extraneous  influences  on  the  patient’s  psy- 
chic state. 


Chemical  Nomenclature 


generic  names 


trade  names 


ethoheptazine 

meperidine 

meprobamate 


Zactane 

Demerol 

Equanil 
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The  Socialization  of  Two  Professions 

R.  A.  LYMAN,  M.D.  Pocatello,  Idaho 


O uis  is  the  age  of  the  frightened  man.  No  longer 
is  it  only  the  little  man  who  is  fearful.  Today  it 
is  the  influential,  the  learned,  and  the  prosperous 
who  are  insecure.  The  medical  profession  is 
frightened  as  never  before.  We  have  so  much  to 
lose  and  we  are  so  unaccustomed  to  losing.  I 
did  not  quite  realize  how  frightened  we  are  un- 
til some  months  ago  I sat  in  an  audience  of  phy- 
sicians and  listened  to  the  incoming  president  of 
a medical  society  announce  his  plans  for  his  term 
of  office  that  was  about  to  begin.  He  began  by 
reminding  us  that  a decade  ago  organized  medi- 
cine rallied  to  defeat  a measure  which  was  label- 
ed as  harmful  to  our  profession.  In  spite  of  our 
victory,  he  went  on  to  say,  about  forty  per  cent 
of  the  provisions  of  that  measure  have  found 
their  way  into  the  law  of  the  land.  He  pointed 
out  that  medicine  now  has  its  “back  to  the  wall” 
and  that  we  are  losing  against  the  forces  that  seek 
to  undermine  and  destroy  all  that  we  have  man- 
aged to  accomplish  in  two  thousand  years  of 
painstaking  progress.  He  assured  us  that  the 
main  efforts  of  his  administration  would  be  di- 
rected toward  opposing  as  vigorously  as  possible 
any  further  governmental  “interference”  in  the 
practice  of  medicine,  but  that  some  delay  in  the 
process  of  socializing  us  is  the  best  that  we  can 
hope  for. 

These  are  the  words  of  a frightened  man,  an 
elected  representative  of  the  profession  that 
claims  to  have  done  more  than  any  other  to  rid 
the  world  of  fear.  They  do  us  no  credit.  I won- 
der if  the  only  valid  reason  for  fear  is  not  the 
awareness  of  one’s  own  deficiencies.  Whoever  is 
confident  of  his  own  capabilities  is  afraid  of 
nothing  and  of  no  one.  It  seems  that  we  have 
one  of  the  most  serious  of  deficiencies,  a frighten- 
ed leadership.  We  need  to  recollect  that  there 
was  a time,  a half  century  ago,  when  medical 
leaders  were  not  inclined  to  fight  delaying  ac- 
tions. We  refer  to  those  days  as  the  “heroic  age 
of  medicine.”  It  was  an  heroic  period,  not  only  in 
terms  of  scientific  progress,  but  more  significant- 
ly, in  terms  of  confidence,  in  terms  of  vision,  and 


Dr.  Lyman  is  Head  of  the  Division  of  Biological  Sciences, 
Idaho  State  College. 


in  terms  of  courage.  Today,  medical  discovery  is 
flourishing  at  least  as  conspicuously  as  it  ever 
has,  but  it  seems  that  all  the  genius  is  confined 
to  the  laboratory  and  the  clinic.  It  is  quite  ap- 
parent that  this  is  no  heroic  age  of  medical 
leadership. 

The  prime  attribute  of  a leader  is  not  stub- 
bornness, but  adaptability.  Anyone  who  is  not 
utterly  blind  can  see  that  some  changes  in  the 
way  medical  practice  is  regulated  and  recom- 
pensed are  going  to  occur  in  this  country.  It  is 
the  obligation  of  medical  leaders  to  search  for 
the  means  whereby  our  accomplishments  can  be 
retained  and  extended  under  the  new  system  in- 
stead of  devoting  themselves  to  futile  efforts  to 
maintain  an  outmoded  fashion  in  a new  era.  As 
a prelude  to  this  real  task,  medical  leaders  might 
well  take  a critical  look  at  the  implications  of 
some  ideas  which  they  have  long  supported. 

The  probability  that  the  control  of  medicine 
will  fall  into  non-medical  hands  is  widely  regard- 
ed as  one  consequence  of  the  extension  of  medi- 
cal service  to  more  people  through  some  govern- 
mental means.  If  such  a disaster  is  visited  on  us, 
it  will  stem  from  the  indifference  of  the  physi- 
cians themselves.  Independence  of  a profession 
can  be  guaranteed  only  bv  the  profession  itself, 
its  integrity,  its  spirit,  and  its  vigilance.  Physi- 
cians alone  have  the  only  real  knowledge  of 
health  and  disease  and  the  skill  to  make  this 
knowledge  productive.  If  they  lose  control  of 
their  destiny  to  lesser  men,  it  is  only  because  they 
lack  the  ingenuity  and  determination  to  retain  it. 
The  fact  that  medicine  has  maintained  its  free- 
dom under  the  present  framework  of  society  au- 
gurs well  for  its  capacity  to  do  so  under  a future 
system,  whatever  it  may  be. 

Another  remarkable  misconception  that  or- 
ganized medicine  labors  under  is  the  idea  that 
there  is  something  ennobling  about  a fee  and 
something  corrupting  about  a regular  stipend. 
An  astonishing  number  of  graduates  of  Grade  A 
medical  schools  will  argue  that  a high  type  of 
professional  conduct  can  exist  only  under  a fee 
system.  If  they  are  right,  a “high  type  of  pro- 
fessional conduct”  must  be  a scarce  commodity 
today  when  nearly  everyone  works  for  a salary. 
The  truth  is  that  any  form  of  financial  reward  is 
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corrupting,  salary  and  fee  alike.  Whoever  has  an 
appetite  has  a weakness  and  whoever  can  satisfy 
an  appetite  has  a weapon  if  he  chooses  to  use  it. 
However,  not  every  weakness  is  exploited  nor  is 
every  weapon  used.  Men  who  have  stomachs  are 
not  always  without  virtue  nor  does  the  size  of  the 
fee  always  determine  the  quality  of  the  service. 

Physicians  waste  a lot  of  good  vituperation  on 
those  evil  fellows  who  would  “socialize”  them, 
i.e.,  regulate  them  more  thoroughly  by  laws,  by 
superiors,  and  nourish  them  with  salaries.  Of 
course,  the  physicians  are  the  ones  who  are  so- 
cializing themselves,  but  do  not  know  it.  They 
are  not  the  first  profession  to  be  doing  so,  but 
nearly  the  last.  We  have  so  very  little  company 
in  this  world  of  free  opportunity  and  professional 
respectability.  Most  of  the  other  professions  are 
already  domesticated.  If  there  is  no  move  afoot 
to  socialize  a free  profession  it  is  only  because 
that  profession  is  not  considered  as  vital  to  so- 
ciety as  it  might  be.  It  has  not  proved  itself  to 
the  satisfaction  of  enough  people.  Since  we  are 
sought  after  to  the  extent  that  we  are,  let  us  ac- 
cept this  tribute  to  our  importance  with  fitting 
humility,  for  we  still  have  much  reason  to  be 
humble.  Look  for  a moment  at  the  history  of 
the  present  effort  to  socialize  us,  to  see  what  has 
brought  it  about. 

The  modern  scientifically-oriented  physician 
is  a recent  product  of  a long  evolutionary  series. 
The  exact  date  of  his  appearance  cannot  be 
specified  because  he  did  not  generate  suddenly, 
but  by  a gradual  accumulation  of  trifling  muta- 
tions from  an  archetypal  form  called  a witch- 
doctor. As  long  as  there  were  only  witch  doctors 
in  whom  one  could  “believe”  or  not  believe  as 
his  judgment  and  experience  dictated,  the  fee 
system  was  secure.  The  blood  letters,  the  acu- 
puncturers,  the  purgers,  the  goat-gland  special- 
ists, the  homeopaths,  the  naturopaths,  the  chiro- 
practers,  and  other  colorful  practitioners  living 
and  extinct,  have  always  been  advocates  of  the 
fee  system.  It  flourished  under  them  and  they 
under  it.  Nobody  wanted  to  socialize  them. 
They  were  exponents  of  freedom,  the  freedom  to 
fleece  the  public  as  they  like  and  the  public’s 
freedom  to  be  swindled  as  it  likes.  Sadly  enough, 
it  is  the  Semulweisses,  the  Listers,  the  Pasteurs, 
the  Olsters,  the  Halsteads,  the  Mayos,  the  Whites 
that  have  endangered  the  freedom  of  medicine. 
Men  such  as  these  established  the  worth  of  medi- 
cine in  the  eyes  of  the  whole  world,  and  by  doing 
so  encouraged  the  view  that  a society  which 


guarantees  us  the  pursuit  of  happiness  might 
well  endeavor  to  guarantee  us,  insofar  as  it  is 
possible,  the  health  with  which  to  pursue  it. 

Now  that  the  physician’s  worth  is  proved,  now 
that  his  services,  costly  as  they  are,  are  regarded 
as  necessities  rather  than  as  luxuries,  it  is  not 
surprising  to  find  sentiment  in  favor  of  bringing 
him  under  the  same  economic  system  that  sup- 
ports the  engineer  and  the  teacher,  most  of  whom 
are  salaried  persons  employed  by  some  kind  of 
large  institution,  governmental  or  otherwise. 
When  other  professions,  the  legal  one  for  exam- 
ple, succeed  in  demonstrating  their  worth  and 
reliability  as  convincingly  as  medicine  has,  they 
can  expect  the  same  sort  of  treatment  as  physi- 
cians now  anticipate  from  the  hand  of  a grateful 
society.  Let  us  accept  this  tribute  to  our  import- 
ance with  grace  and  humility,  for  we  may  not 
altogether  deserve  it. 

Of  course  it  will  cost  a great  deal  to  domesti- 
cate the  physician,  but  he  is  the  only  one  who 
seems  to  object.  He  fears  that  something  like 
adequate  medical  care  for  everyone  will  bank- 
rupt the  country.  Let  him  remember  that  ours  is 
the  country  that  has  put  two  and  sometimes  three 
cars  in  every  garage,  a television  set  in  every 
living  room  and  in  most  basements,  and  a mort- 
gage in  every  safety  deposit  box.  We  now  spend 
more  on  alcoholic  beverages  and  tobacco  than  on 
health  and  education  combined.  A nation  capa- 
ble of  all  this  can  find  a way  to  support  the  phy- 
sician in  something  like  the  style  to  which  the 
average  one  is  accustomed,  and  why  should  it 
not?  Our  economy  demands  ways  of  consuming 
funds  fast,  but  not  necessarily  futilely.  We  are 
satisfied  to  spend  a large  proportion  of  the  na- 
tion’s budget  on  arms  and  attempting  to  colonize 
the  moon.  Perhaps  this  is  the  time  to  suggest  that 
a fair  portion  of  the  nation’s  income  might  even 
more  profitably  be  spent  on  health.  Such  a pro- 
posal has  one  glaring  defect:  it  is  obviously  too 
sane  for  the  times. 

So  it  is  the  reliability,  the  respect  it  has  earned 
—in  short,  the  very  excellence  of  medicine— that 
is  leading  to  what  most  physicians  regard  as  its 
ruin.  They  will  fight  change  under  the  label  of 
“socialism”  as  economically  successful  groups 
have  always  fought  it  under  other  terms  that 
were  odious  at  the  moment.  One  day  they  may 
come  to  admire  the  system  for  the  very  qualities 
that  now  seem  so  objectionable  to  them.  They 
may  even  find  themselves  in  the  end  better  phy- 
sicians, with  greater  rather  than  fewer  opportuni- 
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ties  for  service.  It  is  more  than  probable  that 
they  will  still  also  have  most  of  the  same  prob- 
lems, the  same  responsibilities,  and  much  the 
same  rewards  that  they  have  today. 

Perhaps  the  strangest  inconsistency  of  which 
organized  medicine  is  guilty  concerns  the  fee 
system.  The  fee  is  a symbol  of  the  physician’s 
freedom  and  his  hostility  toward  what  he  calls 
socialism,  and  yet  he  uses  the  fee  as  a socializing 
instrument  on  his  patients.  It  has  long  been  the 
tradition  in  medicine  to  adjust  the  fee  to  the  pa- 
tient’s ability  to  pay,  and  the  practice  is  defended 
on  the  basis  of  its  fairness.  Now  suppose  for  a 
moment  that  the  same  policy  were  adopted  to- 
ward us.  Let  the  butcher,  the  baker,  and  the 
Cadillac-maker  suddenly  decide  to  charge  us, 
and  everyone  else,  in  proportion  to  our  ability 
to  pay.  Then  everyone’s  income  would  have  the 
same  purchasing  power  and  something  even 
more  extreme  than  socialism  would  prevail.  Un- 
til the  physician  can  bring  himself  to  charge  a 
uniform  fee  for  a given  service,  he  has  not  really 
endorsed  the  system  of  free  enterprise  that  he  is 
so  intent  on  saving. 

There  is  little  doubt  that  the  sliding  fee  system 
has  done  more  to  bring  about  the  socialization  of 
medicine  than  all  the  protagonists  of  the  welfare 
state  combined.  It  encourages  the  occasional 
rascal,  and  there  are  a few,  even  in  medicine,  to 
charge  just  what  he  thinks  the  traffic  will  bear. 
One  such  practitioner,  by  submitting  just  one  un- 
reasonable bill  that  gets  widespread  publicity, 
does  more  to  hasten  the  advent  of  socialized 
medicine  than  a lifetime  of  devoted  service  by  a 
thousand  conscientious  physicians  can  do  to  fore- 
stall it.  I fail  to  see  how  a profession  like  medi- 
cine can  afford  to  put  its  reputation  and  its  fu- 
ture in  the  hands  of  its  few  unethical  representa- 
tives. That  is  exactly  what  it  is  doing  with  its 
irrational  adherence  to  the  philosophy  of  the 
graduated  fee.  This  is  the  era  of  the  standard 
price  for  the  standard  product.  We  have  endeav- 
ored for  the  last  half-century  to  standarize  the 
quality  of  medical  service  and  have,  in  great 
measure,  succeeded.  It  is  time  to  consider  the 
need  for  a standarized  price  for  our  services.  It 
is  the  standard  service  itself  that  militates  against 
a variable  fee.  If  the  quality  of  the  service  were 
more  undependable  and  if  physicians  were  more 
unreliable,  and  as  a class  less  competent,  the 
graduated  fee  system  would  be  more  readily 
tolerated. 

Moreover,  it  is  presumptuous  on  the  part  of  a 


physician  to  claim  the  right  of  deciding  what  a 
patient  can  afford  to  pay  for  a service.  People 
will  not  tolerate  presumption  from  the  physician 
now  that  he  stands  revealed  more  as  a man  and 
less  as  a magician  than  he  used  to  be.  Thank  the 
popular  medical  article,  medical  television,  and 
all  the  recent  advertising  of  medical  accomplish- 
ment for  that  change  in  the  public  image  of  the 
physician.  No  longer  can  he  safely  dictate  what 
his  services  are  worth.  Their  value  is  too  well 
known.  No  longer  can  he  afford  to  use  that  once 
crushing  argument  on  anyone  unmannerly 
enough  to  question  his  charges:  “If  I have  over- 
charged you,  tell  me,  just  what  is  your  life  worth 
to  you?’’  Too  many  persons  today  see  in  those 
words  a paraphrase  of  the  argument  of  another 
advocate  of  the  sliding  fee  system:  “Your  money 
or  your  life.”  If  times  have  changed  and  if  the 
propriety  of  certain  arguments  has  changed,  it  is 
the  physician  himself  who  has  changed  them  and 
he  must  expect  to  bear  the  consequences  of  his 
own  triumphs  manfully.  He  has  told  the  public 
the  truth  about  himself  and  his  profession.  Now 
let  him  be  content  to  fall  into  accord  with  the 
good  works  that  are  of  his  own  making. 

A standard  fee  for  a standard  service  consti- 
tutes the  definition  of  a salary.  A man  is  worthy 
of  a salary  only  when  he  can  be  trusted.  A salary 
is  a compliment  and  an  honor,  for  it  acknowl- 
edges integrity  of  the  recipient,  and  his  repudia- 
tion of  the  predatory  way  of  life.  If  the  salary  is 
the  mark  of  a socialized  profession,  it  is  also  the 
mark  of  a civilized  one.  I will  not  deny  that 
there  are  dangers  in  any  new  system  under  which 
efforts  are  made  to  bring  better  medical  care  to 
more  people.  There  are  dangers  in  the  old  sys- 
tem, too,  all  the  dangers  inherent  in  doing  as  one 
likes.  Medicine  is  not  the  first  independent  pro- 
fession whose  worth  has  been  recognized  and 
whose  benefits  have  been  extended,  not  always 
wisely  or  entirely  successfully,  to  a larger  seg- 
ment of  humanity  at  public  expense.  The  same 
thing  happened  to  the  academic  profession.  Per- 
haps a history  of  the  socialization  of  this  profes- 
sion will  provide  at  the  same  time  some  encour- 
agement, some  warning,  and  some  advice  for 
medical  profession. 

The  pursuit  of  freedom  inspired  those  who 
were  responsible  for  the  socialization  of  the 
academic  profession  and  those  who  would 
socialize  the  medical  one.  In  the  one  case  it 
was  political  freedom  that  was  sought  at  the 
moment  and  in  the  other  it  is  freedom  from 
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fear,  the  fear  of  disease,  that  is  the  motivat- 
ing force  of  the  time.  One  of  the  outstand- 
ing leaders  of  the  movement  to  socialize  the 
academic  profession,  a sort  of  18th  century 
Forand,  was  a man  by  the  name  of  Thomas  Jef- 
ferson, an  aristocrat,  a wealthy  landowner,  and 
the  last  man  in  the  world  one  would  have  expect- 
ed to  be  concerned  about  political  freedom  for 
the  common  man.  As  a matter  of  fact,  Jefferson 
did  not  have  much  faith  in  the  common  man.  He 
hoped  to  use  a system  of  public  education  to  se- 
lect from  among  the  common  men  the  uncom- 
mon ones  and  give  them  every  opportunity  of 
becoming  still  more  uncommon,  i.e.,  educated. 
Still,  he  believed  that  the  only  possibility  for  sur- 
vival of  democratic  traditions  lay  in  educating 
persons  to  value  and  to  defend  them.  He  saw  in 
education  the  only  means  whereby  men  might  re- 
tain their  freedom.  His  views  and  those  of  others 
like  him  were  subsequently  reflected  in  the  laws 
which  established  our  public  school  system  and 
socialized  to  a large  extent  the  academic  practi- 
tioners. 

In  early  times  educators  were  free  professional 
men  supported  by  a fee  system  of  their  own 
choosing.  Persons  who  could  afford  the  fee,  and 
could  spare  the  time,  got  the  education.  Those 
who  could  not  afford  educational  care  were  not 
entirely  abandoned  by  the  educators.  They  could 
have  the  services  of  the  educators  from  books 
which  the  learned  men  wrote.  Under  this  system 
learning  flourished  among  the  few  who  could 
afford  it,  and  who  believed  in  the  educators,  but 
languished  in  the  great  bulk  of  the  population. 
Not  all  the  educators  fared  equally  well  under 
the  fee  system.  The  specialists  did  better  than 
the  general  practitioners.  Nearly  all  of  the 
educators  by  the  time  of  Jefferson  had  banded 
themselves  together  into  organizations  called 
“universities”  or  learning  clinics  in  the  larger 
center  of  population.  The  university  favored  the 
quality  of  educational  practice,  for  each  could 
practice  his  specialty  with  the  assistance  of  his 
colleagues.  The  day  of  the  general  educator  in 
the  small  town  and  rural  area  had  passed  so 
completely  that  the  names  of  only  a few  of  them 
are  remembered  today,  Socrates,  for  example. 
Some  people  still  regret  the  passing  of  the  coun- 
try educator  and  claim  that  the  technical  excel- 
lence of  the  university  is  a poor  substitute  for  the 
general  understanding,  the  personal  interest  and 
the  warmth  of  the  relationship  that  once  existed 
between  student  and  teacher. 


Universities  grew  as  more  people  became  con- 
vinced of  the  worth  of  education  and  of  the  com- 
petence of  the  educators.  The  cost  of  education- 
al care  rose  correspondingly.  The  expense  of 
laboratories  had  to  be  met;  buildings  had  to  be 
constructed,  and  as  educators  became  more  skill- 
ful and  more  learned,  they  demanded  higher  sal- 
aries. In  general,  the  public  was  glad  to  pay  the 
increased  cost  of  the  better  educational  care,  for 
nearly  everyone  could  see  that  the  cultivation 
and  protection  of  the  mind  is  nearly  as  important 
as  the  care  and  protection  of  the  body. 

The  socialization  of  education  brought  with  it 
some  surprises.  For  one  thing,  it  did  not  become 
completely  socialized.  Private  educational  clin- 
ics persisted  and  their  quality  remained,  as  a 
rule,  very  high.  They  were  patronized  by  those 
who  could  pay  the  higher  cost  and  who  demand- 
ed the  best  in  educational  care.  Some  of  the 
private  institutions  became  models  of  excellence 
toward  which  the  public  ones  might  strive  and, 
as  leaders  in  the  educational  field,  they  continued 
to  serve  a most  useful  purpose.  The  best  of 
them  became  intensely  proud  of  their  leadership. 
The  worst  of  the  private  institutions  were  fully 
as  bad  as  their  public  counterparts.  The  best  of 
the  public  ones  rivaled  the  best  private  institu- 
tions. These  consequences  were  unforeseen  by 
those  who  argued  that  the  socialization  of  educa- 
tion meant  a deterioration  in  the  quality  of  edu- 
cational care. 

A second  surprise  was  the  ease  with  which 
most  academic  practitioners  fitted  their  needs  to 
the  fee  system  prevailing  in  the  several  kinds  of 
educational  clinics.  It  seemed  that  the  best  of 
the  socialized  educators  were  more  interested  in 
their  work  than  in  their  salaries.  Some  observers 
were  forced  to  the  conclusion  that  there  is  more 
to  the  academic  way  than  the  monetary  profit 
that  can  be  derived  from  it.  The  whole  concept 
that  devotion  can  be  purchased,  or  is  necessarily 
to  be  purchased,  was  shaken  to  its  very  founda- 
tion. 

The  third  and  greatest  surprise  of  all,  I have 
now  to  report.  The  state,  though  it  controlled 
the  budgets  of  the  socialized  educational  insti- 
tutions and  decreed  the  salaries  of  the  academic 
practitioners,  exerted  no  influence  whatever  on 
how  the  professors  ministered  unto  their  patients, 
those  suffering  from  acute  and  chronic  ignorance. 
Public  institutions,  like  private  ones,  became  cen- 
ters of  therapeutic  freedom,  the  one  indistiguish- 
able  from  the  other  where  classes  and  curricula 
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were  concerned.  Political  figures  who  many 
feared  would  become  dictators  of  academic  clin- 
ics, or  at  least  would  exert  frequent  interference 
with  therapeutic  measures,  ventured  near  only 
at  intervals,  and  then  only  to  solicit,  in  most  re- 
spectful fashion,  the  favor  of  the  academic  com- 
munity'. Pressures  and  influences  were  exerted  in 
exactly  opposite  directions  from  what  had  been 
anticipated! 

Certain  kinds  of  “freedom”  that  once  seemed 
so  important  suddenly  stood  revealed  not  as  free- 
dom at  all,  but  as  evidence  of  a lack  of  under- 
standing of  the  nature  of  the  best  in  therapeutics. 
The  right  of  choosing  one’s  own  academic  practi- 
tioner is  an  example.  The  “team  concept,”  so 
productive  in  industry,  in  scientific  research,  and 
elsewhere,  but  once  prohibitive  in  cost  in  matters 
of  educational  health  and  disease,  now  became 
available  to  everyone.  Each  patient  had  the  serv- 
ices of  several  professors  as  consultants  to  guide 
and  assist  in  his  recovery. 

Such  were  the  astonishing  consequences  of  the 
socialization,  the  partial  socialization,  I should 
say,  of  the  learning  clinics.  What  many  thought 
would  cause  deterioration  of  therapeutic  freedom 
actually  strengthened  it.  The  control  of  the 
state  over  learning  institutions  established  not 
only  a greater  measure  of  freedom  for  the  practi- 
tioner, but  genuine  security'  in  his  freedom.  Se- 
curity and  freedom  are  two  parts  of  the  same 
idea.  One  cannot  exist  apart  from  the  other  and 
he  who  deplores  security'  has  repudiated  freedom 
as  well.  The  academic  practitioner,  or  any  other 
practitioner,  must  have  independence  not  only 
from  the  hand  that  feeds  him  but  from  the  pa- 
tient he  serves.  State  education  has  gone  a long 
way  toward  guaranteeing  both. 

The  existence  of  independent  and  socialized 
education  side  by  side  in  the  same  society'  is  a 
highly  satisfactory'  circumstance.  Each  guaran- 
tees the  freedom  and  integrity'  of  the  other.  Each 
is  a check,  a guide,  and  an  inspiration  for  the 
other.  Each  has  potential  weaknesses  as  each  has 
evident  strengths.  Above  all,  each  is  dependent 
on  the  other.  Together  they  serve  the  needs  of 
the  world  better  than  could  either  alone. 

So  far,  I must  confess,  I have  presented  only 
the  brighter  side  of  socialized  education.  It  has  a 
dark  side  as  well,  confined  largely  but  not  en- 
tirely to  lower  levels,  and  resulting  from  a mis- 
understanding of  Jefferson’s  views.  Jefferson 
planned  that  selection  as  well  as  education  would 
be  a function  of  the  schools.  He  intended  that 


only  the  rudiments  of  education  should  be  pro- 
vided for  everyone  and  that  higher  learning 
should  be  available  only  to  those  who  showed  ex- 
ceptional qualifications  for  it.  From  the  “rubbish” 
of  humanity  he  intended  to  select  only  the  first- 
rate  minds  for  the  most  advanced  training.  His 
followers  in  the  academic  field,  trying  to  imple- 
ment his  views,  often  perverted  them  instead  by 
directing  their  offerings  to  the  commonest  of 
common  students,  the  least  intelligent,  the  least 
industrious,  and  in  short,  the  least  educable. 
Worst  of  all,  the  same  kind  of  education  was 
made  compulsory'  for  everyone  up  to  a certain 
age,  and  before  long  it  became  conventional  for 
a very'  large  segment  of  society  to  attend  college. 
So  it  sometimes  happened  that  the  school  became 
more  a prison  for  the  uneducable  than  a privi- 
leged world  for  those  most  eager  to  learn  and 
capable  of  learning.  The  quality  of  education 
declined  slowly  at  first  and  then  more  rapidly 
as  the  inferior  classroom  produced  the  academic 
practitioners.  Where  the  quality  of  the  schools 
and  the  quality  of  the  training  of  the  teacher  de- 
clined, so  did  his  standing  in  the  community',  and 
so  did  his  ability  to  command  a fair  salary.  All 
that  saved  public  education  was  a miracle,  the 
miracle  that  so  many  well-trained,  competent 
persons  somehow  continued  practicing  the  pro- 
fession in  spite  of  economic  hardship  and  in 
spite  of  the  disinterest  of  the  society'  which  they 
served. 

At  the  present  moment  the  threat  of  war  seems 
likely  to  put  education  back  on  a solid  footing, 
and  the  practitioner  back  in  the  light  of  public 
esteem  where  he  belongs.  Those  of  us  who  have 
seen  so  many  impossible  things  happen  should 
not  be  surprised  to  find  that  war,  if  not  exactly 
an  intellectual  pursuit,  is  now  the  main  support 
of  things  intellectual.  Who  would  have  thought 
that  war,  or  the  fear  of  war,  would  have  been 
responsible  for  a renaissance  of  learning?  Who 
would  have  thought  that  the  intention  of  drop- 
ping bombs  on  the  earth  would  have  afforded 
scientists  the  opportunity'  of  exploring  the  heav- 
ens? History  is  full  of  instances  where  evils  of 
the  moment  produced  the  advances  of  the  future. 
It  was,  for  example,  the  avarice  and  extravagance 
of  a Spanish  queen  that  led  to  the  discover}'  of 
a new  hemisphere. 

Such  is  the  history'  of  the  socialization  of  the 
academic  profession.  Socialization  has  not  been 
entirely  good  or  entirely  bad  for  the  academic 
practitioner  or  for  society.  I contend  that  it  has 
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been  more  good  than  bad  for  both.  Certainly 
there  is  less  ignorance  and  more  learning  in  the 
world  today  than  there  would  have  been  if  the 
change  had  not  been  effected.  I suspect  that  the 
socialization  of  medicine  will  result  in  more  good 
than  harm  to  the  profession,  and  will  ultimately 
diminish  disease  and  increase  the  prevalence  of 
health.  Perhaps,  it  will  even  diminish  a little  the 
world’s  stock  of  fear;  although,  that  is  a great 
deal  to  expect.  I hope  that  medicine  can  avoid 
some  of  the  mistakes  and  some  of  the  evils  that 
befell  the  academic  profession  in  its  conversion 
from  the  primitive  to  the  socialized  state. 

The  most  serious  single  problem  that  faces 
medicine  is  the  same  one  that  still  plagues  the 
academic  profession:  How  can  the  services  of  the 
profession  be  provided  for  everyone  without 
lowering  the  quality  of  the  service?  Education 
is  beginning  to  solve  its  problem  by  emphasizing 
its  duty  to  select  as  well  as  to  train.  There  is  no 
such  easy  way  out  for  medicine.  A large  number 
of  additional  physicians  must  be  produced  in  the 
next  two  decades.  Where  are  they  to  come  from 
in  this  day  of  academic  mediocrity,  when  the 


pursuit  of  knowledge  is  the  least  popular  way 
to  earn  recognition  and  reward?  Money  alone 
will  not  yield  physicians.  Scholarships  cannot  be 
bought.  Devotion  to  learning  has  no  more  a 
price  than  courage  or  honor  or  love. 

We  must  find  a way  to  generate  in  many  more 
of  our  young  people  the  qualities  that  make  the 
real  student,  qualities  so  little  known  that  I can 
neither  name  nor  define  them,  but  qualities 
which  will  impel  them  to  pursue  the  secret  of  the 
greatest  of  all  mysteries  and  the  ultimate  of  all 
miracles,  life  itself.  Unless  we  can  do  this,  and 
do  it  rapidly  and  reliably,  the  quality  of  medical 
care,  as  it  depends  on  the  competence  of  the 
average  physician,  will  certainly  deteriorate. 
Here  is  the  real  problem  for  the  medical  lead- 
ership today.  Let  them  grapple  with  it  not  as 
frightened  men  with  their  backs  to  a wall,  but 
as  men  secure  in  the  depth  of  their  understand- 
ing, the  breadth  of  their  vision,  and  the  pride  of 
their  tradition.  ■ 

Division  of  Biological  Sciences 
Idaho  State  College 


THE  BEST  IS  YET  TO  COME 

There  is  no  question  that  in  the  United  States,  it  has  been  the  pharmaceutical 
companies  who  have  done  the  major  research  work  in  the  discovery  and  the  initial 
testing  of  the  drugs  we  call  the  tranquilizers.  I think  we  owe  a great  debt  of  gratitude 
to  these  companies  for  this  research  job.  I have  the  impression  that  when  this  whole 
new  concept  of  the  treatment  of  mental  illness  by  drugs  was  begun,  had  the  control 
of  it,  and  particularly  the  “efficacy”  of  these  drugs  been  a matter  of  jurisdiction  by  the 
federal  government,  my  guess  is  we  would  not  have  had  them.  I think  it  was  the 
competitive  research  activities  among  the  drug  houses  that  led  to  these— and  fortunately 
for  all  of  us  in  this  field,  still  continues.  My  conviction  is  that  the  best  of  the  drugs  is 
probably  yet  to  come,  and  the  chances  are  good  that  it  will  come  out  of  the  research,  the 
competitive  research  if  you  will,  among  the  drug  houses. 

William  C.  Menninger,  M.D., 
to  Senate  Subcommittee  on  Antitrust  and 
Monopoly,  (Kefauver). 
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Mesenteric  Vascular  Insufficiency 


ALVIN  J.  THOMPSON,  M.  D.  Seattle,  Washington 


Sudden  onset  of  acute  abdominal  pain  in  a patient  who  has  auricular  fibrillation, 
myocardial  infarction,  chronic  intra-abdominal  disease,  or  who  has  had  recent 
abdominal  surgery,  should  lead  to  suspicion  of  mesenteric  vascular  occlusion. 
Prompt,  vigorous  diagnostic  and  treatment  measures  can  be  successful  in  many 
cases.  Chronic  mesenteric  vascular  insufficiency  has  characteristic  symptoms 
and  its  recognition  can  lead  to  relief  by  surgery. 


For  some  years  mesenteric  thrombosis  has  been 
dutifully  included  in  the  differential  diagnosis  of 
acute  abdominal  pain  with  little  expectation  that 
a correct  diagnosis  would  benefit  the  patient 
greatly.  However,  an  increasingly  aged  popula- 
tion, and  greater  survival  from  serious  illness  and 
difficult  surgical  assault,  have  made  the  consider- 
ation of  mesenteric  vascular  insufficiency  more 
than  academic.  Moreover,  the  reality  of  chronic 
mesenteric  vascular  insufficiency  as  a clinical 
syndrome  has  affirmed  iteself. 

Acute  mesenteric  vascular  occlusion  comprises 
.05  to  .1  per  cent  of  general  hospital  admissions.12 
In  a specific  diagnostic  situation,  consideration  of 
primary  causes  of  arterial  embolism  and  arterial 
and  venous  thrombosis  may  be  useful.3 

source  of  obstruction 

Arterial  embolism  may  occur  from  the  vegeta- 
tions of  subacute  bacterial  endocarditis,  from 
mural  thrombi  in  auricular  fibrillation  and  myo- 
cardial infarction,  and  from  atheromatous 
plaques  in  the  aorta.  Arterial  thrombosis  may 
occur  from  atherosclerosis,  obliterative  endarter- 
itis, Buerger’s  disease,  Raynaud’s  disease,  heart 
failure,  lupus  erythematosus,  and  in  blood  dvs- 
crasias  such  as  leukemia  and  polycythemia.  Ve- 
nous thrombosis  may  be  due  to  liver  disease, 
pylephlebitis,  congestive  failure,  operative  in- 
jury, strangulated  hernia  or  to  infection  of  the 
viscera  drained  by  the  portal  veins  i.e.  appendi- 
citis, pelvic  inflammatory  disease  or  colon  infec- 
tion. 

Over  a 44  year  period,  Johnson  and  Bagenstoss 
collected  159  cases  of  mesenteric  vascular  occlu- 

Read  before  Northwest  Sectional  Meeting  of  the  American 
College  of  Physicians,  Vancouver,  British  Columbia,  Febru- 
ary 24,  1962. 


sion  with  vein  occlusion  occurring  in  62  per 
cent.4  5 The  superior  mesenteric  vessel  was  oc- 
cluded in  about  95  per  cent  of  artery  and  vein 
involvement.  Marked  predilection  for  the  super- 
ior mesenteric  artery  is  attributed  to  its  greater 
diameter,  earlier  take-off  from  the  aorta  and  its 
course,  relatively  parallel  to  that  of  the  aortic 
main  stream.  Atherosclerotic  occlusions  of  the 
superior  mesenteric  were  confined  to  the  first 
few  centimeters  of  the  vessel.8-8  This  is  of  obvi- 
ous and  profound  advantage  in  reparative  sur- 
gery. In  this  series,  heart  disease  was  the  most 
frequently  associated  condition.  Interestingly, 
arteriosclerosis  seldom  was  complicated  by  ar- 
terial thrombosis,  unless  accompanied  by  heart 
failure  which  presumably  produces  the  necessary- 
slowing  of  the  arterial  stream. 

mesenteric  infarction 

It  is  probable  that  mesenteric  infarction  can 
occur  in  congestive  failure,  aortic  insufficiency, 
or  profound  shock,  without  significant  mesenteric 
vascular  disease.0-11  Lillihei  demonstrated  in  dogs 
that  the  primary  lesion  in  irreversible  shock  is 
large  and  small  bowel  necrosis  and  congestion. 
Irreversible  shock  could  be  prevented  by  perfu- 
sion of  the  bowel  via  the  superior  mesenteric 
artery,  but  not  by  perfusion  of  the  liver  via  the 
celiac  axis  or  the  portal  vein,  or  of  the  brain  via 
the  carotid  artery.  This  suggests  etiology  com- 
parable to  that  of  the  clinically  similar  conditions 
of  pseudo-membranous  enterocolitis  and  acute 
hemorrhagic  enterocolitis,  both  associated  with 
shock.15-18 

The  pathologic  picture  is  usually  of  well  de- 
marcated hemorrhagic  necrosis  in  the  distribu- 
tion of  the  involved  vessel  and  its  branches. 
Initially,  the  process  affects  the  more  sensitive 
mucosa,  and  progresses  to  the  serosa.131419  The 
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mucosa  may  be  necrotic  and  ulcerated.  The  ser- 
osa may  be  covered  by  an  inflammatory  exudate 
and  the  peritoneal  cavity  may  contain  bloody 
fluid.20  It  is  this  profuse  plasma  and  blood  loss 
that  predisposes  to  irreversibility  of  shock  and 
compounds  the  treatment  problem. 

symptoms 

Severe  agonizing  abdominal  pain  unresponsive 
to  the  usual  therapeutic  measures,  persistent  and 
out  of  proportion  to  the  physical  findings  is  typ- 
ical of  acute  mesenteric  vascular  insufficiency, 
and  was  described  by  Dunphy  as  “true  visceral 
pain.”23 

Initially  crampy,  the  pain  of  acute  mesenteric 
vascular  occlusion  later  may  become  steady  and 
less  severe.  Pain  may  more  often  be  upper  ab- 
dominal in  superior  mesenteric  infarction,  and 
more  often  lower  abdominal  in  inferior  mesenter- 
ic infarction,  but  later  becomes  generalized  in 
either  case.24  25  There  is  no  difference  in  the  pain 
of  arterial  or  venous,  embolic  or  thrombotic  oc- 
clusion, except  that  in  arterial  and  embolic  oc- 
clusion, the  pain  and  associated  clinical  syndrome 
progress  more  precipitately.13  The  sudden  onset 
of  acute  abdominal  pain  in  a patient  with  auricu- 
lar fibrillation  or  myocardial  infarction  suggests 
mesenteric  arterial  embolism.  Such  pain  compli- 
cating chronic  intra-abdominal  disease,  recent  ab- 
dominal surgery,  or  shock,  suggests  venous 
thrombosis. 

The  acute  bowel  insult  of  mesenteric  infarction 
may  result  in  nausea,  vomiting  or  diarrhea. 
Bloody  diarrhea  with  tenesmus  is  more  frequent- 
ly present  in  inferior  mesenteric  vascular  occlu- 
sion. However,  even  here,  it  may  be  present  in 
no  more  than  20  per  cent  of  cases.11  Bloody 
diarrhea  is  not  the  conspicuous  sign  of  mesenteric 
infarction  it  has  been  reported  to  be. 

findings 

The  physical  findings  are  first,  and  often  dis- 
couragingly,  those  of  the  associated  predisposing 
disease  — shock,  congestive  failure,  auricular  fib- 
rillation, or  peripheral  embolism.  Fever  is  mini- 
mal, and  gives  way  to  subnormal  temperature. 
Abdominal  findings  are  characteristically  incom- 
mensurate with  the  severe  abdominal  pain.  Ini- 
tial hyperperistalsis  with  no  abdominal  tender- 
ness is  followed  by  hypoperistalsis  and  the  local- 
ized abdominal  tenderness  of  peritonitis.  The 
tenderness  may  be  mid-abdominal  in  superior 
mesenteric  vascular  occlusion,  left  lower  quad- 


rant in  inferior  mesenteric  vascular  occlusion.  A 
diagnostic  maneuver,  not  frequently  enough  em- 
phasized, is  sigmoidoscopy,  which  may  reveal 
dusky,  bluish-black,  hemorrhagic  congestion  of 
the  lower  bowel  mucosa  in  inferior  mesenteric 
occlusion.24  25  The  serosal  manifestation  may  of- 
ten be  demonstrated  by  aspiration  of  a sticky, 
bloody,  fluid  from  the  peritoneal  cavity.1320 

Marked  leukocytosis,  up  to  50,000,  is  the  only 
significant  laboratory  finding.  However,  increas- 
ed alkaline  phosphatase,  serum  bilirubin,  brom- 
sulphalein  (BSP)  retention,  or  serum  glutamic 
oxalic  transaminase  (SGOT)  and  serum  lactic- 
dehydrogenase  (LDH),  suggest  liver  damage, 
as  may  occur  with  involvement  of  the  celiac  axis 
and  hepatic  artery.  Whether  the  alkaline  phos- 
phatase, SGOT  and  LDH  increase  with  bowel 
involvement  alone,  remains  to  be  determined. 

X-ray  examination  of  the  abdomen  is  fre- 
quently disappointing.  However,  an  early  sign 
may  be  absence  of  the  usual  amounts  of  gas,  or 
later,  the  increase  of  bowel  gas  characteristic  of 
paralytic  ileus.27  The  gas-filled  loops  may  not 
change  position  over  several  examinations,  and 
films  may  show  edema  and  thickening  of  the 
bowel  wall.  These  loops,  amidst  increasing  in- 
traperitoneal  fluid,  may  resemble  a cluster  of 
bananas.  Abrupt  stoppage  of  the  air-filled  col- 
umn in  the  distal  transverse  colon  suggests  su- 
perior mesenteric  infarction.  28'2“  Wangensteen 
has  suggested  pneumoperitoneum  as  a means  of 
accentuating  the  blood-filled  density  of  bowel 
infarcted  by  venous  obstruction.  Barium  contrast 
studies  have  been  said  to  be  feasible  and  not 
hazardous  in  better  delineating  these  findings.3133 
However,  the  use  of  the  newer,  soluble,  iodinated 
compounds  seems  safer. 

chronic  insufficiency 

A chronic  picture  is  recognized  with  increas- 
ing frequency.  The  bowel  may  show  well  demar- 
cated areas  of  submucosal  granulation  tissue  or 
stenosis,  the  latter  finding  being  the  residual  of 
healing  of  mucosal  ulceration.21  Such  areas  have 
been  described  as  “localized  regional  enteritis”  or 
“localized  ulcerative  colitis.”22 

There  may  be  no  gross  bowel  abnormality,  but 
thrombosed  vasculature  with  decreased  blood 
flow  and  decreased  uptake  of  digestive  end  prod- 
ucts. 

Clinically,  anginal,  malabsorption,  and  ob- 
structive syndromes  may  occur,  adding  to  the 
confusion.  Mesenteric  angina  occurs  15  to  30 
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minutes  after  meals,  lasting  one  to  three  hours, 
its  severity  and  duration  depending  on  the 
amount  of  food  ingested.  This  typical  association 
with  food  ingestion  produces  fear  of  eating, 
anorexia,  and  progressive  weight  loss.32-31  Pain 
may  occasionally  radiate  to  the  back  and  may 
be  relieved  by  lying  prone  or  leaning  forward.35 

Weight  loss,  however,  may  not  only  be  due  to 
fear  of  eating,  but  also  to  malabsorption  of  fat, 
carbohydrate  or  protein,  together  with  increased 
fecal  fat  excretion,  abnormal  glucose  tolerance, 
and  decreased  serum  albumin. 30  Chronic  mesen- 
teric vascular  insufficiency  should  be  considered 
in  the  differential  diagnosis  of  the  malabsorption 
syndrome,  before  the  more  esoteric  diseases  cur- 
rently in  fashion,  particularly  when  associated 
with  postprandial  abdominal  pain.  Segmental 
stenosis,  residual  from  localized  healed  infarc- 
tion, may  produce  chronic  obstructive  symptoms. 
This  etiology  must  be  considered  in  the  evalua- 
tion of  localized  regional  ileitis  or  localized  ul- 
cerative colitis.21 37 

In  chronic  mesenteric  vascular  insufficiency 
physical  findings  are  not  striking,  although  a 
bruit  is  often  hopefully  searched  for.  However, 
x-ray  can  be  definitive  if  translumbar  or  trans- 
femoral  aortography  is  used.38 

Absolon  and  associates  have  studied  a fascinat- 
ing technique  used  in  dogs  but  as  yet  unexplored 
in  humans.38  After  the  intravenous  injection  of 


I131  labeled  human  serum  albumin,  the  intestinal 
mesenteric  blood  flow,  previously  ligated,  was 
estimated  by  an  externally  placed  scintillation 
counter,  obtaining  characteristic  curves  of  radio- 
activity. The  simplicity  of  this  technique  clearly 
warrants  clinical  trial  in  humans. 

differential  diagnosis 

The  differential  diagnosis  of  acute  mesenteric 
vascular  occlusion  is  the  differential  diagnosis  of 
the  acute  abdomen,  which  need  not  be  recapitu- 
lated here  in  full.  More  important  is  the  differ- 
entiation from  acute  fulminating  bowel  inflam- 
mations such  as  pseudomembranous  enterocolitis 
and  acute  hemorrhagic  enterocolitis  with  similar 
abdominal  pain,  shock,  bloody  diarrhea,  and  due 
to  similar  precipitating  clinical  causes  but  not  re- 
quiring surgery.15-17  Significantly,  both  of  these 
conditions  may  involve  scattered  areas  of  bowel, 
unrelated  to  vascular  distribution.  In  both  there 
is  primary  involvement  of  the  mucosa  and  sub- 
mucosa, with  a necrotic  membranous  exudate  in 
the  former,  and  a diffuse  hemorrhagic  necrosis 
in  the  latter,  but  no  involvement  of  the  muscular 
coat  or  serosa  in  either. 

Despite  this  pathologic  differential,  the  delin- 
eation of  these  syndromes  has  not  often  resulted 
from  timely  clinical  diagnostic  triumphs,  but 
more  frequently  from  the  pathologist’s  leisurely 
deduction.  Yet  aggressive  radiographic  evalua- 
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tion,  including  scout  film  of  the  abdomen  and 
contrast  studies  of  upper  and  lower  bowel  with 
iodinated  media,  should  it  seems,  be  of  value. 

Certainly,  sigmoidoscopic  examination,  often 
deferred  in  the  critically  ill  patient  in  shock, 
should  be  done,  and  should  be  repeated,  in  the 
search  for  the  dusky,  bluish-black  mucosa  of 
inferior  mesenteric  infarction.  Moreover,  acute 
ulcerative  colitis,  with  friable  mucosa  and  mul- 
tiple punctate  hemorrhages,  possibly  amenable 
to  emergency  colectomy,  may  be  found.  Though 
hemorrhagic  peritoneal  effusion  is  a late  phe- 
nomenon, peritoneal  aspiration,  repeated  if  nec- 
essary, may  indicate  the  serous  involvement  of 
mesenteric  vascular  occlusion.  Evaluation  of 
mesenteric  vascular  competency  with  intraven- 
ously infused  I131  labeled  albumin  may  later 
prove  of  value. 

treatment 

The  treatment  of  mesenteric  vascular  occlu- 
sion is  first  of  all  the  treatment  of  the  precipi- 
tating condition  i.e.  correction  of  shock,  relief 
of  congestive  failure,  or  auricular  fibrillation.  It 


must  be  remembered,  however,  that  bowel  necro- 
sis here  is  both  the  manifestation  and  the  cause  of 
irreversible  shock.  Fluids,  including  plasma  and 
blood,  must  be  diligently  given.  This  is  the  key- 
stone of  effective  therapy.  Antibiotic  administra- 
tion should  prevent  bacterial  invasion  of  the 
necrotic  bowel.10  Paromomycin  ( Humatin ) is 
probably  best  tolerated  by  these  patients  with 
reduced  renal  blood  flow.  Surgical  relief  of  ob- 
struction, including  thrombo-endarterectomy, 
embolectomy  and  graft  implantation,  is  now  fea- 
sible.8'27 

The  mortality  rate  in  patients  with  acute 
mesentric  vascular  occlusion  super-imposed  on 
severe  pre-existing  disease  will  probably  always 
be  high.  However,  this  demands  not  the  fearful 
nihilism  that  most  certainly  will  end  in  death, 
but  vigorous  diagnostic  and  treatment  measures. 
Greater  awareness  of  abdominal  angina  as  a 
cause  of  abdominal  pain,  and  mesenteric  vas- 
cular insufficiency  as  a cause  of  malabsorption, 
will  permit  these  patients  to  obtain  the  benefit 
of  increasing  surgical  skills.  ■ 
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Report  of  a Postgraduate  Psychiatric  Education  Project 

M.  R.  STUEN,M.D.  Tacoma,  Washington  / J.  LESTER  HENDERSON,M.  D.  Seattle,  Washington 
R.  J.  HOWARD,  B.A.  Louisville,  Tennessee 


Psychiatrists  and  non-psychiatrist  physicians  do  not  understand  each  other  well 
or  appreciate  each  others  problem.  As  one  result,  the  patient  discharged  from 
a mental  hospital,  does  not  always  get  the  best  care.  This  project  was  designed 
to  use  post  discharge  care  as  a nidus  about  which  better  understanding  could 
develop.  There  was  modest  success  in  spite  of  numerous  frustrations  and  less 
enthusiasm  than  had  been  anticipated. 


The  project  being  reported  was  sponsored  by 
the  Committee  on  Mental  Health  of  the  Wash- 
ington State  Medical  Association.  It  began  Oc- 
tober 1,  1958,  and  ended  October  1,  1961.  It  was 
supported  by  funds  from  the  NIMH.  We  chose  to 
work  with  physicians  in  three  rural  counties 
widely  separated  geographically.  The  goals  and 
structure  of  this  project  have  been  reported  pre- 
viously.1-2 

Quoting  the  earlier  reports,  “The  intent  of  the 
project  was  to  devise  a plan  by  which  we  could, 
1.)  develop  improved  methods  of  treatment  and 
rehabilitation  of  the  discharged  mental  hospital 
patient,  2. ) improve  communication  between 
the  state  hospital  psychiatrist  and  the  general 
practitioner,  and,  3. ) contribute  to  the  physician’s 
ability  to  deal  with  the  emotionally  disturbed 
patient  with  particular  emphasis  on  the  doctor- 
patient  relationship.” 

In  retrospect,  this  was  a very  ambitious  effort. 
It  meant  incorporating  into  one  program  ele- 
ments of  community  service,  breaking  down 
existing  barriers  between  the  state  hospitals  and 
the  medical  profession,  and  promoting  physician 
education.  Any  one  of  these  goals  would  have 
been  a thought-provoking  and  useful  project. 
Since  we  were  not  familiar  with  the  work  of 
Balint,  Watters  or  Pittenger  until  after  we  had 
started,  we  did  not  benefit  from  their  experi- 
ence.3-8 

Dr.  Stuen  was  project  director.  Dr.  Henderson,  at  the 
time  this  project  was  undertaken,  was  chairman  of  the 
Mental  Health  Committee  of  Washington  State  Medical 
Association,  and  Mr.  Howard  was  assistant  project  director. 

This  study  was  supported  by  a grant  from  the  National 
Institute  of  Mental  Health,  U.  S.  Public  Health  Services, 
project  grant  OM  - 134  (R). 


The  vehicle  to  promote  our  program  was  to 
be  the  small  group  seminar.  General  practitioners 
and  other  interested  doctors  would  be  invited  to 
attend  monthly  meetings  to  discuss  discharged 
patients  under  their  care.  A psychiatrist  would 
serve  as  moderator  of  the  meeting.  His  role 
would  be  to  establish  a climate  of  learning 
through  sharing  of  experience  and  ideas.  The 
state  hospital  doctor  who  cared  for  the  patient 
during  hospitalization  would  be  invited.  A social 
worker  involved  in  the  project  would  be  present 
to  give  pertinent  historical  data  available  from 
hospital  records.  Edited  transcripts  of  the  semi- 
nars would  be  mailed  to  participants  and  other 
interested  doctors.  The  project  had  funds  to 
underwrite  phone  calls  between  general  practi- 
tioners and  state  hospital  doctors.  Money  was 
also  available  enabling  any  participating  doctor 
to  obtain  psychiatric  consultation  if  concerned 
about  a patient  under  his  care.  The  project  di- 
rector and  social  worker  were  to  develop  com- 
munication with  the  three  state  hospitals  by 
regular  visits.  The  project  was  to  operate  in 
three  rural  counties  of  the  state,  one  in  connec- 
tion with  each  of  the  three  state  hospitals. 

goals 

In  common  with  the  goals  of  Balint,  Watters 
and  Pittenger,  was  the  desire  to  develop  an  at- 
mosphere of  learning  and  sharing.  A basic  differ- 
ence in  our  approach  was  that  we  appealed  to  all 
the  physicians  in  three  small  counties,  while  the 
earlier  program  drew  their  support  from  large 
medical  communities.  It  was  felt  that  close  asso- 
ciation between  psychiatrist  and  general  practi- 
tioner would  result  in  mutual  understanding  of 
respective  roles  as  well  as  understanding  of  the 
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common  role,  namely  that  both  are  physicians. 
Our  focus  in  the  seminars  was  visualized  as  the 
doctor-patient  relationship.  Discussion  of  ramifi- 
cations of  this  would  lead  naturally  into  dynamics 
and  a clearer  concept  of  modern  psychiatry. 
Three  psychiatrists  were  involved  in  the  project, 
one  being  assigned  to  each  of  the  three  counties. 

We  recognized  that  we  had  to  obtain  the  co- 
operation of  the  practitioners  to  make  the  pro- 
gram function.  Although  problems  were  antici- 
pated, it  was  felt  these  could  be  overcome.  Of  the 
three  counties  selected,  only  one  medical  society 
specifically  requested  to  be  a part  of  the  project. 
Prior  to  the  first  seminar,  the  project  was  dis- 
cussed in  each  of  the  three  medical  societies  in- 
volved. Each  society  voted  to  take  part,  with  no 
dissenting  votes  heard.  The  chairman  of  the 
mental  health  committee  of  each  respective 
county  society  was  to  serve  as  local  coordinator, 
and  it  was  his  job  to  set  the  meeting  night,  the  lo- 
cation of  the  meeting,  and  to  arrange  for  the 
case  to  be  presented.  It  was  no  easy  task  to  gather 
physicians  together  in  each  of  the  three  counties 
for  the  first  meeting.  Adding  another  meeting  to 
their  already  busy  schedule  was  not  particularly 
popular.  In  retrospect,  this  was  the  first  evidence 
of  resistance  which  we  encountered. 

attendance  record 

During  the  three  year  span  of  the  project,  75 
seminars  were  held.  Sixty-one  physicians  attend- 
ed, making  a total  of  362  attendances.  Twenty- 
one  different  state  hospital  doctors  attended  with 
a total  of  57  attendances.  Fifty-four  per  cent  of 
the  members  of  the  three  medical  societies  at- 
tended at  least  one  seminar.  There  was  a small 
group  of  doctors  who  attended  quite  faithfully, 
3.5  per  cent  attending  75  per  cent  of  the  meet- 
ings. The  average  attendance  at  each  seminar 
was  just  under  5 community  doctors,  which  rep- 
resented about  14  per  cent  of  the  total  medical 
society  membership.  The  attendance  at  the  meet- 
ings was  increased  by  the  presence  of  the  hospital 
doctors,  and  the  project  social  worker.  The  pro- 
ject director  also  was  present  at  a number  of 
meetings.  The  presence  of  more  than  one  psy- 
chiatrist at  a meeting  did  not  seem  to  create 
any  difficulty. 

What  happened  in  each  county  can  only  be 
summarized  here.  Each  of  the  three  psychiatrists 
involved  was  acquainted  with  the  project  aims 
and  concepts  of  how  the  meeting  should  be  con- 


ducted. Due  to  individual  differences  in  the 
psychiatrists  and  the  physicians  in  their  respec- 
tive groups,  different  situations  arose.  Ogle  has 
reported  on  this  elsewhere.8 

In  one  county  the  physicians  were  receptive, 
having  requested  to  become  part  of  the  project. 
The  psychiatrist  for  this  area  used  a didactic 
approach  from  the  start,  utilizing  discharged 
state  hospital  patients  as  case  material.  In  this 
county  the  doctors  readily  volunteered  to  discuss 
former  hospital  patients  under  their  care,  but 
were  reluctant  to  discuss  run-of-the-mill  emo- 
tional problems  from  their  practice.  In  the  least 
successful  county  our  presence  seemed  more  of 
an  annoyance  than  an  aid.  The  psychiatrist 
worked  hard  to  nurture  interest  in  the  seminars, 
but  participation  on  the  part  of  the  doctors  was 
poor.  At  least  one  meeting  was  held  with  only 
one  community  doctor  present.  The  psychiatrist 
used  discharged  hospital  patients  and  cases  from 
his  own  practice  in  the  seminars.  A private  case 
was  formally  discussed  on  only  one  occasion. 

The  third  county  represented  a special  cir- 
cumstance in  that  about  half  the  doctors  in  the 
area  specialize.  Attendance  varied,  but  rose 
gradually  as  the  psychiatrist  switched  to  a more 
didactic  role,  giving  lectures  on  various  emo- 
tional problems  with  clinical  illustrations  from 
his  own  practice.  Discharged  mental  hospital 
patients  were  not  of  primary  interest  to  the  doc- 
tors in  the  third  county.  In  all  three  areas  a 
standing  invitation  was  extended  to  discuss  pri- 
vate cases.  No  physician  in  the  third  county  vol- 
unteered to  present  a case,  although  they  did 
so  if  specifically  requested.  Although  all  physi- 
cians in  the  three  counties  were  invited  to  the 
seminars,  only  once  did  a board  certified  spe- 
cialist (pediatrician)  attend. 

methods  changed 

The  seminars  did  not  proceed  according  to 
our  expectations.  We  desired  to  create  a climate 
in  which  information  and  ideas  could  be  shared, 
attempting  to  avoid  the  traditional  teacher-pupil 
relationship.  This  did  not  work,  and  each  of  the 
three  psychiatrists  was  forced  to  take  a more 
active,  didactic  role.  The  method  eventually 
evolved  by  each  psychiatrist  depended  on  his 
own  personality,  the  unique  situation  found  in 
the  medical  hierarchy  of  his  county,  and  the 
receptivity  of  the  doctors  attending  the  meeting. 

The  principal  problem  encountered  in  the 
seminars  was  low  attendance.  Having  anticipated 
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groups  of  10  or  12  doctors  it  was  initially  disap- 
pointing to  find  so  little  interest.  We  gradually 
learned  that  our  experience  was  not  unique. 
We  then  applied  our  efforts  to  studying  the 
reasons  for  the  lack  of  participation.  Through  the 
course  of  seventy-five  seminars,  a number  of 
impressions  were  gained. 

The  average  physician  is  not  particularly  in- 
terested in  the  discharged  hospital  patient,  but 
under  certain  circumstances  he  can  be.  In  two 
of  our  seminar  groups,  the  doctors  studied  ex- 
hospital patients,  and  seemed  comfortable  in 
doing  so.  Our  impression  was  that  the  doctors 
perceived  ex-hospital  patients  as  failures.  Hence, 
the  physicians’  status  was  not  at  stake  in  treat- 
ing them.  They  seemed  less  personally  involved 
with  the  problems  of  the  discharged  patient  as 
compared  with  other  psychiatritric  problems 
arising  in  their  practice.  In  general,  psychiatric 
patients  create  a great  deal  of  anxiety  in  the 
practitioner,  but  he  can  and  does  treat  many  of 
them  with  satisfactory  results.  While  the  doctor 
may  not  choose  to  treat  psychiatric  problems,  he 
often  has  no  alternative. 

Unless  a psychiatrist  has  been  in  general  prac- 
tice, he  has  little  idea  of  what  a general  practi- 
tioner does.  Their  practices  bear  little  similarity. 
Their  personalities  are  usually  quite  different. 
Most  general  practitioners  are  not  particularly 
introspective.  Psychiatrists  are  sometimes  too 
much  this  way.  General  practitioners  think  in 
terms  of  cures;  psychiatrists  think  more  in  terms 
of  helping  a patient  through  a crisis  or  an  emo- 
tional storm  and  developing  self  understanding. 

Anything  short  of  a cure  for  the  practitioner 
may  be  considered  a failure  and  consequently 
damages  his  self-esteem.  General  practitioners 
have  an  erroneous  notion  of  the  time  required 
to  help  emotionally  ill  people,  thinking  in  terms 
of  50-minute  blocks.  Some  practitioners  resent 
the  interruption  of  their  schedule  by  emotionally 
ill  people.  To  support  some  of  the  misconcep- 
tions of  the  general  practitioners,  there  is  a group 
of  psychiatrists  who  feel  that  practitioners  should 
not  be  trusted  with  any  psychiatric  patient.  With 
such  a wide  divergence  of  opinion  it  is  no 
wonder  psychiatry  and  the  rest  of  medicine 
have  drifted  apart. 

progress 

It  was  hoped  that  our  program  could  help 
bridge  the  gap  between  the  state  hospital  and 
the  private  practitioner.  This  was  accomplished 


to  some  degree  in  each  of  the  three  counties. 
Many  comments  made  at  the  seminars  indicated 
that  a better  mutual  understanding  developed. 
A survey  of  hospital  correspondence  during  the 
project  showed  that  the  community  doctors  in 
two  counties  wrote  more  letters  to  the  hospitals. 
The  practitioners  received  more  correspondence 
from  the  hospital  in  all  three  counties.  We  do 
not  know  if  this  increased  communication  re- 
sulted in  any  lower  admission  or  readmission 
rates.  We  assume  that  the  patient  care  was  bet- 
ter. Some  of  the  cases  presented  at  the  seminars 
verified  this. 

The  project  director  and  his  assistant  made 
more  than  140  visits  to  the  three  state  hospitals 
during  the  three  year  period.  Efforts  were  made 
to  acquaint  hospital  staff  with  our  work  and  to 
act  as  liaison  between  the  hospital  and  the  three 
groups  of  physicians  involved  in  the  project.  To 
stimulate  interest  among  physicians,  we  mailed 
out  nearly  three  thousand  edited  transcripts  of 
our  seminars  during  the  three  year  period.  These 
transcripts  were  apparently  worthwhile.  A survey 
as  to  their  destiny  was  conducted  and  70  per 
cent  of  the  physicians  in  the  three  counties  re- 
sponded to  our  cards.  Eighty-nine  per  cent  of 
the  doctors  were  reading  the  transcripts,  38  per 
cent  reportedly  reading  them  without  fail  and 
51  per  cent  reading  them  occasionally. 

evaluation 

The  evaluation  of  the  project  as  done  by  the 
clinical  staff  was  largely  subjective.  An  objective 
study  is  still  under  way,  being  directed  by  James 
B.  Taylor,  Ph.D.,  of  the  University  of  Washing- 
ton Public  Opinion  Laboratory.10  Dr.  Taylor 
initially  interviewed  over  90  general  practitioners 
in  five  rural  counties  of  the  state,  including  the 
three  counties  selected  for  the  project.  Analysis 
of  preliminary  data  revealed  that  the  doctors  felt 
that  a large  percentage  of  their  patients  showed 
evidence  of  emotional  disturbances,  but  less  than 
half  of  the  physicians  expressed  any  desire  for 
further  training  in  psychiatry.  Only  about  10 
per  cent  had  a strong  desire  for  the  development 
of  further  skills. 

The  specialty  of  psychiatry  was  viewed  grimly 
by  the  majority  of  doctors  interviewed.  There 
were  indications  that  the  practitioners  resented 
the  interruption  in  the  flow  of  patients  through 
his  office  caused  by  the  emotionally  ill  individual. 
He  could  not  approach  these  patients  in  a sys- 
tematic and  scientific  manner,  diagnosing  and 
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treating  in  the  usual  fashion.  The  practitioner 
could  not  afford  to  spend  as  much  time  with 
this  patient  as  he  deemed  necessary.  The  doctors 
did  not  profess  to  use  psychotherapy  as  a medical 
treatment  procedure,  although  it  was  obvious 
that  they  did  so.  Dr.  Taylor  has  two  additional 
papers  concerning  the  analysis  of  his  inter- 
views.1112 

lectures  preferred 

Although  most  psychiatrists  involved  in  post- 
graduate teaching  of  non-psychiatric  physicians 
seem  to  feel  that  the  seminar  approach  is  the 
best,  our  study  indicated  that  not  all  doctors 
are  capable  of  taking  part  in  this  experience. 
The  free  give-and-take  of  the  psychiatric  seminar 
is  at  least  initially  a traumatic  experience  for 
most  physicians.  A survey  was  conducted  in 
Indiana  to  determine  the  doctor’s  preferred 
method  of  post-graduate  education.13  The  great- 
est number  of  physicians  gave  as  their  preference 
the  lecture  method.  Case  demonstrations  were 
the  second  choice,  with  seminars  (open  discus- 
sions) coming  third. 

The  Mental  Health  Committee  of  the  Wash- 
ington State  Medical  Association  is  presently 
trying  to  determine  how  to  utilize  the  knowledge 
gained  during  the  past  three  years.  The  scope  of 
any  future  project  would  be  more  limited  than 
the  one  just  completed.  We  have  learned  through 
experience  that  the  medical  profession  in  gen- 
eral is  not  ready  to  fondly  embrace  psychiatry. 
We  would  not  begin  any  type  of  post-graduate 
education  program  without  first  determining  the 
needs  and  wishes  of  the  doctors  in  the  area.  From 
our  experience,  we  would  presume  than  an  ini- 
tial didactic  approach  would  be  least  threaten- 
ing. The  meetings  could  gradually  shift  to  more 
direct  study  of  case  material,  and  eventually  to 
the  seminar  method.  The  physicians  would  grad- 
ually become  comfortable  enough  to  discuss  cases 
from  their  own  practices. 


conclusion 

Finally,  although  response  to  our  project  was 
not  particularly  high,  we  have  not  lost  confi- 
dence in  our  original  premise  regarding  the 
ability  of  the  private  practitioner  to  make  a major 
contribution  in  the  field  of  mental  health.  Our 
study  has  indicated  that  the  general  practitioner 
is  potentially  capable  of  contributing  a great 
deal  in  the  area  of  treatment  and  rehabilitation 
of  the  emotionally  ill,  but  not  sufficiently  moti- 
vated or  trained.  Continued  efforts  to  bring  this 
important  branch  of  medicine  to  the  attention 
of  physicians  is  necessary  both  for  the  welfare 
of  the  general  public  and  for  the  survival  of  free 
medicine.  ■ 

1518  Medical  Arts  Building  (2)  (Dr.  Stuen) 
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Statistically  Speaking 

X.  Statistical  Pitfalls 

WARREN  K.  GARLINGTON,  Ph.  D.  / HELEN  E.  SHIMOTA,  Ph.  D.  Fort  Steilacoom,  Washington 


Statistics,  we’ve  been  claiming,  are  handy  little 
devices  to  describe  our  data  as  simply  and  as 
meaningfully  as  possible.  Inferential  statistics 
also  allow’  us  to  figure  out  how  much  of  our  find- 
ings can  be  generalized  to  other  areas  or  subjects. 
But  like  many  other  good  things  in  life,  statistics 
can  be  misused,  even  abused.  Some  of  the  more 
common  statistical  errors  and  abuses  will  be  de- 
scribed in  this  paper,  the  last  article  of  the  series. 

Occasionally  an  unscrupulous  scientist  can  be 
caught  engaging  in  outright  manipulations  of  his 
data  and  his  statistics.  The  great  majority  of  error 
in  the  use  of  statistics,  however,  occurs  because 
the  researcher  does  not  understand  the  require- 
ments and  assumptions  of  the  statistical  tests  he 
happens  to  be  using.  His  lack  of  understanding 
may  then  lead  him  to  unjustifiable  conclusions. 

Whenever  we  read  or  listen  to  ideas,  we  make 
some  sort  of  an  evaluation  of  the  material  in  the 
speech  or  the  article:  “That’s  right”— “This  guy’s 
all  wet  "— “He  doesn’t  know  what  he’s  talking 
about  —or  “What  a clear  statement  of  the  pertin- 
ent facts!  ” Occasionally  we  are  tempted  to  accept 
an  author’s  conclusions  because  he  “sounds  so 
good.  With  some  awareness  of  the  more  common 
mistakes  we  are  in  a much  better  position  to 
evaluate  impressive,  but  dubious  uses  of  statistics. 

pitfalls  in  procedures 

Because  the  preceding  articles  have  already 
cautioned  the  reader  about  a number  of  these 
fallacies,  here  they  will  be  given  the  onee-over- 
lightly  treatment.  Just  as  an  overweight  patient 
uses  yesterday’s  starvation  diet  to  describe  her 
eating  habits,  so  also  do  some  researchers  re- 
port a mean  when  the  mode  or  median  is  a more 
accurate  representation  of  the  data.  Skewed  data, 
for  example,  are  usually  better  represented  by 
the  median.  Occasionally  an  author  reports  a 
batch  of  numbers  without  telling  us  that  they 
represent  something  other  than  we  expect,  much 
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like  the  blind  date  described  as  a “perfect  size 
12”  without  our  being  told  that  the  size  refers  to 
her  shoes. 

A logical  error  appearing  time  and  time  again 
is  that  of  confusing  correlation  with  causation. 
Correlation  coefficients  are  valuable  statistical 
tools;  however,  they  are  merely  measures  of  re- 
lationships between  variables.  If  one  measure 
increases,  a second  tends  to  increase,  or  if  one 
increases,  the  other  decreases.  Finding  a signi- 
ficant correlation  is  not  a demonstration  of  any 
causation  between  the  variables.  Yes,  it  is  pos- 
sible that  one  causes  the  other,  but  it  is  even 
more  probable  that  the  relationship  between 
them  is  caused  by  a third  factor  or  by  some 
group  of  factors. 

Although  investigators  are  becoming  much 
more  sophisticated  about  research  designs,  oc- 
casionally we  still  encounter  the  case  of  the 
"missing  control  group.”  An  example  is  the  re- 
port of  the  physician  who  has  had  terrific  luck 
with  a new  medication,  is  sold  on  its  magically 
curative  properties,  and  wants  to  share  his  dis- 
covery with  others.  Unfortunately  a later  and 
closer  look  shows  that  the  drug’s  success  was 
the  product  of  the  physician’s  enthusiasm.  His 
hopes  v’ere  transmitted  to  his  patients,  who 
cooperated  with  his  suggestions  of  better  health. 
Had  he  used  a placebo  with  a comparable  group 
of  patients,  and  had  he  not  known  which  group 
got  which  drug,  he  would  have  discovered  that 
suggestion  wras  the  big  factor  in  his  and  the 
drug’s  success. 

A control  group  is  a must  in  most  experimental 
work.  It's  the  only  way  to  rule  out  the  effect  of 
numerous  uncontrolled  variables. 

Another  area  loaded  with  booby  traps  is  the 
selection  of  the  samples  to  be  used  in  the  experi- 
ment. Darrell  Huff'  cites  a number  of  instances 
where  an  “experimenter,”  in  order  to  make  his 
point,  selects  sample  after  sample  of  people  until 
he  finds  the  one  that  gives  him  the  results  he 
wants.  (Often  we  suspect  that  the  man-on-the- 
street  comparisons  of  Brand  X and  the  sponsor’s 
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product  have  been  similarly  selected.)  This  de- 
liberate tactic  is,  of  course,  virtually  unheard  of 
in  serious  scientific  work,  but  occasionally  an 
experimenter  inadvertently  selects  his  control 
and  experimental  groups  in  such  a manner  that 
it  is  impossible  not  to  get  a difference. 

look,  mom,  no  cavities! 

As  an  example,  let’s  consider  the  dental  re- 
searcher studying  the  merits  of  a new  decay 
preventative.  As  his  experimental  group  he 
selects  a sample  of  children  from  Public  School 
No.  346,  and  he  takes  as  his  control  group  the 
kids  from  P.  S.  99.  The  children  diligently  use 
the  product  assigned  to  them  (either  the  new 
one  or  a placebo  equivalent)  for  a year.  Then 
their  teeth  are  reexamined.  The  results?  Signif- 
icantly more  from  P.  S.  346  can  now  say  “Look, 
Mom,  no  cavities!”  than  can  the  kids  from  P.  S. 
99.  Obviously  the  new  product  is  a success.  But 
let’s  take  a closer  look  at  what’s  gone  on.  P.  S.  99 
is  in  the  center  of  a middle-class  neighborhood 
where  parents  stress  such  virtues  as  brushing 
teeth  after  every  meal  (or  maybe  after  every 
piece  of  candy).  The  dental  hygiene  habits  of 
the  control  group  were  superior  before  the  ex- 
periment started,  and  so  the  condition  of  their 
teeth  showed  little  change  after  the  year  of  the 
experiment.  The  experimental  group,  however, 
came  from  a marginal  neighborhood  where  little 
attention  is  paid  to  such  fancy  pursuits  as  brush- 
ing teeth.  Consequently,  a year  of  good  oral  hy- 
giene encouraged  by  the  experiment  worked 
wonders  for  them.  Thus  the  unwitting  bias  in 
the  sample  selection  prevented  someone  from  a 
true  evaluation  of  the  new  product. 

While  we’re  on  the  subject  of  samples,  let’s 
take  a look  at  sample  size  as  a possible  source 
of  trouble.  For  some  experimental  problems  a 
large  sample  is  an  absolute  necessity.  Such  is 
the  case  when  what  we’re  looking  for  occurs  only 
once  in  a great  while.  If  the  experimenter  uses 
a small  sample,  he’s  not  very  likely  to  locate  the 
infrequently  occurring  event.  How  does  this 
work?  Suppose  an  investigator  is  interested  in 
the  side  effects  associated  with  two  different 
tranquilizers.  Informal  notes  in  a medical  journal 
mention  a few  cases  where  each  of  the  drugs 
was  followed  by  nausea  and  vomiting  severe 
enough  to  force  the  physician  to  withdraw  the 
drug.  The  investigator  in  this  case  happens  to 
be  a physician  who  must  decide  which  one  of  the 
two  should  be  used  in  his  hospital.  In  order  to 
base  his  decision  upon  objective  facts,  he  selects 


40  appropriate  patients,  randomly  assigns  20  to 
each  of  the  drugs,  and  then  sits  back  to  watch 
for  side  effects.  Unfortunately  no  one  in  either 
group  develops  side  effects,  so  he’s  left  holding 
the  bag.  He  still  has  no  real  facts.  He  has  been 
dealing  with  a possible  side  effect  that  occurs  so 
rarely  that  he  had  only  a very  small  chance  to 
find  it  in  his  40  subjects. 

This  example  can  be  used  to  point  out  still 
another  error  sometimes  encountered  in  research 
reports.  Occasionally  an  investigator  gets  so  in- 
volved in  his  statistics  that  he  loses  sight  of  com- 
mon sense.  Suppose  the  investigator  had  in- 
creased his  N to  500  patients  in  each  group.  Lo 
and  behold  he  finds  a significant  difference  in 
the  frequency  of  side  effects  produced  by  the 
two  tranquilizers!  Though  consistent  and  reli- 
able, this  difference  may  be  virtually  meaningless 
for  his  purposes.  Both  drugs  produce  the  nausea 
and  vomiting  so  infrequently  that  for  all  practical 
purposes,  it  makes  no  difference  which  he 
chooses.  He  would  make  a more  sensible  de- 
cision were  he  to  make  it  on  the  basis  of  cost 
or  convenience  or  on  any  other  factor  that  had 
practical  implications. 

illogical  interpretations 

One  of  the  major  purposes  of  this  series  has 
been  to  familiarize  the  reader  with  tests  of  sig- 
nificance and  so  to  prepare  him  to  beware  of 
another  common  pitfall.  Standard  research  tech- 
niques—and  the  statistical  tools  that  go  with 
them— have  been  around  long  enough  so  that 
researchers  are  expected  either  to  be  familiar 
with  them  or  to  ask  for  consultation  from  those 
who  are.  Yet  we  still  find  studies  where  the  in- 
vestigator merely  compares  the  mean  scores  of 
two  or  more  groups  and  then  reports,  “Group  A 
obtained  a larger  score  than  group  B;  therefore 
. . Now  we  know  that  it  is  characteristic  for 
measurements  taken  on  a group  of  subjects  to 
be  variable.  Because  of  this,  we  would  be  sur- 
prised if  the  identical  mean  score  did  turn  up 
in  two  different  samples— even  if  there  is  no  real 
difference  between  the  groups.  Therefore,  it  is 
important  that  the  investigator  check  his  data  to 
determine  the  probability  of  chance  producing 
the  differences  he  found  before  he  draws  any 
conclusions  from  that  data.  Until  we  notice  the 
experimenter’s  use  of  tests  of  significance,  we 
should  be  skeptical  of  his  conclusions. 

One  of  the  cardinal  sins  in  research  is  general- 
izing beyond  the  data.  Though  sinful,  it  remains 
a favorite  pastime  of  some  writers.  Fanciful  spec- 
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ulations  have  their  place  when  the  author  is  pro- 
posing new  ideas  or  creatively  designing  future 
studies.  It  is  out  of  place,  however,  for  an  author 
to  draw  universal  conclusions  from  data  col- 
lected on  a restricted  population. 

Speculate  for  a moment  about  the  following 
flight  of  fancy.  An  extra-terrestrial  scientist  ar- 
rives on  Earth  via  his  flying  saucer.  He  has  in- 
structions to  bring  back  information  on  the  in- 
telligent life,  if  any,  that  he  finds  on  Earth. 
Because  of  the  timing  of  his  flight  and  the  rota- 
tion of  the  planets,  he  lands  in  equatorial  Africa 
close  to  a settlement  of  pygmies.  In  time  he  re- 
turns to  Outer  Space  bearing  all  sorts  of  odd 
and  sundry  data.  Included  in  his  description 
of  the  “typical”  Earthman  are  a few  “facts  '— the 
typical  Earthman  is  small  but  well  formed,  his 
adult  height  is  less  than  five  feet,  and  he  hunts 
for  food  with  a bow  and  arrow.  Of  course,  the 
classical  example  of  overgeneralization  is  re- 
lated in  the  fable  of  the  five  blind  men  and  the 
elephant.  Each  one  examined  the  elephant  and 
became  convinced  that  he  knew  what  an  ele- 
phant was  like.  Each  was  correct  in  his  descrip- 
tion up  to  the  moment  that  he  decided  his  data 
were  representative  of  the  whole  elephant. 

Finally,  we  come  to  a more  subjective  source 
of  error,  one  difficult  to  identify  as  we  read  re- 
search reports.  This  error  is  the  bias  that  any  of 
us  is  subject  to  when  we  become  personally  in- 
volved with  a theory  or  a special  area  of  re- 
search. Discovering  that  some  brash  young  man 
at  Downstate  Medical  School  interprets  his  data 
in  a way  that  conflicts  with  a pet  theory  does 
nothing  for  one’s  ego.  Our  skills  at  repression 
come  charging  to  our  defense,  and  the  knowledge 
of  that  nonconforming  piece  of  research  just 
disappears  into  our  “forgettery.”  Certainly  the 
ego  of  the  researcher  who  spends  days  and  years 
struggling  to  uncover  new  truths  is  not  immune 
to  such  slights  and  hurts.  Usually  the  reader  can 
spot  unconscious  experimenter  bias  only  if  he 
already  is  quite  familiar  with  the  particular  topic. 
Then  he  is  apt  to  notice  the  voids  in  the  refer- 
ences cited  by  the  author.  When  we  read  reports 


in  areas  somewhat  foreign  to  us,  our  best  bet  is 
to  use  “a  grain  of  salt”  when  evaluating  the  work 
of  the  overly  enthusiastic  researcher. 

summary 

The  researcher  can  fall  into  a number  of  more 
or  less  obvious  traps  in  reporting  the  results  of 
his  work.  The  reader  with  some  awareness  of  the 
more  common  errors  can  better  discriminate  the 
good  from  the  bad.  He  is  more  prepared  to  use 
his  own  evaluative  powers  in  judging  research 
conclusions. 

Errors  can  creep  in  during  the  planning  of  a 
project  and  during  its  execution.  The  selection  of 
subjects  may  be  biased,  or  a control  group  may 
be  omitted.  The  number  of  subjects  included 
in  the  study  may  be  inadequate,  especially  when 
the  event  is  a highly  improbable  one.  By  using 
unnecessarily  large  samples  an  investigator  may 
overemphasize  a significant,  but  unimportant, 
difference  between  two  groups. 

After  the  project  is  planned  and  carried  out, 
other  potential  pitfalls  must  be  avoided  as  the 
researcher  sets  about  reporting  his  results.  He 
must  make  sure  that  differences  are  true  ones, 
not  the  products  of  chance.  He  must  overcome 
any  tendency  to  overgeneralize.  It  just  isn’t 
cricket  for  him  to  assume  that  the  results  he  got 
by  studying  a very  select  group  of  persons  can 
be  applied  to  all  sorts  of  other  groups.  Finally, 
he  must  do  his  best  to  avoid  the  all  too  human 
bias  that  follows  from  his  dedication  to  certain 
theories  and  ideas.  Sometimes  those  ideas  blind 
him  to  other  facts  and  cause  him  to  err. 

By  arming  himself  with  an  awareness  of  those 
errors  and  a knowledge  of  the  rationale  under- 
lying research,  the  reader  of  research  reports  can 
begin  to  sort  the  good  from  the  bad.  Only  then 
can  he  really  begin  to  profit  from  the  labors  of 
others.  ■ 

Psychology  Department 
Mental  Health  Research  Institute 
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“Statistically  Speaking ” has  come  to  the  end  of  its  final  chapter.  Or,  if  you  prefer, 
the  sermon  is  over  at  last.  We  have  enjoyed  writing  this  series— although  it  did  get  to  be 
a drag  at  times!  We  sincerely  hope  that  it  makes  your  reading  of  research  reports  more 
profitable  and  less  of  a struggle.  We  hope  that  those  of  you  who  stuck  with  our  statisti- 
cal serial  occasionally  find  a research  paper  more  enjoyable  because  of  it! 

WKG  and  HES 
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Why  do  you  eat  soup,  Doctor? 


For  more  than  one  reason.  Certainly  you  eat  soup  because 
you  like  it,  because  soup  is  delicious,  because  it  just  hap- 
pens to  hit  the  spot  — a savory,  hot  soup  on  a cold  day, 
or  a refreshing,  chilled  soup  when  the  mercury’s  hitting 
the  90’s.  But  you  also  eat  soup  because  it’s  nutritious, 
because  it  provides  nourishment  and  fluid  which  the  body 
can  readily  utilize. 

In  this  respect,  what’s  good  for  you  is  also  good  for 
your  patients.  They  can  benefit  from  many  Campbell’s 
Soups,  and  almost  every  patient  will  feel  his  whole  out- 
look brightened  by  a bowl  of  tasty,  nourishing  soup. 

All  Campbell’s  many  different  soups  are  carefully 
blended  ...  all  are  naturally  good.  There’s  a Campbell’s 
Soup  suitable  for  nearly  every  one  of  your  special-diet 
patients  — high  protein,  low  residue,  high  or  low  calorie, 


with  a wide  variety  of  essential  nutrients.  Take  our  9 
kinds  of  vegetable  soups,  for  instance.  You  see  some 
of  their  ingredients  in  our  picture.  The  protein  content 
of  these  vegetable  soups  ranges  approximately  from  2.0 
to  6.0  gm.  in  a 7 oz.  serving,  fat  content  from  1.0  to  5.0 
gm.,  calories  from  46  to  83. 

We  have  just  completed  a new  series  of  analyses  of 
the  nutritional  contents  of  our  different  soups.  We  feel 
it  will  interest  you  and  be  of  real  use.  Write 
to  us  today  for  your  copy.  Recommend 
Campbell’s  Soups  to  your  patients ...  and, 
of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company,  Dept.  17, Camden, N.J. 
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Analyze  it 


Anyone  who  has  ever  taken  a manual  blood  cell  count  knows  how  tedious  it  can  be.  And  of 
course  tedium  breeds  errors.  Now,  the  Sanborn-Frommer  Cell  Counter  makes  blood  analysis 
extremely  simple  — pour  the  sample,  press  the  lever  and  within  25  seconds  you  can  read 
the  cell  count  directly  on  the  panel  meter. 

Accurate,  fast  counting  of  red  and  white  cells  is  made  possible  by  the  unique  optical-elec- 
tronic design  of  this  new,  economically-priced  Sanborn  instrument.  Approximately  50  times 
the  usual  number  of  cells  are  sampled,  greatly  reducing  the  statistical  error. 

Hematology  is  a relatively  new  field  for  Sanborn  instrumentation,  but  we  are  serving  it  with 
the  same  skills  that  are  applied  in  the  manufacture  of  electrocardiographs:  the  2-speed 
Model  100  Viso  Cardiette  ...  its  mobile  counterpart  the  Model  100M  Mobile  Viso  . . . and  the 
compact,  fully  portable,  18-pound 
Model  300  Visette.  These  and  all  other 
Sanborn  clinical,  research  and  moni- 
toring instruments  are  designed  to  de- 
pendably provide  needed  information 
in  its  most  usable  form. 


on  a Sanborn  cell  counter 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1  144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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Today . . . in  vulvovaginitis 
you  can  almost  match  the  “ olden  time  cures  of  100%" 
legitimately , with . . . TRIVA  COMBINATION 


■ Regardless  of  cause  (Monilia,  Trichomonas,  Non-specific),  85%  of  255  consecutive  vulvovaginitis  patients  were  clear  3,  or 
more,  months  after  treatment.  ■ Diagnosis  and  “cure”  were  based  on  the  most  definitive  and  objective  testing  methods  ever 
reported  — methods  determined  only  after  exhaustive  and  rigorously  controlled  studies.  ■ Side  effects  (burning  and/or 
irritation)  were  minimal.  Although  some  patients  did  complain,  these  complaints  were  no  more  than  could  be  expected  for  a 
non-selective  clinical  study. 

TRIVA  Combination  (Douche  & Jel)  is  simple  and  convenient  to  use ...  patient  cooperation  is  outstanding  — particularly 
since  the  therapeutic  course  is  so  short,  only  16  days.  ■ For  full  information,  refer  to  page  541  of  the  PDR  for:  formula,  action, 
dosage  administration  and  precautions.  ■ REFERENCE:  1.  Moore,  J.  G.  and  Hindle,  W.  H.:  “Practical  Treatment  of  Clinical  Vulvo- 
vaginitis," delivered  at  the  Annual  District  VIII  Meeting,  Am.  College  of  Obst.  & Gynec.,  Denver,  Colo.,  September  12,  1960. 

BOYLE  & COMPANY  bell  gardens,  California 
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Here’s  a penicillin  that  gives  you... 

PATIENT  ECONOMY 
WHEN  YOU  WANT  IT 


100  Tablets  No.  6337 

Filmtab® 


COMPOCILLIN- VK 


Potassium  Penicillin  V, 
Abbott. 

125  mg.  > 

(200,000  units) 


Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  YK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab-Film-sealed  tablets,  Abbott:  U.S  Pat  No  2.881.085 


Single  Oral  Doses  to  Fasting  Subjects* 
7- 


Compocillin-VK  200,000  U.  (125  mg.) 
Potassium  Penicillin  G 400,000  U. 


Units 

cc. 


Time  in  hours 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


100  Tablets 

Filmtab® 


Potassium  Penicillin 
V,  Abbott. 


250  mg. 

(400,000  units) 

Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 

r=1 


Single  Oral  Doses  to  Fasting  Subjects* 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

*Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboratories. 

ABBOTT  LABORATORIES  NORTH  CHICAGO.  ILLINOIS 
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Goliath  David 


Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Against  the  formidable  and  ubiquitous  Staphylococcus  aureus, 
PANALBA*  gives  you  a powerful  weapon.  PANALBA  is  a selective 
combination  of  novobiocin  (for  its  unique  effectiveness  against 
staph)  and  tetracycline  (for  its  breadth  of  coverage).  From  the  outset, 
your  treatment  has  broader  antibacterial  coverage  resulting  from 
the  simultaneous  administration  of  two  antibiotics  that  complement 
each  other.  They  were  carefully  chosen  for  this  purpose. 

That  is  why  PANALBA  offers  excellent  chances  for  therapeutic  success. 

’trademark,  REG.  U.S.  PAT.  OFF. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY 


OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Melvin  W.  Breese,  M.D.,  Portland 

secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  1963,  Portland 


Post-graduate  Session  at  Good  Sam 


J.  ENGLEBERT  DUNPHY,  M.D. 


The  Good  Samaritan  Third  Annual  Post-graduate 
Session  will  be  held  at  the  hospital  in  Portland  on 
November  2 and  3,  1962.  The  session  is  sponsored 
jointly  by  the  medical  staff  and  alumni  of  Good 
Samaritan  Hospital  and  the  Oregon  Academy  of 
General  Practice,  and  is  open  to  all  physicians  and 
surgeons. 

The  Lester  R.  Chauncey  Memorial  Lectures  will 
be  inaugurated  at  this  session,  the  first  to  be  deliver- 
ed on  November  3 by  J.  Englebert  Dunphy,  chair- 
man of  the  Surgery  Department  of  the  University 
of  Oregon  Medical  School.  Dr.  Dunphy  was  recently 
awarded  the  highest  honor  the  Medical  Faculty  of 
the  University  of  St.  Andrews,  Scotland,  can  bestow. 
He  was  appointed  visiting  professor  in  surgery  to  that 
university  and  was  given  the  ancient  title  of  Prae- 
lector.  For  a four-week  period  beginning  August  25, 
Dr.  Dunphy  was  at  St.  Andrews,  teaching  and  lec- 
turing. The  topic  of  his  Lester  R.  Chauncey  Memorial 
Lecture  will  be  “Responsibility  and  Authority  in 
American  Surgery.” 


The  scientific  portion  of  the  session  follows. 

Friday,  November  2 

9:00  Infectious  Diseases,  James  Morris 
9:20  Drugs  and  Carbohydrate  Metabolism, 

John  Stephens 

10:00  Panel— What’s  New  in  Cardiovascular  Disease, 
Earl  Dubois,  William  Sweetman,  Frank 
Underwood,  Leonard  Rose,  Herbert  Sem- 
ler,  Marvin  Schwartz 

11:00  Common  Problems  in  Treatment  of  Skin 
Diseases,  Sheldon  Walker 
1:00  Tumor  Clinic 

2:00  What  is  your  diagnosis,  Dr.?,  William  Galen 
2:45  Panel— Treatment  of  Low  Back  Pain, 

Calvin  Kiest,  A.  Gurney  Kimberly, 

Harold  Paxton,  John  Abele 
3:45  Image  Intensifiers  and  Cinderadiography, 
Fred  Shipps 

Saturday,  November  3 

8:30  Clinical  Pathological  Conference, 

Morton  Goodman 

9:30  Lester  R.  Chauncey  Memorial  Lecture- 

Responsibility  and  Authority  in  American 
Surgery,  J.  Englebert  Dunphy 
10:30  Panel— Diseases  of  the  Gastro-Intestinal 

System,  Matthew  McKirdie,  Marvin  Gold- 
man, John  Benson,  J.  Englebert  Dunphy 

UOMS  publication  wins  award 

The  University  of  Oregon  Medical  School  bi- 
monthly magazine,  What’s  Going  On?  has  been  nam- 
ed the  best  publication  of  its  type  in  the  United 
States.  The  award  was  made  by  Hospital  Manage- 

continued  on  page  876 
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for  the  pint-after-pint  antacid  needs  of 

ulcer  patients  NEW  CREAMALIN 


Improved  Formula  Liquid 

In  clinical  tests,  as  well  as  in  vitro,  new  Creamalin  exhibits  greatly  heightened  reactivity 
to  hydrochloric  acid.1'3  New  Creamalin  neutralizes  hydrochloric  acid  swiftly— maintains 
this  neutralization  longer.1'3  Ulcer  healing  is  promoted. 

New  Creamalin  Liquid  has  a pleasant  mint  flavor,  an  inviting  pink  color  — for  greater 
patient  acceptance.  Each  teaspoonful  contains  32  mg.  of  specially  processed,  highly 
reactive,  dried  aluminum  hydroxide  gel  (stabilized  with  hexitol)  and  75  mg.  of  mag- 
nesium hydroxide.  New  Creamalin  will  not  cause  constipation. 

Prescribe  new  Creamalin  liquid  for  patients  with  peptic  ulcer  — both  gastric  and  du- 
odenal — for  acute  and  chronic  gastritis,  for  gastric  hyperacidity.  Also  available  — 
new  Creamalin  tablets  to  supplement  the  liquid. 

Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons  or  tablets  every  two  to  four 
hours.  Gastric  hyperacidity-from  2 to  4 teaspoons  or  tablets  as  needed.  Tablets  may  be 
taken  with  a small  amount  of  water  or  milk  as  desired. 

Supplied:  LIQUID  - Bottles  of  8 and  16  fl.  oz. 

Also  available  in  TABLETS  — Bottles  of  50.  100,  200  and  1000. 

References:  1.  Hinkel,  E.  T..  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A. 

(Scient.  Ed.)  48:380,  July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M L.:  J.  Am. 

Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959.  3.  Schwartz,  I.  R : Current  Therap.  Res.  3:29,  Feb..  1961.  New  York  18,  N.Y. 


Creamalin,  trademark  reg.  U.S.  Pat.  Off. 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Clinically  proven 
in  over  750 


published  studies 


Miltown 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  mkprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


1 

2 

3 


Acts  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM  • 71*  1 


^ WALLACE  LABORATORIES  / Cranbury,  N.  J. 


When  you  choose  an  anorectic— 


‘'Does  it  help  the  patient 


maintain  the  proper  diet, 
is  it  free  of  dangerous 


side  effects,  and  does 
the  patient  like  it?”' 

Perhaps  you'll  find,  as 
Stevenson  did,  “[‘Eskatrof] 
seems  to  meet  these 
criteria  better  than  most.” 

1.  Stevenson,  L.E.:  M.  Ann.  District  of  Columbia  J0:4O9  (July)  1961. 

ESKATROL* 

SPANSULE" 

brand  of  sustained  release  capsules 


PRESCRIBING  INFORMATION 

Formula:  Each  ‘EskatroE  Spansule  sustained  release  capsule  contains  Dexedrine® 
(brand  of  dextro  amphetamine  sulfate),  15  mg.,  and  Compazine®  (brand  of 
prochlorperazine),  7.5  mg.,  as  the  dimaleate. 

Recommended  Dosage:  One  'EskatroE  Spansule  capsule  daily,  taken  in  the  morning. 
Side  EfTects:  Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent, 
and  usually  mild  and  transitory. 

Cautions:  Clinical  experience  has  demonstrated  that  ‘EskatroE  (containing  the 
phenothiazine  derivative,  prochlorperazine)  has  a wide  margin  of  safety  and  that 
there  is  little  likelihood  of  blood  or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms).  The  physician  should  be  aware,  however,  of  their 
possible  occurrence. 

'EskatroE  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe 
hypertension,  advanced  cardiovascular  disease,  or  extreme  excitability. 


Prescribing  information  adopted  Jan.  1961 


Smith  Kline  & French  Laboratories 
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PRESIDENTS  page 


You  as  a licensed  physician  have  undoubtedly 
given  some  thought  regarding  what  your  State  Medi- 
cal Society  means  to  you.  The  purpose  of  this  letter 
and  some  of  those  to  follow  will  be  to  stimulate 
further  thought  on  this  subject.  It  is  hoped  that  you 
will  feel  moved  to  write  any  thoughts  you  may  have 
so  that  your  trustees  and  officers  will  have  the  ad- 
vantage of  your  considered  opinion. 

Why  do  we  have  a state  medical  society?  Are  the 
objectives,  purposes  and  functions  of  a state  medi- 
cal society  the  same  today  as  they  were  25  or  50 
years  ago?  Do  the  activities  of  our  state  society  in- 
terest you  as  much  as  they  should  or  as  much  as 
you  would  like?  Does  our  state  society  serve  and 
complement  your  county  or  component  medical  so- 
ciety as  it  should?  What  are  the  wisest  and  most 
mutually  useful  relationships  which  we  can  develop 
between  the  general  practice  and  specialty  organi- 
zations and  the  state  medical  society?  Does  the 
American  Medical  Association  adequately  receive 
the  impact  of  your  ideas  and  opinions  through  your 
component  society  and  our  state  medical  society? 

Is  it  important  for  the  public  in  general  to  under- 
stand the  interests  and  activities  of  your  state  society? 
Does  our  medical  school  receive  the  proper  consid- 
eration of  our  state  medical  society?  Is  it  important 
for  licensed  physicians  who  are  essentially  full-time 
in  our  medical  school  to  be  members  of  and  to  sup- 
port our  state  medical  society?  Do  medical  students 
and  young  physicians  know  and  appreciate  the  im- 
portance of  our  state  society  and  do  we  properly 
hear  and  help  them  with  their  problems?  Does  our 
medical  society  adequately  consider  and  support  the 
important  interests  of  the  registered  nurses  of  our 
state?  What  about  hospital  administrators  and  hos- 
pital boards?  Do  we  have  adequate  liaison  with  these 
important  colleagues?  Does  our  state  medical  so- 
ciety support  and  wisely  advise  the  activities  of  the 
Board  of  Health  and  the  State  Board  of  Medical 
Examiners?  Are  we  guiding  and  helping  the  medical 
assistants  whose  problems  and  welfare  are  closely 
related  to  the  professional  services  we  render? 

Do  our  state  government  and  our  county  and  city 


MELVIN  W.  BREESE,  M.D. 

governments  receive  dependable  and  adequate  con- 
sultation on  affairs  related  to  public  health  from  our 
state  medical  society?  These  are  hut  a few  of  the 
questions  that  might  be  asked. 

Now  let  us  consider  one  or  two  of  these  questions. 
Why  do  we  have  a state  medical  society  and  are  the 
objectives,  purposes  and  functions  of  such  a society 
the  same  today  as  they  were  25  or  50  years  ago?  It 
seems  reasonable  that  the  fundamental  purpose  of 
any  medical  society,  the  reason  for  its  very  existence, 
probably  is  or  should  be  the  same  in  the  past,  the 
present  and  the  future.  If  any  activity  of  any  medi- 
cal society  is  motivated  and  guided  by  any  objective 
other  than  the  honest  desire  to  provide  the  best 
health  care  possible  to  all  of  the  citizens  of  the  area 
represented  then  this  society  should  justly  die.  If 
selfish  interests  or  incompetence  for  whatever  cause 
on  the  part  of  any  of  the  members  of  any  medical 
society  prevail,  this  obviously  reflects  on  all  members 
of  the  medical  profession.  Such  members  should  be 
identified  and  informed  of  their  conduct  and  they 
should  be  given  the  opportunity  to  correct  it.  If  one 
is  incapable  of  correction  or  should  choose  not  to 
place  public  interest  above  self  interest  then  the 
opportunity  for  serving  the  public  as  a physician 
should  be  terminated. 

We  would  all  agree  that  a physician  who  becomes 
a narcotic  addict  or  an  alcoholic  is  unsafe  to  care  for 
patients  while  ill  from  the  influence  of  such  drugs. 
These  physicians  need  help  and  the  patients  who 
might  unknowingly  seek  medical  care  from  them 
need  protection.  Is  this  not  a fair  and  wise  responsi- 
bility of  our  medical  society  in  cooperation  with  one 
or  more  of  our  legal  arms  such  as  the  State  Board  of 
Medical  Examiners? 

If  there  are  physicians  who  render  less  than  ade- 
quate care  under  the  varying  circumstances  of  prac- 
tice in  our  community,  do  we  not  have  a like  respon- 
sibility? There  is  reason  in  many  of  your  minds,  as 
in  my  mind,  to  believe  that  such  exists.  The  etiology 
may  be  senility,  natural  lack  of  judgement,  dishon- 

continued  on  page  876 


873 

Northwest  Medicine,  October  1962 


“Wonderful... 

haven’t  had  opening  in  both  nostrils  for  years” 


'Clinical  report  on  file.  Medical  Dept.,  A.  H.  Robins  Co 


This  is  how  one  patient  described  the  nasal  decongestant  action 
of  Dimetapp  Extentabs.  How  would  your  patients  describe  it? 

Dimetapp  Extentabs 

for  nasal  decongestion  in  sinusitis,  colds,  U.R.I. 
up  to  10-12  hours’  clear  breathing  on  one  tablet 


Dimetapp  Extentabs  contain  Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  hydrochloride,  15.0  mg.;  phenylpropanolamine 
hydrochloride,  15.0  mg.  Also  available:  dimetapp  elixir  (one-third 
the  Dimetapp  Extentabs’  formula  in  each  5 cc.),  for  conventional 
t.i.d.  or  q.i.d.  dosage  in  a palatable  grape-flavored  vehicle. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

'EMPRAZIL-C 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  - ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘PeraziT®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsa I icyl ic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ 

‘EMPRAZIL’ 

TABLETS 


’•"Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  TUCKAHOE,  N.Y. 
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esty  or  simple  incompetence  for  whatever  cause.  It 
seems  important  that  such  be  identified  and  cor- 
rected. 

What  mechanism  could  be  used  to  find  areas 
where  physician’s  services  rendered  are  inadequate? 
If  we  divide  the  profession  into  segments  and  pitch 
one  against  the  other  it  seems  that  only  chaos  and 
harm  can  come  to  the  patient.  If  one  physician  con- 
demns another  for  some  practice  without  knowing  the 
quality  of  care  the  patient  received,  only  a division 
of  the  profession  can  result  and  selfish  motives  be- 
come strong.  I’m  afraid  that  this  type  of  “discipline” 
is  all  about  us.  However,  if  we  analyze  the  quality  of 
care  the  patient  receives  and  if  it  is  inadequate,  then 
correct  it,  we  are  at  the  root  of  the  problem. 

It  would  be  but  a guess  but  it  seems  quite  certain 
that  only  a very  small  percentage  of  physicians  pro- 
vide medical  services  which  are  not  acceptable  to  all 
of  us  and  to  the  public  to  whom  we  are  responsible. 
An  even  smaller  percentage  are  ill  from  drugs  or 
disease  and  unknowingly  render  inadequate  medical 
care.  Still  I doubt  if  a single  physician  can  read  this 
letter  and  honestly  say  that  every  colleague  he  knows 
or  knows  of  is  dedicated  to  his  patients  and  to 
his  profession  as  he  could  be.  Most  of  us  would  be 
happy  to  have  most  of  the  physicians  we  know  care 
for  us  personally  or  for  the  members  of  our  families. 


About  a few  we  may  question  the  adequacy  of  pa- 
tient care  they  would  or  could  render. 

Our  state  medical  society,  through  its  component 
societies,  could  and  should  evaluate  the  quality  of 
patient  care  in  every  community  of  our  state.  It 
would  be  hoped  that  all  care  can  be  made  adequate 
through  efforts  on  the  local  county  or  component 
level.  The  cooperation  of  the  administrators  and  hos- 
pital administrative  boards  would  be  necessary  and 
vital.  The  Oregon  State  Medical  Society,  working 
with  the  component  societies,  the  Board  of  Health 
(having  legal  right  and  responsibility  to  license  hos- 
pitals and  nursing  homes)  and  with  the  Board  of 
Medical  Examiners  (holding  power  to  suspend  or 
terminate  a licentiate’s  opportunity  to  practice  medi- 
cine) could  lend  effectiveness  where  local  circum- 
stances prevent  just  solution. 

In  summary,  a continuing  program  for  the  evalu- 
ation and  improvement  of  patient  care  seems  funda- 
mental and  a responsibility  of  and  one  justification 
for  the  existence  of  our  state  medical  society. 

Sincerely, 


continued  from  page  869 

ment  magazine  in  its  annual  public  relations  com- 
petition. 

Charles  N.  Holman,  associate  dean,  and  Mr.  ].  J. 
Adams,  assistant  to  the  dean  and  editor  of  the  pub- 
lication, were  invited  to  receive  the  award  at  the 
September  meeting  of  the  American  Hospital  Asso- 
ciation in  Chicago. 

OBITUARIES 

I)R.  HERBERT  VANHEEKEREN  THATCHER  of  Portland 

died  June  25  of  congestive  heart  failure  due  to  calci- 
fic aortic  stenosis.  He  was  69  years  of  age.  He  was 
horn  in  Portland  and  graduated  from  the  University 
of  Oregon  Medical  School  in  1917.  He  had  practised 
orthopedic  surgery  in  Portland  since  1918. 

dr.  Walter  Paul  browne,  54,  of  Pendleton,  died 
on  June  23  as  the  result  of  a gunshot  ivound.  He 
received  his  medical  degree  from  the  University  of 
Oregon  Medical  School  in  1934  and  had  practised  in 
Pendleton  for  12  years. 


dr.  john  d.  steinbach  of  Tillamook  died  suddenly 
on  August  29  at  the  age  of  39.  His  death  was  caused 
by  embolic  occlusion  of  the  left  coronary  artery,  the 
source  apparently  from  long-standing  rheumatic 
aortic  valvular  disease.  Dr.  Steinbach  was  a 1949 
graduate  of  the  University  of  Oregon  Medical  School 
and  practised  in  Tillamook  until  his  death. 

DR.  HARRY  A.  BEAUCHAMP,  80,  of  StaijtOU,  Oregon, 
died,  in  hospital,  of  generalized  arteriosclerosis  and 
terminal  basilar  artery  thrombosis,  on  July  12.  He 
received  his  degree  from  Willamette  University  Med- 
ical Department,  Salem,  Oregon,  in  1905,  and  prac- 
tised medicine  in  Stayton  for  50  years.  He  was 
formerly  a mayor  of  Stayton.  He  served  as  a vol- 
unteer with  the  U.S.  Public  Health  Service  during 
World  War  1.  For  four  years  he  worked  with  the 
selective  service  system  in  Marion  County,  Oregon, 
and  was  awarded  a selective  service  medal  by 
President  Harry  S.  Truman.  He  was  not  in  practice 
at  the  time  of  his  death. 
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These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Duplerefa/1 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low. 

SUPPLIED:  SER-AP-ES  Tablets,  each  containing  0.1  mg.  SERPASIL®  (reserpine  Cl  BA),  25  mg. 
APRESOLINE®  hydrochloride  (hydralazine  hydrochloride  CIBA),  and  1 5 mg.  ESIDRIX® 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions, and  side  effects),see  current  Physicians’  Desk  Reference  orwrite  CIBA. 

1 . Du  pier,  D.A.,  Greenwood,  R.J.,and  Connell,  J.T.:J.A.M. A.  174:1  23  (Sept.  1 0)  1 960. 

2.  Hobbs,  L.F.:Tobe  published.  2/3oj6mb 

CIBA 

SUMMIT,  N . J . 
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moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients 

Prescribe  antivert,  a leading  anti-vertigo  product,  for  prompt  relief  of  vertigo,  Meniere’s 
syndrome  and  allied  disorders.  Side  reactions,  usually  only  flushing  and  tingling,  are  short- 
lived and  considered  coincidental  to  the  vasodilation  produced  by  nicotinic  acid.  As  with  all 
vasodilators,  antivert  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Dosage:  One  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  three  times  daily,  before  each 
meal.  Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic 
acid  50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg. 
and  nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 
*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


And  for  your  aging  patients- 
NEOBON”  Capsules 
five-factor  geriatric  supplement 
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1962  REPORT 

Nationwide  hospital  survey  of 
bacterial  susceptibility  pattern  in  9,872 
cultures  of  common  pathogenic  bacteri; 
isolated  from  patients 

With  each  passing  year,  determination  of  antibiotic  effectiveness  becomes 
more  critical,  and  shifting  patterns  of  resistance  emerge. 

What  is  the  current  geographical  status  of  in  vitro  bacterial  susceptibility  to 
antibiotics? 

To  get  the  answer,  23  geographically-dispersed  hospitals  contributed  to  a 
susceptibility  survey.  Each  hospital  supplied  its  own  antibiotic  sensitivity 
results  which  were  then  tabulated  and  statistically  analyzed.  The  results 
of  this  unprecedented  survey — covering  five  widely-used  antibiotics  against 
9,872  pure  cultures  of  common  bacteria  isolated  from  patients — are  sum- 
marized on  the  next  page. 


CONCLUSION 


overall  results  showed  a 
higher  percentage  of  bacterial  susceptibility 
toTAO  than  to  the  other  antibiotics 
tested.  For  the  results  with  the  specific 
bacteria  see  the  following  page. 
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1962  HOSPITAL  REPORT 


RESULTS  FROM  A NATIONWIDI 


Overall  Results* 


ERYTHROMYCIN 


TETRACYCLINE 


61.6% 


CHLORAMPHENICOL 


PENICILLIN 


60.5% 


‘Percentage  of  cultures  reported  susceptible  in  9,872  clinical  isolates 
of  staphylococcus,  streptococcus,  pneumococcus  and  H.  influenzae. 


81.5% 


85.5% 


Of  6,725  staphylococcal  isolates  tested  tao  showed  a clear  superiority; 
of  2,488  streptococcal  and  463  pneumococcal  isolates  tested  results  were 
about  equal.  Of  196  H.  influenzae  isolates  tested  tao  was  less  effective. 


SURVEY  OF  ANTIBIOTICS 


Staphylococcus , streptococcus,  pneumococcus  and  H. 
influenzae  isolated  from  patients  were  the  organisms 
challenged  by  five  widely  used  antibiotics.  All  the  an- 
tibiotics have  been  in  clinical  use  at  least  five  years: 
penicillin,  erythromycin,  triacetyloleandomycin, 
tetracycline  and  chloramphenicol.  Only  results  of  sus- 
ceptibility studies  on  pure  cultures  were  considered 
valid ; the  disc  testing  technique  was  utilized.1 

Active  against  common  pathogenic  bacteria. 
Even  after  five  years  of  general  use,  triacetyl- 
oleandomycin (tao)  is  highly  active  against  com- 
mon pathogens.  For  specific  information  on  the 
many  tao  dosage  forms,  its  uses  in  acute  pedia- 
tric, skin  and  soft  tissue,  and  respiratory  infec- 
tions, turn  the  page. 

1.  "Bacterial  Susceptibility  Patterns:  A Geographic  Survey.”  Fowler,  J. 
Ralph,  M.D.,  and  Watters,  John  L.,  M.D.  Scientific  Exhibit  presented  at  the 
Annual  Meeting  of  the  American  Society  of  Clinical  Pathologists,  Chicago, 
III.,  August  31  to  September  8,  1962. 


rp  A an  antibiotic 

/\  I I that  time 
JL-L  hasn’t  changed 

(triacetyloleandomycin;  ^ 


rn  A an  antibiotic 
I /\  1 I that  time 

hasn't  changed 

(triacetyloleandomycin) 


You  can  expect  tao  to  produce  a rapid,  decisive  response  in 
acute  common  infections  caused  by  most  Gram-positive  and 
some  Gram-negative  bacteria,  including  those  resistant  to 
many  other  antibiotics: 


Acute  respiratory  infections: 


otitis  media,  sinusitis,  tonsillitis,  pharyngitis,  bron- 
chitis, lobar  and  bronchopneumonia,  lungabcess, 
bronchiectasis. 


Acute  skin  and  soft  tissue  in  fections : furuncles-  carbuncles,  impetigo  con- 

J J tagiosa,  ecthyma,  eczema,  infected 

cysts,  abscesses,  infected  contact  dermatitis,  celluli- 
tis, infected  traumaticorsurgical  ulcers  and  wounds. 

Acute  pediatric  infections:  particularly  streptococcal. 


Other  acute  genitourinary , gastrointestinal  and  miscella- 
neous infections:  pyelonePhr|t|s-pye- 

J litis,  ureteritis,  cys- 

titis, urethritis  (including  gonococcal  urethritis), 
acute  salpingitis,  endometritis,  bartholinitis, 
staphylococcal  enterocolitis,  osteomyelitis,  septic 
arthritis. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  W ell-Being  ’ 


a TAO  form  for  use  ...  in  patients  of  ail  ages 
...  in  home,  office  or  hospital 


TAO  capsules  (250  mg.;  125  mg.) 


TAO  Ready-Mixed  Oral  Suspension 
(raspberry-flavored)  (125  mg./5  cc.) 


TAO  Pediatric  Drops  (100  mg./cc.) 


Parenteral 

(as  oleandomycin  phosphate) 


For  complete  prescription  information,  includ- 
ing dosage,  indications  and  precautions,  con- 
sult product  brochure 
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Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Dean  K.  Crystal,  M.D.,  Seattle 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


Rew  Concludes  Successful  Year  at  Spokane 


Washington’s  excellent  73rd  annual  session  at  Spo- 
kane, September  16-19,  was  ftting  climax  to  a highly 
successful  year  with  Willard  B.  Rew  of  Yakima  at 
the  helm.  Affairs  of  the  state  association  have  never 
run  more  smoothly  and  few  years  have  witnessed 
more  progress.  Most  notable  achievement  was  the 
remarkably  enthusiastic  acceptance  by  the  delegates, 
of  report  of  the  Laws  Commitee  on  merger  with  the 
Washington  State  Osteopathic  Association.  Had  an 
applause  meter  been  in  use  at  the  meeting  of  the 
House  on  Wednesday,  September  19,  it  would  have 
given  the  highest  reading  after  unanimous  accept- 
ance of  the  resolution  submitted  by  E.  Harold  Laws, 
chairman  of  the  Committee  whose  months  of  patient 
effort  has  resulted  in  an  Agreement  of  Proposed 
Merger,  received  by  the  Executive  Commitee  June 
4.  The  agreement  was  ratified  by  the  House  and 
the  Board  of  Trustees  was  directed  to  “take  all  proper 
measures  to  implement,  facilitate  and  expedite  this 
merger  program.” 

Finances  were  given  serious  consideration  after 
a well  prepared  report  by  the  headquarters  staff  was 
presented  to  the  reference  committee  considering  in- 
crease in  dues.  Some  of  the  material  shown  to  the 
reference  committee  was  presented  to  the  House. 
An  amendment  to  bylaws  increasing  dues  $15  to 
$60  was  adopted  without  dissent. 

A resolution  on  Kerr-Mills  implementation  caused 
a flurry  of  amendments  to  amendments,  reconsid- 
eration, and  many  interesting  comments  from  the 
floor.  There  was  no  question  about  desire  of  the 
House  to  express  vigorous  disapproval  of  transfer 
of  $8,000,000  in  Kerr-Mills  funds  into  the  General 
Fund  of  the  State  of  Washington.  All  of  the  dis- 
cussion was  over  the  statement  indicating  that  phy- 


sicians deplore  the  consequent  failure  of  the  state 
administration  to  provide  for  certain  needs.  The 
House  directed  that  the  Washington  State  Legisla- 
ture be  urged  to  “insure  that  our  state  will  use  fed- 
eral Kerr-Mills  fund  grants  to  improve  the  health 
care  of  our  senior  citizens  rather  than  to  merely 
maintain  old  standards  and  permit  reduction  in  state 
appropriations.” 

A resolution  calling  for  re-introduction  into  the 
next  session  of  the  legislature,  of  a Good  Samaritan 
act  was  adopted  without  discussion.  An  amendment 
to  bylaws  providing  delegates  from  specialty  sec- 
tions was  rejected.  Specialties  are  thus  recognized 
in  the  AM  A House  of  Delegates  where  representa- 
tion is  necessarily  less  directly  responsible  to  general 
membership. 

A portion  of  the  report  of  the  Executive  Commit- 
tee was  devoted  to  a proposed  plank  on  medical  care 
for  the  aged,  prepared  for  and  presented  to  the  major 
political  parties.  It  called  for  full  implementation 
of  the  Kerr-Mills  Law  with  more  liberal  eligibility 
criteria  than  those  currently  established  by  the  State 
Department  of  Public  Assistance.  The  plank  was 
adopted  by  the  Republican  Party  but  not  by  the 
Democratic  Party.  The  executive  committee  reported 
later  information  had  advised  that  the  Democratic 
Central  Committee  had  approved  enactment  of  the 
King-Anderson  Bill. 

Report  of  the  committee  on  industrial  insurance 
was  discussed  at  some  length  in  reference  committee. 
Activities  of  the  Department  of  Labor  and  Industries 
have  been  under  scrutiny  and  there  have  been  joint 
meetings  with  the  Committee  on  Industrial  Insur- 
ance from  the  Association  of  Washington  Industries. 
Several  recommendations  for  changes  in  procedure. 
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For  the  doctor  concerned 


--1') 


Special  MORNING  MILK 

— the  only  evaporated  milk  fortified 
with  extra  vitamins  A and  D 
(2,000  U.S.P.  units  vitamin  A and 
400  U.S.P.  units  vitamin  D 
per  reconstituted  quart). 
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including  one  urging  the  Medical  Association  to 
adopt  relative  value  studies,  were  deleted  by  the 
reference  committee.  It  was  pointed  out,  in  refer- 
ence committee  discussion,  that  it  would  be  helpful 
to  invite  a representative  of  the  Department  of  Labor 
and  Industries  to  meetings  of  the  committee  on  indus- 
trial insurance. 

Report  of  the  publication  committee  was  amended 
by  the  reference  committee  to  correct  certain  false 
impressions  raised  in  the  original  report.  While  the 
report  had  been  factual  in  most  statements,  alarming 
inference  had  resulted.  The  reference  committee  was 
given  ample  assurance  that  relationships  “strained 
and  impaired”  were  being  reestablished  amicably  and 
that  fears  of  financial  failure  engendered  by  the  re- 
port could  be  dismissed.  Business  management  of 
the  journal  has  given  the  corporation  substantial  re- 
serves, not  presently  in  danger. 

A resolution  calling  for  clarification  of  the  AMA 
position  on  assistants’  fees  was  adopted.  Delegates 
from  WSMA  to  AMA  are  directed  to  ask  AMA  to 
recognize  the  logic  of  a fee  for  an  assistant  when 
service  has  been  rendered,  whether  or  not  the  assist- 
ant is  the  referring  physician.  The  resolution  states 
that  a surgeon  may  pay  an  assistant  but  only  if  the 
patient  is  informed  of  the  financial  details.  Otherwise, 
each  physician  rendering  service  is  expected  to 
render  his  own  bill  and  be  compensated  separately 
whenever  possible. 

A resolution  calling  for  amendment  to  the  law 
prohibiting  corporate  practice  of  medicine  was  modi- 
fied to  provide  further  study  of  such  laws  by  the 


Association.  A resolution  on  standards  of  safety  for 
compressed  air  work  calling  for  repeal  of  present 
legal  provisions  was  adopted.  The  move  was  based  on 
the  fact  that  safety  standards  and  decompression 
times  are  matters  of  physiology  and  that  new  knowl- 
edge may  show  need  for  greater  flexibility  in  change 
than  provided  by  specification  of  standards  in  the 
basic  law. 

Dean  K.  Crystal,  of  Seattle,  took  the  oath  of  office 
at  the  concluding  session  of  the  House  and  becomes 
the  president  for  the  ensuing  year.  Willard  Rew  re- 
tires from  the  presidency  to  become  Chairman  of  the 
Executive  Committee.  Robert  B.  Hunter,  of  Sedro 
Wooley  was  given  an  enthusiastic,  unanimous  vote 
as  president-  elect.  Vice-president  is  Robert  P.  Parker 
of  Spokane. 

The  following  were  re-elected:  Carl  E.  Mudge,  Se- 
attle, assistant  secretary  treasurer,  Heyes  Peterson, 
Vancouver,  speaker,  V.  W.  Spickard,  Seattle,  finance 
committee  chairman,  M.  Shelby  Jared,  Seattle,  AMA 
delegate,  Jess  W.  Read,  Tacoma,  AMA  delegate, 
and  I.  C.  Munger,  Vancouver,  alternate  delegate. 
Dean  K.  Crystal,  Seattle,  was  also  named  as  an 
alternate  delegate. 

The  following  were  elected  to  the  Board  of  Trus- 
tees: Peter  T.  Brooks,  Walla  Walla,  Clarence  L. 
Lyon,  Spokane,  J.  W.  Bowen,  Jr.,  Tacoma,  William 
E.  Watts,  Seattle,  Francis  M.  Brink,  Spokane,  F.  L. 
Burrows,  Yakima.  G.  M.  Whitacre,  Tacoma,  Duncan 
Robertson,  Seattle,  J.  A.  Nelson,  Longview,  Joseph 
Greenwell,  Pasco,  and  John  Hahn,  Arlington. 

The  1963  meeting  will  be  in  Seattle. 


Weekly  oral  disease  conference  at  U W 

Physicians  are  welcome  to  refer  problems  in  oral 
diagnosis  to  a weekly  conference  conducted  by  the 
Department  of  Oral  Surgery,  University  of  Wash- 
ington School  of  Dentistry.  Patients  are  seen  from 
4 to  5 pm  on  Wednesdays  during  the  fall  and  win- 
ter quarter,  on  Tuesdays  during  the  spring  quarter. 
Biopsy  will  be  done  and  the  patient  will  be  referred 
back  to  his  physician  unless  removal  of  a lesion  is 
requested  at  the  time  of  referral.  Cases  are  seen  by 
several  oral  surgeons  and  an  oral  pathologist.  Writ- 
ten report,  including  pathologic  diagnosis,  is  provid- 
ed to  the  referring  physician. 

Appointment  will  be  given  upon  written  request 
to  the  Department  of  Oral  Surgery,  University  of 
Washington  School  of  Dentistry,  Seattle  5,  or  tele- 
phone call,  (Area  206)  543-5860. 

UWSM  professors  appointed  to  advisory  posts 

Henry  N.  Harkins  and  Robert  A.  Aldrich  of  the 
University  of  Washington  School  of  Medicine  have 


recently  been  appointed  to  advisory  posts  with  the 
United  States  Public  Health  Service. 

Dr.  Harkins,  chairman  of  the  Department  of 
Surgery,  has  been  nominated  by  President  Ken- 
nedy as  a regent  of  the  National  Library  of  Medicine. 
Dr.  Aldrich,  chairman  of  the  Department  of  Pedi- 
atrics, will  serve  for  a four-year  term  on  the  National 
Advisory  Health  Council,  making  recommendations 
to  the  Surgeon  General  on  matters  relating  to  the 
function  of  the  Public  Health  Service,  and  advising 
on  the  administration  of  National  Institute  of  Health 
research  grants. 

Obstetrical  Association  to  hear  Guttmacher,  Moore 

Guest  speakers  at  fall  meeting  of  Washington  State 
Obstetrical  Association  will  be  J.  George  Moore, 
Associate  Professor  of  Obstetrics  and  Gynecology, 
University  of  California,  Los  Anegeles,  and  Alan  F. 
Guttmacher,  Obstetrician  and  Gynecologist  in  Chief, 
Mount  Sinai  Hospital,  New  York.  Meeting  will  be  at 
the  Washington  Athletic  Club,  Seattle,  November  3. 
Arno  G.  Motulsky,  of  the  University  of  Washington 


885 

Northwest  M edicine,  October  1 962 


1 


asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  3/s  gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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Medical  School  will  discuss  genetic  influences  in  di- 
sease. Dr.  Guttmacher  will  discuss  twin  pregnancy 
and  delivery,  and  induction  for  the  living  and  dead 
fetus.  Dr.  Moore’s  first  paper  will  be  on  cervical 
cancer  and  the  second  on  abruptio  placenta  and  fib- 
rinogen deficiencies.  Dr.  Guttmaeher’s  banquet  ad- 
dress will  be  announced  at  the  meeting.  Paul  Peter- 
son of  Seattle  will  lead  the  luncheon  round  table 
discussion. 

Annual  heart  symposium 

Washington  State  Heart  Association  will  hold  its 
fourteenth  annual  symposium  at  the  Health  Sciences 
Auditorium,  University  of  Washington  Medical 
School,  November  9,  10.  Speakers  will  be  Walter  M. 
Kirkendall,  Iowa  Sity,  Iowa;  Albert  Sjoerdsma,  Be- 
thesda,  Maryland;  David  Sutton,  London,  England; 
Louis  M.  Tobian,  Minneapolis,  Minnesota;  and  J. 
Edwin  Wood,  Augusta,  Georgia. 

Psychiatric  research  meeting 

A remarkably  broad  program  of  reports  on  re- 
search in  psychiatry  is  to  be  held  at  the  Mental 
Health  Research  Institute,  Fort  Steilacoom,  October 
26,  27.  The  meeting  is  sponsored  by  the  Division  of 
Mental  Health  of  the  Department  of  Institutions  and 
the  Department  of  Psychiatry  of  the  University  of 
Washington  School  of  Medicine. 

Sixty-one  participants  and  forty-seven  papers  to  be 
presented  give  some  idea  of  the  scope  of  the  meeting. 
A general  session  will  be  held  Friday  morning,  Sep- 
tember 26,  and  the  remainder  of  the  two  day  pro- 
gram will  be  divided  into  sections.  Several  of  the 
papers  will  deal  with  problems  arising  in  state  mental 
hospitals  but  many  are  on  research  in  personality  and 
behavior.  One  section  will  be  devoted  to  group  ther- 
apy, another  will  hear  papers  on  several  subjects 
including  alcoholism,  and  the  handling  of  psychiatric 
illness  by  medical  specialists,  and  most  include  a very 
wide  variety  of  subjects,  covering  many  facets  of 
psychiatry. 

Most  of  these  papers  should  be  of  interest  to  in- 
ternists and  general  practitioners  with  some  orienta- 
tion in  psychiatry,  as  well  as  to  those  in  the  specialty 
practice.  Complete  information  on  the  conference 
may  be  obtained  from  William  R.  Conte,  M.D., 
Supervisor,  Division  of  Mental  Health,  P.O.  Box  687, 
Olympia. 

Personalized  postgraduate  education 

Intensive,  individualized  instruction  in  actual  care 
of  patients  with  special  problems  has  been  shown  to 
offer  several  advantages  over  didactic  courses.  This 
type  of  teaching  has  been  developed  to  some  extent 
at  Massachusetts  General  Hospital  in  Boston  and  was 


tried  last  April  in  Seattle  by  Joseph  H.  Crampton. 
Success  of  the  plan  has  led  him  to  schedule  a second 
course  in  management  of  diabetes.  It  will  be  given 
December  3-8.  If  this  also  is  well  received,  it  will  be 
repeated  twice  a year. 

By  limiting  registrants  to  six  it  is  possible  to  give 
each  student  the  opportunity  to  examine  patients  and 
participate  in  meeting  the  problems  presented.  Sev- 
eral instructors  participate  and  offer  what  amounts 
almost  to  individual  preceptorship. 

Subject  matter  to  be  presented  ranges  from  insulin, 
oral  agents,  and  diet  planning  to  consideration  of 
complications,  degenerative  conditions,  associated 
endocrine  disturbances  and  basic  patho-physiology. 
A nominal  fee  is  asked  but  covers  only  instructional 
materials.  The  method  of  instruction  might  well  find 
application  in  other  areas  of  private  practice. 

Information  on  the  course  may  be  obtained  from 
Joseph  H.  Crampton,  M.D.,  1118  9th  Ave.,  Seattle  1. 

Southwest  W AGP 

The  Southwest  Washington  Academy  of  General 
Practice  met  at  the  Quay  Restaurant  in  Vancouver 
on  Tuesday  evening,  September  25th.  Following 
dinner  and  social  hour  those  present  heard  Thomas 
Fox  of  Portland  discuss  “Treatment  of  Peptic  Ulcer 
With  Vagotomy  and  Pyloroplasty”. 

During  the  business  meeting  which  followed,  Carl 
Hoffman  of  Woodland  was  elected  President  Emeri- 
tus of  the  Southwest  Washington  Chapter.  He  has 
been  in  general  practice  for  over  forty  years. 

The  next  chapter  meeting  will  be  held  in  Long- 
view in  January. 

OBITUARY 

dr.  hollis  r.  smith,  62,  former  superintendent  of 
Mountain  View  Sanitarium  in  Tacoma,  died  in  hos- 
pital in  Tacoma  on  August  26.  He  obtained  his  de- 
gree from  Boston  University  School  of  Medicine  in 
1925  and  served  as  superintendent  of  Mountain  View 
Sanitarium  from  1945  until  his  retirement  in  1957. 
He  was  a member  of  the  American  College  of  Chest 
Fhysicians  and  the  American  Thoracic  Society. 
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THE 


lovejoy  pehABilitAtion  hospital 

(Physician  Referrals  Only) 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 


BROCHURE  ON  REQUEST 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

APPROVED  LISTING  BY 
AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and  PARALLEL  BARS  SHOULDER 

RADIANT  HEAT  TREATMENT  WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 


c 

V^_>^oca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


888 

Northwest  Medicine,  October  1962 


IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Manley  Shaw,  M.D.,  Boise 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


Resolutions  From  Sun  Valley 


Following  are  the  remaining  resolutions  adopted 
by  the  House  of  Delegates  of  the  Idaho  State  Medi- 
cal Association  during  the  70th  annual  meeting  at 
Sun  Valley  in  June: 

Resolution  No.  J.  Sponsored  by  the  Southeastern 
Idaho  District  Medical  Society: 

WHEREAS,  approximately  one  in  seven 
children  entering  the  elementary  schools  in 
Idaho  has  some  speech  defect,  and 

WHEREAS,  it  is  anticipated  that  the  State 
of  Idaho  needs  approximately  two  hundred 
speech  correctionists  to  assist  and  teach  chil- 
dren with  speech  and  hearing  defects,  and 

WHEREAS,  at  present  the  State  of  Idaho 
has  only  three  speech  correctionists  working 
with  children  in  the  elementary  school  sys- 
tem, now  therefore 

BE  IT  RESOLVED  that  the  Idaho  State 
Medical  Association  approach  and  encourage 
the  improvement  and  expansion  of  the  teach- 
ing facilities  for  speech  correctionists  now 
existent  at  its  institutions  of  higher  educa- 
tion. 

Resolution  No.  K.  Sponsored  by  the  North  Idaho 
District  Medical  Society: 

WHEREAS,  members  of  the  North  Idaho 
District  Medical  Society  reside  and  practice 
in  the  area  served  by  the  Lewis  and  Clark 
Normal  School,  now  called  the  Northern 
Idaho  College  of  Education,  and 

WHEREAS,  the  Northern  Idaho  College  of 
Education  has  the  physical  facilities  neces- 
sary for  added  educational  program,  and  can 
accommodate  many  times  the  number  of 
students  now  in  attendance,  and 

WHEREAS,  St.  Joseph  Hospital,  Lewiston, 
has  the  clinical  facilities,  material,  equip- 
ment and  staff  necessary  for  a nursing  edu- 
cation school,  and 

WHEREAS,  time  is  of  the  essence  to  plan 
and  place  into  operation  the  more  efficient 
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utilization  of  the  Lewiston  facilities  to  meet 
the  dynamic  growth  and  educational  needs 
of  the  state,  and 

WHEREAS,  350  nurses  per  100,000  popula- 
tion will  be  needed  in  1970,  there  are  229 
nurses  per  100  000  population  in  the  entire 
state,  only  fifty  per  cent  of  whom  are  active 
in  nursing;  there  should  be  125-150  nurses 
graduating  each  year  in  Idaho  to  take  care  of 
the  maternity  as  well  as  State  Hospitals  cov- 
ered by  2,581  professional  Registered  nurses 
and  1,440  practical  nurses,  and 

WHEREAS,  the  medical  population  has 
increased  in  rapid  proportions  in  the  last 
ten  years,  necessitating  office  nurses;  public 
health  work  has  increased  because  of  pop- 
ulation growth  necessitating  nurses  for 
schools,  well-child  programs,  crippled  chil- 
dren programs,  vaccination  clinics  and  visit- 
ing nurses;  the  population  is  expanding;  the 
aged  are  living  longer  requiring  nursing 
assistance  and  births  are  on  the  increase,  and 

WHEREAS,  the  nurses  in  active  work  are 
aging  and  not  being  replaced  fast  enough, 
and 

WHEREAS,  there  are  115  students  en- 
rolled at  present  in  out-of-state  nursing 
schools  in  Oregon,  Washington  and  Montana, 
and  there  are  only  four  nursing  schools  in 
Idaho  enrolling  a total  of  235  nursing  stu- 
dents and  graduating  approximately  79  a 
year.  Now  therefore 

BE  IT  RESOLVED  that  the  Governor  of 
the  State  of  Idaho,  members  of  the  State 
Board  of  Education  and  the  members  of  the 
forthcoming  Idaho  Legislature  be  urged  to 
enact  legislation  to  change  the  existing  laws 
covering  the  North  Idaho  College  of  Educa- 
tion at  Lewiston,  to  enable  a nursing  educa- 
tion curriculum. 

Resolution  No.  L.  Sponsored  by  the  Officers  and 
Councilors: 

WHEREAS,  the  physicians  serving  as 
members  of  the  Board  of  Directors  of  the 
proposed  South  Idaho  Medical  Service  Bu- 
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reau  have  extended  considerable  effort  in  at- 
tempting to  organize  a program  of  a physi- 
cian-sponsored prepaid  medical  care  program 
for  residents  of  the  34  south  Idaho  counties, 
and 

WHEREAS,  the  Officers  and  Councilors 
are  of  the  unanimous  opinion  that  excellent 
progress  has  been  made,  and 

WHEREAS.  Dr.  Joseph  M.  Thomas,  Boise, 
has  provided  outstanding  leadership  through 
his  personal  efforts  of  giving  willingly  and 
generously  of  his  time  and  effort  in  serving 
as  the  President  of  the  proposed  bureau,  and 

WHEREAS,  the  House  of  Delegates  has 
given  its  approval  at  previous  sessions  to  the 
formation  of  a physician-sponsored  prepaid 
medical  care  program  in  south  Idaho.  Now 
therefore 

BE  IT  RESOLVED  that  the  following  be 
accomplished  at  the  earlies  possible  time: 

1.  That  all  physicians  who  have  not  signed 
“Participating  Agreements”  be  urged  to  do  so 
without  further  delay;  that  members  of  the 
House  of  Delegates  from  the  component  so- 
cieties involved  provide  personal  assistance 
to  their  colleagues  who  are  members  of  the 
Board  of  Directors  of  the  proposed  bureau  in 
accomplishing  this  important  activity. 

2.  That  the  Articles  of  Incorporation  be 
filed  with  officials  of  the  State  of  Idaho  at 
the  earliest  possible  time. 

3.  That  all  news  media  be  utilized  in  an- 
nouncing this  important  information  to  the 
residents  of  the  34  south  Idaho  counties. 

4.  That  a realistic  and  practical  arrange- 
ment for  payment  of  physicians’  services  be 
prepared  and  distributed  to  all  physicians 
who  have  agreed  to  participate  in  the  pro- 
gram by  signing  “Participating  Physician 
Agreements.” 

5.  That  every  effort  be  extended  to  attempt 
to  have  a program  in  operation  and  available 
to  potential  subscribers  by  January  15,  1963. 


OBITUARY 

dr.  lewis  mihelich,  53,  of  Boise  died  at  Rose- 
burg,  Oregon,  on  June  30,  of  injuries  received  in  an 
explosion.  He  graduated  from  Washington  Universi- 
ty School  of  Medicine  at  St.  Louis,  Missouri,  in  1942 
and  teas  licensed  in  1952.  He  teas  not  in  practice  at 
the  time  of  his  death. 


Officers  and  Councilors  Meet 

The  Officers  and  Councilors  of  the  Idaho  State 
Medical  Association  held  a three-day  meeting,  at  Sun 
Valley,  Sept.  19-21,  1962.  A full  agenda,  including  a 
complete  revamping  of  the  annual  meeting,  was  con- 
sidered. 

Attending  were  President  Manley  B.  Shaw,  Boise; 
Immediate  Past-President  Robert  E.  Staley,  Kellogg; 
President-Elect  Paul  B.  Heuston,  Twin  Falls;  Secre- 
tary-Treasurer A.  Curtis  Jones,  Boise;  Councilors 
Wallace  H.  Pierce,  Lewiston;  William  B.  Jewell, 
Emmett;  James  R.  Kircher,  Burley;  Corwin  E. 
Groom,  Pocatello;  A.M.A.  Delegate  Alexander  Bar- 
clay, Coeur  D’Alene,  and  A.M.A.  Alternate  Delegate 
Donald  K.  Worden,  Lewiston. 

The  Officers  and  Councilors’  sessions  were  held  in 
conjunction  with  a state-wide  meeting  sponsored  by 
the  Idaho  Department  of  Public  Health  on  Mental 
Health. 

President  Manley  B.  Shaw  accepted  an  invitation 
from  the  Utah  State  Medical  Association  to  moderate 
a scientific  program  during  the  organization’s  annual 
meeting  in  Salt  Lake  City,  Sept.  12-14,  1962.  Dr. 
Shaw  presided  during  the  morning  session  Friday, 
Sept.  14. 

State  Board  of  Medicine  Section 

During  August,  two  physicians  received  Tempor- 
ary Licenses  to  practice  medicine  and  surgery  in 
Idaho.  They  were: 

Thomas  William  Higgs,  Idaho  Falls.  Graduate 
University  of  Utah  College  of  Medicine,  1954.  In- 
ternship San  Joaquin  General  Hospital,  French 
Camp,  California.  Surgical  residency  V.  A.  Hospital, 
Albuquerque,  New  Mexico,  and  V.  A.  Hospital,  Des 
Moines,  Iowa.  General  Surgery. 

John  Michael  Kissane,  Pocatello.  Graduate 
Washington  University  School  of  Medicine,  St.  Louis, 
Missouri,  1952.  Internship,  Barnes  and  Affiliated 
Hospitals,  St.  Louis.  Pathology  residency  Barnes  Hos- 
pitals and  Washington  University  School  of  Medi- 
cine. Pathology. 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 


DREAMS,  BOOKS,  ARE  EACH  A WORLD,'  AND  BOOKS, 
WE  KNOW, 

ARE  A SUBSTANTIAL  WORLD,  BOTH  PURE  AND  GOOD. 
ROUND  THESE,  WITH  TENDRILS  STRONG  AS  FLESH 
AND  BLOOD, 

OUR  PASTIME  AND  OUR  HAPPINESS  WILL  GROW. 

—WILLIAM  WORDSWORTH 


Essentials  of  pediatric  psychiatry. 

By  Ruben  Meyer,  M.D.,  Associate  Professor  of  Pe- 
diatrics, Wayne  State  University  College  of  Medi- 
cine, Attending  Pediatrician,  Children’s  Hospital  of 
Michigan;  Morton  Levitt,  Ph.D.,  Professor  of  Psy- 
chology in  Psychiatry  and  Assistant  Dean,  Wayne 
State  University  College  of  Medicine;  Mordecai  L. 
Falick,  M.D.,  Associate  Professor  of  Psychiatry, 
Wayne  State  University  College  of  Medicine,  Train- 
ing Analyst,  Psychoanalytic  Training  Center  of 
Detroit;  and  Ben  O.  Rubenstein,  Ph.D.,  Associate 
Professor  of  Psychiatry,  Wayne  State  University 
College  of  Medicine.  208  pp.  Appleton-Century- 
Crofts,  New  York.  1962. 

Pediatric  diagnosis:  interpretation  of  signs  and  symp- 
toms in  different  age  periods. 

By  Morris  Green,  M.D.,  Associate  Professor  of  Pedi- 
atrics, Indiana  University  School  of  Medicine,  Direc- 
tor, Kiwanis  Diagnostic  and  Outpatient  Center, 
James  Whitcomb  Riley  Hospital  for  Children,  and 
Julius  B.  Richmond,  M.D.,  Professor  and  Chairman 
of  the  Department  of  Pediatrics,  State  University  of 
New  York  College  of  Medicine  at  Syracuse.  541  pp. 
W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don. 1962. 

Practical  anesthesiology. 

By  Joseph  F.  Artusion,  Jr.,  M.D.,  Professor  of  Anes- 
thesiology in  Surgery  and  Professor  of  Anesthesiolo- 
gy in  Obstetrics  and  Gynecology,  Cornell  University 
Medical  College,  New  York;  Anesthesiologist-in-chief, 
The  New  York  Hospital-Cornell  Medical  Center, 
New  York;  and  Valentino  D.  B.  Mazzia,  M.D.,  Pro- 
fessor and  Chairman  of  Department  of  Anesthesia, 
New  York  University  School  of  Medicine  and  Post- 
graduate Medical  School,  New  York,  Visiting  Physi- 
cian in  Charge  of  Anesthesia,  Bellevue  Hospital  Cen- 
ter, and  Attending  and  Director  of  Anesthesiology, 


University  Hospital,  New  York,  Chief  Consultant  in 
Anesthesiology,  Manhattan  Veterans  Administration 
Hospital,  New  York.  318  pp.  Illustrated.  Price 
$7.75.  The  C.  V.  Mosby  Company,  St.  Louis.  1962. 

Ophthalmology,  Textbook  of. 

By  Francis  Heed  Adler,  M.D.,  Emeritus  Professor  of 
Ophthalmology,  University  of  Pennsylvania  Medical 
School;  Consulting  Surgeon,  Wills  Eye,  Philadelphia 
General,  and  Children’s  Hospitals  of  Philadelphia. 
560  pp.  Illustrated.  W.  B.  Saunders  Company,  Phil- 
adelphia and  London.  1962. 

Primer  of  Clinical  Measurement  of  Blood  Pressure. 

By  George  E.  Burch,  M.D.,  Henderson  Professor  of 
Medicine,  Tulane  University  School  of  Medicine, 
Physician-in-Chief,  Tulane  Unit  of  the  Charity  Hos- 
pital of  New  Orleans,  Consultant  in  Medicine  and 
Cardiology,  V.  A.  Hospital,  Touro  Infirmary,  Hotel 
Dieu  Hospital,  Mercy  Hospital,  and  Ochsner  Foun- 
dation Hospital,  New  Orleans;  and  Nicholas  P.  De- 
Pasquale,  M.D.,  Instructor  in  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  Visiting  Physician,  Tu- 
lane Unit  of  Charity  Hospital,  New  Orleans,  La.  141 
pp.  Price  $5.50.  Illustrated.  The  C.  V.  Mosby  Co., 
St.  Louis,  Mo.  1962. 

A stereoscopic  atlas  of  human  anatomy. 

Text  and  dissections  by  David  L.  Bassett,  M.D.,  Pro- 
fessor of  Anatomy,  Stanford  Medical  School;  Stereo- 
scopic photography  by  William  B.  Gruber,  The  pel- 
vis, section  VI.  Two  volumes,  154  stereoscopic 
views.  Price  $19.50.  Sawyers,  Inc.,  Portland,  Ore. 
1961. 

Electrocardiography. 

By  Grey  Dimond,  M.D.,  Director,  Institute  for  Car- 
diopulmonary Diseases,  Scripps  Clinic  and  Research 
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Foundation,  La  Jolla,  Calif.;  Paul  Schlesinger,  M.D., 
Chief,  Outpatient  Department  of  Cardiology,  Fifth 
Medical  Clinic,  University  of  Brazil,  Rio  de  Janeiro, 
Brazil;  and  Rafael  L.  Luna,  M.D.,  Cardiologist,  Hos- 
pital Do  Servidor  Da  Guanabara,  Rio  de  Janeiro, 
Brazil.  196  pp.  Illustrated.  Lithographed  by  Fine 
Arts  Lithographing  Company,  Inc.,  Kansas  City,  Mo. 
Price  $6.00.  Distributed  through  the  Corinth  Press, 
Mission,  Kansas,  1961. 

Trauma,  Vo/.  3,  No.  3. 

Medicine,  Anatomy  and  Surgery  for  Lawyers.  Edi- 
tor-in-Chief.  Marshall  Houts,  LL.B.,  Executive  Edi- 
tor (Medical),  Edward  R.  Pinckney,  M.D.  116  pp. 
Price  not  given.  Illustrated.  Matthew  Bender  & Co., 
Inc.,  Albany,  New  York.  1961. 

Chemistry  and  therapy  of  electrolyte  disorders. 

By  Bertil  Josephson,  M.D.,  Clinical  Laboratories  St. 
Erik’s  Hospital  and  Crown  Princess  Louisa’s  Child- 
ren’s Hospital  Stockholm.  Sweden.  229  pp.  Price 
$10.50.  Charles  C Thomas,  Springfield,  111.  1961. 

The  care  of  the  aged,  the  dying  and  the  dead. 

By  Alfred  Worcester,  M.D..  Sc.D..  Professor  Emeri- 
tus, Hygiene  Department,  Harvard  University.  77 
pp.  Price  S3. 50.  Charles  C Thomas,  Springfield, 
111.  1961. 

Side  effects  of  anti-obesity  drugs. 

By  Ashton  L.  Welsh,  M.S.,  M.D.,  Assistant  Professor 
of  Dermatology  and  Syphilology,  University  of  Cin- 
cinnati, College  of  Medicine,  Cincinnati,  Ohio.  243 
pp.  Price  $9.50.  Charles  C Thomas,  Springfield,  111. 
1961. 


Microtechniques  of  clinical  chemistry,  2nd  edition. 

By  Samuel  Natelson,  Sc.  M.,  Ph.D.,  Head,  Depart- 
ment of  Biochemistry,  The  Roosevelt  Hospital,  New 
York  City.  578  pp.  Illustrated.  Price  $14.75.  Charles 
C Thomas,  Springfield,  111.  1961. 

Diagnosis  and  therapy  of  the  glaucomas. 

By  Bernard  Becker,  M.D.,  professor  and  head  of  the 
Department  of  Ophthalmology,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Mo.  and  Robert 
X.  Shaffer,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Ophthalmology,  University  of  California  School  of 
Medicine,  San  Francisco,  Calif.  460  pp.  230  illustra- 
tions and  5 plates  in  full  color.  Price  $18.00.  The 
C.  V.  Mosby  Co.,  St.  Louis.  1961. 

Diethyl  ether. 

By  Robert  B.  Dodd,  M.D.,  Henry  E.  Mallinckrodt, 
Professor  of  Anesthesiology  and  Head,  Division  of 
Anesthesiology,  Washington  University  School  of 
Medicine  and  Barnes  Hospital,  St.  Louis,  Mo.  With 
a chapter  on  metabolic  effects  by  John  P.  Bunker, 
M.D.,  professor  and  executive.  Department  of  Anes- 
thesia, Stanford  University  School  of  Medicine,  Palo 
Alto,  Calif.  120  pp.  Price  $3.75.  1962. 

Investigation  of  carbon  dioxide  therapy. 

By  G.  K.  Yacorzynski,  Ph.D.,  Professor  and  Head, 
Division  of  Psychology,  Department  of  Neurology 
and  Psychology,  Northwestern  University  Medical 
School,  Courtesy  Staff,  Evanston  Hospital;  Arthur  J. 
Atkinson,  M.D.,  Assistant  Professor,  Department  of 

continued  on  page  894 
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Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDLCTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 
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YAKIMA  EEG  LABORATORY 

Electroencephalography 

Electromyography 

C.  M.  Gottlieb,  M.D. 
Pauline  E.  Lake 
EEG  Technician 

YAKIMA  MEDICAL  CENTER 
Yakima,  Washington 
Phone:  Chestnut  8-2967 
(Area  Code  509) 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 

STARTING  DATES  — FALL,  1962 

SURGICAL  TECHNIC,  Two  Weeks,  November  5 
SURGERY  OF  COLON  AND  RECTUM,  One  Week,  Novem- 
ber 26 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week,  De- 
cember 17 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  No- 
vember 5 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  Novem- 
ber 26 

UROLOGY,  Two  Weeks,  October  29 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  October 
29,  December  17 

VARICOSE  VEINS,  One  Week,  October  29,  December  17 
GENERAL  SURGERY,  One  Week,  October  29 
ADVANCES  IN  MEDICINE,  One  Week,  October  15 
ADVANCES  IN  SURGERY,  One  Week,  December  10 
BLOOD  VESSEL  SURGERY,  One  Week,  October  22 
BOARD  OF  SURGERY  REVIEW,  Part  I Two  Weeks,  Novem- 
ber 5 

BOARD  OF  SURGERY  REVIEW,  Part  II,  Two  Weeks,  Novem- 
ber 26 

DIAGNOSTIC  RADIOLOGY,  Two  Weeks,  October  29 
BASIC  INTERNAL  MEDICINE,  Two  Weeks,  November  5 
MANAGEMENT  OF  COMMON  FRACTURES  AND  DISLOCA- 
TIONS, One  Week,  December  3 
BOARD  OF  INTERNAL  MEDICINE  REVIEW,  Part  II,  One 
Week,  December  3 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


continued  from  page  821 

labeled  on  the  container.  Whether  the  physician 
wishes  to  have  these  same  labels  transferred  to  his 
own  prescriptions  when  filled  is  another  matter. 
Further  though  hyperbole  may  be  justified  under 
certain  circumstances,  to  a physician  who  graduated 
from  a medical  school  that  at  that  time  was  almost 
in  a position  of  therapeutic  nihilism  (sending  the 
graduate  out  with  the  impression  that  morphine, 
phenobarbital  and  neoarsphenamine,  plus  ether, 
were  about  the  only  legitimate  drugs,  and  only  cer- 
tainly necessary  drugs  for  the  good  practice  of 
medicine)  to  be  told  that  there  are  now  thousands 
of  drugs  which  are  effective  is  needless  exaggeration. 
Further,  though  the  signer  of  the  article  may  feel 
that  psychotherapy  without  pharmaceuticals  is  ade- 
quate, this  subject  also  must  be  considered  moot. 

As  far  as  what  “astonished  the  young  physician”  of 
European  training  when  he  arrived  in  the  United 
States  is  concerned  I am  sure  there  must  have  been 
many  other  things  such  as  freedom,  liberty,  the  pur- 
suit of  happiness  and  the  right  to  practice  medicine 
on  private  patients  without  federal  intervention  as 


well  as  the  “archaic”  form  of  secrecy  in  the  dispens- 
ing of  drugs. 

Dr.  Trott,  I am  sure,  is  happy  that  he  may  label 
his  prescriptions  as  he  sees  fit  and  should  be  also 
pleased  to  concede  the  same  right  to  his  fellow  physi- 
cians but  by  no  means  does  anybody  have  the  privi- 
lege of  misstating  facts  without  expecting,  and  I am 
sure  in  this  case,  welcoming  correction. 

Sincerely  yours, 

EUGENE  F.  MC  ELMEEL,  M.D. 

Seattle 

Quick  estimate  of  the  alphabetical  list  by  brand 
name  carried  in  the  Physicians’  Desk  Reference  indi- 
cates about  8,000  entries.  When  Mediphone,  a drug 
information  service,  teas  established,  the  files  held 
information  on  7,631  drugs  then  in  production.  We 
agree  with  Dr.  Trott  also  on  the  advantage  of 
labeling  although  must  recognize  the  wisdom  of 
placebo  prescription  at  times.  Perhaps  the  physician 
wishing  to  use  a placebo  might  coin  a few  names  if 
he  wishes  to  be  consistent  in  requiring  the  pharma- 
cist to  label  as  such.  Ed. 
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Medicine,  Northwestern  University  Medical  School, 
Attending  Staff,  Passavant  Memorial  Hospital,  Jer- 
ome Cohen,  Ph.D.,  Associate  Professor,  Division  of 
Psychology,  Department  of  Neurology  and  Psychia- 
try, Northwestern  University  Medical  School;  and 
Forrest  G.  Shufflebarger,  M.D.,  Associate,  Depart- 
ment of  Neurology  and  Psychiatry,  Northwestern 
University  Medical  School;  Chicago,  111.  313  pp. 
Price  $9.75.  Charles  C Thomas,  Springfield,  111. 
1962. 

Postpartum  psychiatric  problems. 

By  James  Alexander  Hamilton,  Ph.D.,  M.D.,  Asso- 
ciate Clinical  Professor  of  Psychiatry,  Stanford  Uni- 
versity School  of  Medicine,  Stanford,  Calif.,  chief  of 
service.  Psychiatry,  Stanford  University  School  of 
Medicine,  Stanford,  Calif.,  chief  of  service,  Psychia- 
try, Saint  Francis  Memorial  Hospital,  San  Francisco. 
156  pp.  $6.85.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mo. 
1962. 

The  science  of  dreams. 

By  Edwin  Diamond,  General  Editor  of  Newsweek. 
264  pp.  $4.50.  Doubleday  & Company,  Inc.,  N.Y. 
1962. 

The  chemistry  and  physics  of  anesthesia,  ed.  2 . 

By  John  Adriani,  M.D.,  Director,  Department  of 
Anesthesiology,  Charity  Hospital,  New  Orleans,  La., 
Professor  of  Surgery,  School  of  Medicine,  Tulane 
University,  Professor  of  Clinical  Surgery  and  Pharma- 
cology, Louisiana  State  Univesritv,  Professor  of  Gen- 
eral Anesthesia,  School  of  Dentistry,  Loyola  Uni- 
versity', New  Orleans,  La.  849  pp.  S28.50.  illustrated. 
Charles  C Thomas,  Springfield,  111.  1962. 

Postoperative  care  in  thoracic  surgery. 

A manual  of  practical  information  for  internes,  resi- 
dents, and  nurses. 

By  Henry  J.  Heimlich,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Surgeiyy  New  York  Medical  College,  Chief, 
Section  of  Esophageal  Surgery,  Flower  and  Fifth 
Avenue  Hospitals,  Associate  Attending  Thoracic  Sur- 
geon. Montefiore  Hospital,  New  York.  44  pp.  $4.25. 
Charles  C Thomas,  Springfield,  111.  1962. 

Physiology  of  strength. 

By  Theodor  Hettinger,  M.D.,  Research  Fellow,  Max- 
Planck-Institut,  Dortmund,  Germany.  Edited  by 
M.  H.  Thurlwell,  St.  Petersburg,  Florida.  84  prr. 
Price  $4.50.  Charles  C Thomas,  Springfield,  111. 
1962. 

Atlas  of  clinical  endocrinology,  ed.  2. 

Including  text  of  diagnosis  and  treatment. 

By  H.  Lisser,  A.B.,  M.D.,  Clinical  Professor  Emeritus 
of  Medicine  and  Endocrinology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco,  Calif.,  for- 
mer president,  The  Endocrine  Society;  and  Roberto 
F.  Escamilla,  A.B.,  M.D.,  Clinical  Professor  of  Medi- 
cine, University  of  California  School  of  Medicine, 
San  Francisco,  Calif.,  Civilian  Consultant  and  Chief 
of  Endocrine  Clinic,  Letterman  Army  Hospital,  San 
Francisco,  Calif.  489  pp.  Price  $23.00.  The  C.  V. 
Mosby  Co.,  St.  Louis,  Mo.  1962. 


Current  Therapy  1962.  Latest  approved  methods  of 
treatment  for  the  practicing  physician. 

Edited  by  Howard  F.  Conn,  M.D.,  Uniontown,  Pa. 
790  pp.  W.  B.  Saunders  Co.,  Philadelphia.  1962. 

Manual  of  practical  micro  and  general  procedures  in 
clinical  chemistry. 

By  Samuel  Meites,  Ph.D.,  Biochemist,  The  Chil- 
dren’s Hospital  of  Columbus,  Assistant  Professor, 
Department  of  Pediatrics,  The  Ohio  State  Univer- 
sity College  of  Medicine,  Columbus,  Ohio,  and 
Willard  R.  Faulkner,  Ph.D.,  Microchemistry  Labora- 
tory, Department  of  Clinical  Pathology,  Cleveland 
Clinic  Foundation,  Cleveland,  Ohio.  354  pp.  Illus- 
trations, graphs  & tables.  Price  $11.50.  Charles  C 
Thomas,  Springfield,  111.  1962. 

Pharmacology  and  therapeutics:  a textbook  for  stu- 
dents and  practitioners  of  medicine  and  its  allied 
professions.  5th  Edition,  revised  and  enlarged. 

By  Arthur  Grollman,  Ph.D.,  M.D.,  F.A.C.P.,  Lec- 
turer in  Pharmacology  and  Toxicology,  The  Medical 
Branch,  and  Professor  and  Chairman  of  the  Depart- 
ment of  Experimental  Medicine,  The  Southwestern 
Medical  School,  The  University  of  Texas;  Attending 
Physician,  Parkland  Memorial  Hospital;  Consultant 
in  Internal  Medicine,  Baylor  University  Hospital, 
Consultant,  Veterans  Administration  Hospital,  Dal- 
las, Texas;  Civilian  Consultant,  The  Surgeon  Gen- 
eral, U.S.  Air  Force  Consultant,  U.S.  Food  and  Drug 
Administration;  Member  Revision  Committee,  U.S. 
Pharmacopeia.  1131  pp.  Illustrations  and  graphs. 
Price  $12.50.  Lea  & Febiger,  Philadelphia.  1962. 

General  pathology:  3rd  Edition. 

Based  on  lectures  delivered  at  the  Sir  William  Dunn 
School  of  Pathology,  University  of  Oxford.  Edited 
by  Sir  Howard  Florey,  Professor  of  Pathology.  1104 
pp.  Illustrated.  Price  $22.00.  W.  B.  Saunders  Co., 
Philadelphia.  1962. 

Radiation  therapy  in  the  management  of  cancers  of 
the  oral  cavity  and  oropharynx. 

By  Gilbert  H.  Fletcher,  M.D.,  Radiotherapist  and 
William  A.  MacComb,  M.D.,  Surgeon,  Chief  of 
Head  and  Neck  Service;  with  the  collaboration  of 
Alando  J.  Ballantyne,  M.D.,  Associate  Surgeon,  Head 
and  Neck  Service,  Physics  Section,  The  Calculation 
of  Dose  in  Interstitial  Implantations,  by  Robert  J. 
Shalek,  Ph.D.,  Associate  Physicist  and  Marilyn  Sto- 
vall, B.A.,  Senior  Dosimetrist,  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor  Institute, 
Houston,  Texas.  396  pp.  Illustrations  and  graphs. 
Price  $16.50.  Charles  C Thomas,  Springfield,  111., 
1962. 

Surgery  of  the  stomach  and  duedenum. 

Edited  by  Henry  N.  Harkins,  M.D.,  Ph.D.,  F.A.C.S., 
Professor  and  Chairman  of  the  Department  of  Sur- 
gery, University  of  Washington  School  of  Medicine, 
Seattle,  Surgeon-in-Chief,  University  Hospital,  Seat- 
tle, Diretor  of  Surgery,  University  of  Washington 
Affiliated  Hospitals,  Surgical  Consultant,  Madigan 
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Army  Hospital,  Tacoma,  and  U.S.  Naval  Hospital, 
Bremerton,  Washington;  Lloyd  M.  Nyhus,  M.D., 
F.A.C.S.,  Associate  Professor,  Department  of  Sur- 
gery, University  of  Washington  School  of  Medicine, 
Seattle,  Attending  Surgeon,  University  Hospital  and 
King  County  Hospital,  Seattle,  Consulting  Surgeon, 
Veterans  Administration  Hospital,  Seattle,  Madigan 
Army  Hospital,  Tacoma,  and  U.S.  Naval  Hospital, 
Bremerton.  736  pp.  Illustrations,  graphs  & tables. 
Price  $28.50.  Little,  Brown  and  Company,  Boston. 
1962. 

New  and  nonofficial  drugs:  an  annual  compilation 
of  available  information  on  drugs,  including  their 
therapeutic,  prophylactic  and  diagnostic  status. 

Evaluation  by  the  Council  on  Drugs  of  the  Ameri- 
can Medical  Association.  900  pp.  Monographs. 
Price  $4.00.  J.  B.  Lippincott  Co.,  Philadelphia.  1962. 

Vesico-vaginal  fistulas  and  related  matters. 

By  C.  Scott  Russell,  M.A.  (Oxon.),  M.D.  (Edin.), 
F.R.C.S.,  Edin.,  F.R.C.O.G.,  Professor  of  Obstetrics 
and  Gynaecology,  University  of  Sheffield.  Consult- 
ant Obstetrician  and  Gynaecologist,  United  Sheffield 
Hospitals  and  Sheffield  Regional  Hospitals  Board; 
formerly  Reader  in  Obstetrics  and  Gynaecology, 
University  of  Manchester  and  First  Assistant,  Nuf- 
field Department  of  Obstetrics  and  Gynaecology, 
Oxford.  With  Foreward  by  Norman  F.  Miller,  M.D., 
Department  of  Obstetrics  and  Gynaecology,  Univer- 
sity of  Michigan,  Ann  Arbor.  97  pp.  Illustrated. 
Price  $5.50.  Charles  C Thomas,  Springfield,  111. 
1962. 


Childbirth  with  understanding.  A prepared  childbirth 
program  with  rooming-in. 

By  Herbert  Thoms,  M.D.,  Professor  Emeritus  of  Ob- 
stetrics and  Gynecology,  Curator  Yale  Medical 
Memorabilia,  Yale  University.  With  Foreward  by 
Milton  J.  Seen,  M.D.,  Yale  University.  98  pp.  Price 
$5.00.  Charles  C Thomas,  Springfield,  111.  1962. 

Medical  Service  Corporation  in  the  State  of  Wash- 
ington. A study  of  the  administration  of  physicians- 
sponsored  prepaid  medical  care. 

By  George  A.  Shipman,  Robert  J.  Lampman,  Frank 
Miyamoto,  Institute  of  Public  Affairs,  University  of 
Washington,  Seattle,  Washington.  215  pp.  Price 
$6.50.  Tables.  Harvard  University  Press,  Cambridge, 
Mass.  1962. 


Experimental  transplantation  of  vital  organs. 

By  V.  P.  Demikhov.  Authorized  translation  from  the 
Russian  by  Basil  Haigh,  M.A.,  M.B.,  B.  Chir.  285  pp. 
Illustrated.  Price  $12.50.  Consultants  Bureau  Enter- 
prises, Inc.,  New  York.  1962. 

Annotated  bibliography  of  vitamin  E,  Vo I.  5. 

Compiled  by  David  C.  Herting,  Wilma  F.  Kujawski, 
Marion  I.  Ludwig,  and  Philip  L.  Harris  of  Research 
Laboratories  of  Distillation  Products  Industries, 
Rochester,  New  York.  180  pp.  Price  $3.00.  Division 
of  Eastman  Kodak  Company.  1961. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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Differentiation  between  normal  and  abnormal  in 
electrocardiography. 

By  Ernst  Simonson,  M.D.,  Professor  of  Physiological 
Hygiene,  University  of  Minnesota,  Minneapolis, 
Minn.,  Consultant  in  Electrocardiography  at  Mt. 
Sinai  Hospital  and  Veterans  Administration  Hospi- 
tal, Minneapolis.  328  pp.  Illustrated.  Price  $13.50. 
The  C.  V.  Mosby  Company,  St.  Louis,  Mo.  1961. 

The  art  of  thinking. 

By  Dagobert  Runes,  Ph.D.  An  analytical  examina- 
tion of  the  role  emotional  elements  play  in  the 
formulation  of  logical  propositions.  90  pp.  Philoso- 
phical Library,  Inc.,  New  York.  1961. 


Experiments  in  survival. 

Compiled  and  edited  by  Edith  Henrich.  Commen- 
tary by  Leonard  Kriefal.  199  pp.  $3.50.  Association 
for  the  Aid  of  Crippled  Children,  New  York.  1961. 

The  doctor  business. 

By  Richard  Carter.  276  pp.  Price  paperbound  $.95. 
Doubleday  & Company,  Inc.,  Garden  City,  New 
York.  1961. 

The  life  of  Pasteur. 

By  Rene  Vallery-Radot.  484  pp.  Price  paperbound 
$2.00.  Dover  Publications,  Inc.,  New  York.  1961. 


REVIEWS 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed 
by  any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County 
Medical  Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The 
library  appreciates,  but  does  not  demand,  reimbursement  for  postage. 


Electrocardiography. 
By  Grey  Dimond,  M.D.,  Director,  Institute  for  Cardiopulmonary 
Diseases,  Scripps  Clinic  and  Research  Foundation,  La  Jolla, 
Calif.;  Paul  Schlesinger,  M.D.,  Chief,  Outpatient  Department  of 
Cardiology,  Fifth  Medical  Clinic,  University  of  Brazil,  Rio  de 
Janeiro,  Brazil;  and  Rafael  L.  Luna,  M.D.,  Cardiologist,  Hospital 
Do  Servidor  Da  Guanabara,  Rio  de  Janeiro,  Brazil.  196  pp. 
Illustrated.  Lithographed  by  Fine  Arts  Lithographing  Company, 
Inc.,  Kansas  City,  Mo.  Price  $6.00.  Distributed  through  the 
Corinth  Press,  Mission,  Kansas.  1961. 

Whereas  this  treatise  on  electrocardiography 
begins  at  the  beginning  that  is,  at  the  level  of  the 
single  myocardial  cell,  it  is  certainly  not  a book  for 
beginners.  The  laws  of  electrophysics  form,  as  they 
should,  the  rational  basis  of  modern  electrocardiog- 
raphy. The  concepts  of  vector  cardiography  or  spa- 
tial electrocardiography  are  used  here  now,  as  almost 
anywhere,  as  the  key  for  understanding  electrocardi- 
ographic phenomena.  However,  descriptive  or  pat- 
tern terminology  are  also  employed  extensively 
throughout  the  treatise  in  deference  to  the  many 
years  of  usage  in  which  these  terms  were  the  only 
coins  of  exchange  betwen  physicians. 

If  a criticism  is  in  order  it  would  be  that  this 
book  attempts  to  review  too  many  modern  theories  of 
electrocardiography  and  in  so  doing  often  remains 
sketchy.  Perhaps  the  fact  that  two  of  its  authors  are 
South  Americans  explains  why  greater  emphasis  is 
placed  upon  the  challenging  concepts  of  the  Mexi- 
can school  of  electrocardiography  (Sodi-pollares, 
Cabrera).  The  theory  of  systolic  and  diastolic  ven- 
tricular overloads  of  Cabrera  are  given  a particular- 
ly lucid  analysis. 

I found  this  book  to  be  intellectually  challeng- 
ing and  recommend  it  to  the  more  expert  electrocar- 
diographer  who  wishes  to  update  his  concepts  of 
electrocardiography  in  the  light  of  more  recent  de- 
velopments and  investigations. 

J.  H.  LEHMANN,  M.D. 


Gynecologic  endocrinology. 

By  Edward  A.  Graber,  M.D.,  Attending  Obstetrician  and  Gyne- 
cologist, St.  Clares  Hospital,  New  York,  Associate  Attending 
Obstetrician  and  Gynecologist,  Lenox  Hill  Hospital,  New  York, 
Diplomate,  American  Board  of  Obstetrics  and  Gynecology, 
Fellow,  American  College  of  Surgeons,  Fellow,  American  Col- 
lege of  Obstetricians.  218  pp.  Price  $7.50.  J.  B.  Lippincott 
Company,  Philadelphia.  1961. 

In  the  preface  to  this  text,  the  author  states  that 
he  has  attempted  to  create  a modest  clearing  in  the 
jungle  of  endocrine  literature.  Much  of  the  over- 
growth of  this  “jungle”,  if  I may  borrow  this  analogy, 
is  due  to  inadequate  writings  where,  with  the  claim 
of  simplification,  physiologic  reasoning  is  replaced 
by  a listing  of  every  conceivable  sign  and  symptom 
followed  by  other  lists  of  laboratory  tests  and  treat- 
ment. I am  sorry  to  say  that  in  my  opinion,  Dr.  Gra- 
ber’s  book  follows  this  pattern.  From  a practical 
point  of  view,  the  lack  of  a sound  approach  to  differ- 
ential diagnosis  and  gross  inaccuracies  in  his  classifi- 
cations constitute  the  main  disadvantage.  Since  the 
signs  and  symptoms  of  the  various  entities  are  enum- 
erated without  apparent  order,  the  clinician  will  be 
at  a loss  when  interpreting  a clinical  picture,  which 
does  not  follow  the  textbook  outline.  The  laboratory 
tests  are  listed  without  the  necessary  emphasis  as  to 
what  is  important  and  what  not,  and  he  may  find 
himself  even  more  confused  when  searching  for  the 
proper  tools  to  confirm  his  diagnosis.  Should  he,  as 
this  book  seems  to  imply,  order  all  the  listed  diagnos- 
tic procedures,  the  expense  would  add  to  the  pa- 
tient’s misery  of  the  undiagnosed  disease.  I share  the 
author’s  conviction  that  some  of  the  finest  research 
in  medicine  is  done  at  the  patient’s  bedside,  but 
would  like  to  qualify  this  statement  by  adding  that 
no  research,  or  diagnosis  and  treatment  for  that  mat- 
ter, is  possible  without  the  proper  understanding  of 
pathophysiological  mechanisms. 

WALTER  HERRMANN,  M.D. 
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PRO FE SS 10 JV A L classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  internal  medi- 
cine, otolaryngology,  surgery  and  general  practice. 
Washington,  Oregon  or  Alaska  license  required.  508 
Medical  Dental  Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

GENERAL  PRACTITIONER  WANTED 

Busy  practitioner  in  wheat  country  of  eastern  Wash- 
ington desires  an  associate  or  someone  to  take  over 
general  practice.  Town  has  modern  hospital  facili- 
ties. Write  Box  22-D,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash. 

GENERAL  PRACTITIONER  WANTED-SEATTLE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  overly  busy  north  end  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
Charles  R.  Leighton,  M.D.,  1556  N.E.  177th,  Se- 
attle 55,  Wash. 


GP  TO  SHARE  NEWLY  EQUIPPED  OFFICE 

Established  practice  and  location  in  S.E.  Seattle. 
Completely  equipped  and  furnished  office.  2,000 
sq.  ft.  Air  conditioned  bldg.  MA  3-2144,  Seattle. 


Locations  Desired 

ORTHOPEDIC  SURGEON  DESIRES  LOCATION 

Will  complete  residency  July  1963.  Military  obliga- 
tion already  completed.  Ray  M.  Lyle,  M.D.,  5725 
Park,  Kansas  City  30,  Mo. 


Technicians 

ELECTROENCEPHALOGRAM  TECHNICIAN  WANTED 

Work  in  pleasant  surroundings  with  excellent  pay. 
Good  training  and  experience  required.  Write  or 
contact  C.  I.  Hood,  M.D.,  Electrophysics  Labora- 
tory, 205  Crescent  Drive,  Yakima,  Wash. 


Equipment 


MEDICAL  EQUIPMENT 

For  free:  Old  Westinghouse  X-Ray  with  Fluoroscope 
& Accessories.  For  sale:  B.M.R.,  Bellows  Type— like 
new  $50.  Spencer  Monocular  Microscope  and  Oil 
Emerson  Lens  $50.  H.  S.  Atwood,  M.D.,  2610  West 
Yakima  Ave.,  Yakima,  Wash. 


Office  Space 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Deluxe  space  available  for  physician  in  group  of 
offices,  arranged  to  individual  specifications.  Seven 
schools  within  walking  distance  but  no  physicians  in 
area.  Income  potential  very  high,  and  if  needed,  fi- 
nancing should  be  no  problem.  D.D.S.  now  practic- 
ing on  premises  and  prospective  M.D.  would  have 
no  competition  until  established.  Please  write  or  call 
Norman  Anderson,  91st  and  Hiway  99  South,  Ever- 
ett, Wash.,  Phone  EL  3-2485. 

HEART  OF  LYNNWOOD-NEW  MEDICAL  OFFICE 

Space  available  February  15,  1963.  G.P.’s  and  all 
specialists  — 19,000  children  in  school  district  — new 
hospital  due  1963.  Write  B.  P.  Deason,  D.D.S.,  P.O. 
Box  366,  Lynnwood,  Washington,  PR  8-4333. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

OFFICE  SPACE-NE  SEATTLE 

Near  Children’s  Orthopedic,  1300  sq.  ft.  can  be  par- 
titioned to  suit  individual  specifications;  air-condi- 
tioned. Northeast  Medical-Dental  Clinic,  6850-35th 
Avenue  N.  E.  LA  4-5579. 

MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

NEW  MODERN  MEDICAL  OFFICE-NEAR  SEATTLE 

825  sq.  ft.,  air  conditioned  office  available  at  Ken- 
more,  Wash.  Telephone  LA  4-1867. 

MEDICAL  OFFICE  SPACE-NORTH  SPOKANE 

Vicinity  of  Northtown.  Air-conditioned.  Off-street 
parking.  Across  street  from  new  apt.  building.  3 
blocks  Holy  Family  Convalescent  Home  and  new  150 
bed  general  hospital.  Contact  William  K.  Norwood, 
D.D.S.,  W.  22  Central  Ave.,  Spokane  19,  Wash. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


897 

Northwest  Medicine,  October  1962 


directory  of  Advevtisevs 


Abbott  Laboratories 

Surbex-T  822-823 

Compocillin  VK  866-867 

Ames  Company,  Inc. 

Uristix  832 

Birtcher  Corporation,  The 

Megason  Ultrasonic  826 

Boyle  and  Company 

T riva  865 

Burroughs-Wellcome  & Company 

Neosporin  Ointment  831 

‘ Emprazil-C  875 

Campbell  Soup  Company 

Soups  for  every  diet  863 

Ciba 

Ser-ap-es  877 

Coca  Cola  Company  888 


Cook  County  Graduate  School 
of  Medicine 

Continuing  education 


courses  893 

Cutter  Laboratories 

Peridial  900 

Haack  Laboratories,  Inc. 

Neosorb  829 

Belap  830 


Lederle  Laboratories 

Stresscaps  833 

Leeming,  Thos.  & Co.,  Inc. 

Nephenalin  886 

Lilly,  Eli  and  Company 

Ilosone  836 

Lovejoy  Rehabilitation  Hospital 

In  6-  Out  Ft.  Rehab. 

Service  888 

Morning  Milk 

Special  Milk  884 

Parke,  Davis  & Company 

Myadec  812-813 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  892 

Riker  Laboratories,  Inc. 

ULO  Syrup  824-825 

Robins,  A.  H.  Company,  Inc. 

Dimetapp  Extentabs  874 

Roche  Laboratories 

Librium  827 

Roerig,  J.  B.  & Company 

Enarax  828 

Antivert  878 

Tao  879-880-881-882 


Sanborn  Company 

Frommer  Cell  Counter  864 

Searle,  G.  D.  & Company 

Pro-Banthine  with  Dartal  834 

Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  895 

Sherman  Laboratories 

Protamide  899 

Smith,  Kline  & French  Laboratories 

Eskatrol  Spansule  872 

Squibb,  E.  R.  & Sons 

Rautrax-N  816 

Stuart  Company 

Stuart  Formula,  vitamins 
and  minerals  818 

Tacoma  Electrophysics  Laboratory  893 

Upjohn,  The  Company 

Panalba  868 

Wallace  Laboratories 

Milt  own  871 

Winthrop  Laboratories 

Trancopal  820 

New  Creamalin  870 

Witter,  Dean  & Co. 

Financial  Analysis  815 

Yakima  Medical  Center 

EEG  Laboratory  893 


Meetings  OF  medical  societies 

o 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963. 

Oregon  State  Medical  Society — 1963, 
Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963.  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  MeDonagh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes.— Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 
Northw.  Urologic  Soc. — Nov.  3,  1962, 
Yakima. 

Pres.,  Thomas  Mathieu,  Yakima 
Sec.,  Rex  McClune,  Yakima 

OREGON 

Oregon  Academy  of  General  Practice — 
Oct.  18,  1962,  Salem 
Pres.,  G.  A.  Fisher,  Gresham 
Sec.,  R.  O’Shea,  Oswego 
Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Portland  Aero 
Club,  4th  Tuesday  (Sept,  through 
May) 

Pres.,  Paul  Myers,  Portland 
Sec.,  E.  N.  McLean,  Oregon  City 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs.  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept. -May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec..  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 

WASHINGTON 
Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct. -May).  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach.  Seattle 
Sec..  L.  N.  Hungerford,  Jr.,  Seattle 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
W’ednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  (exc.  Jun.- 
Aug.,  Dec.,  Feb.) 

June-Aug.,  Dec.,  Feb.) 

Pres.,  R.  R.  deAlvarez 
Sec.,  D.  M.  McIntyre 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept. -June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 


Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 
Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 
Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 
Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept. -June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 
Washington  Academy  of  General  Prac- 
tice-May 17-19,  1963. 

Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 
Washington  State  Obstetrical  Associa- 
tion—Nov.  3,  1962 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 
Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 
Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres..  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 
Washington  State  Society  of  Anesthe- 
siologists— Quarterly  by  announce- 
ment 

Pres.,  L.  F.  Turnbull,  Seattle 
Sec.,  H.  Sekijima,  Seattle 
Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres..  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 
Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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“Sounds  like 
a case  for 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early1-4  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.5 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T. : New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W. ; Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


ROTAMID 


E®  —an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 


Library, 

College  of  Phy.of  Phi 
19  South  22nd  Street, 

Philadelphia  3, Pa. 


No 

compromise 
with  safety  in 
peritoneal  dialysis 


We  recommend  that  fresh  tubing  be  used 
for  each  PERI  DIAL®  infusion  in  peri- 
toneal dialysis:  a simple  precaution  to 
minimize  the  risk  of  peritonitis.  It  would 
be  only  a small  violation  of  the  principle 
of  the  closed  system  to  use  the  same 
piece  of  plastic  tubing  for  an  entire  series 
of  exchanges,  and  the  patient  might  be 
“saved”  a few  dollars,  over  the  course 
of  a long  dialysis. 

But  this  procedure  is  not  recommended. 
According  to  Maxwell,*  freedom  from 
the  threat  of  peritonitis  is  largely  de- 
pendent upon  maintenance  of  an  essen- 


tially closed  system,  with  fresh,  sterile 
tubing  for  each  exchange  of  fluids.  In 
renal  emergencies,  smalleconomiescould 
be  dangerous. 

PERIDIAL  and  the  especially  designed 
administration  sets  are  carefully  engi- 
neered in  all  of  their  details  to  furnish 
the  safest,  simplest,  and  most  truly  eco- 
nomical dialysis  possible.  Ask  your 
Cutter  representative  for  literature 
which  explains  the  PERIDIAL 
system. 

♦Maxwell,  M.H.,  el  al.:  JAMA  770:917 
(June  20)  1959. 


PERIDIAL 

peritoneal  dialysis  in  renal  emergencies 


CUTTER  LABORATORIES  . BERKELEY,  CALIFORNIA 
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Official  Report,  Oregon  State  Medical  Society  ■ One 


Thousand  Contact  Lens  Cases  ■ Community  Psychiatric 


Clinic  ■ New  Salicylate  Gel  ■ Oxyphenbutazone  in 


Rheumatic  Disorders  ■ Huntington’s  Chorea 
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when  the  perfect  combination  i 


Bleated  by  a cough... 


i • 


ienylin 

Expectorant 


stuffiness,  sneezing,  lacrimation,  and 
other  symptoms  associated  with  colds 
and  coughs  of  allergic  origin.  Efficient 
expectorants  break  down  tenacious 
mucous  secretions,  thereby  relieving 
respiratory  congestion.  And  the  pleas- 
ant-tasting,  raspberry-flavored  syrup 
provides  a soothing  demulcent  action 
that  eases  irritated  throat  membranes. 


irovides  the  right  combination 
Dr  effective  cough  control 

' ur  patient  may  not  catch  rivets  for  a living,  but  when  he 
• tches  cold,  coughing  can  lead  to  a catch-as-catch-can  per- 
Irnance  on  his  job.  Not  so  when  you  prescribe  BENYLIN 
I PECTORANT.  This  outstanding  antitussive  preparation 
< ectively  suppresses  coughs  due  to  colds  or  allergy  through 
i combination  of  judiciously  selected  ingredients. 

I nadryl  ® a potent  antihistaminic-antispasmodic,  calms  the 
■ugh  reflex,  relieves  bronchial  spasm,  and  reduces  nasal 


BENYLIN  EXPECTORANT  contains  in  each  fluid- 
ounce: 

Benadryls1  Hydrochloride  (diphenhydramine 


hydrochloride,  Parke-Davis)  80  mg. 

Ammonium  chloride 12  gr. 

Sodium  citrate  5 gr. 

Chloroform 2 gr. 

Menthol l/10gr. 

Alcohol  5% 


Supplied:  BENYLIN  EXPECTORANT  is  available 
in  16-ounce  and  1-gallon  bottles. 

This  advertisement  is  not  intended  to  provide 
complete  information  for  use.  Please  refer  to  the 
package  label,  medical  brochure,  or  write  for  de- 
tailed information 
on  indications, 
dosage,  and  pre- 
cautions. 929  6 2 PARKE.  DAVIS  A COMPANY.  Detroit  37,  Michigan 


PARKE-DAVIS 


Address  all  correspondence  to 
NORTHWEST  MEDICINE  500  Wall  Street,  Seattle  1, 
(206)  MA  3-0379 
EDITOR  Herbert  l.  Hartley,  M.D. 

ADVERTISING  SUPERVISOR  Mrs.  Zola  Abney 
EDITORIAL  ASSISTANT  Miss  Lesley  J.  Kyle,  B.A. 


Washington 


officers  of  the  publishing  association 


PRESIDENT  F.  C.  Harvey,  M.D.,  Spokane,  Washington 
EXECUTIVE  SECRETARY  H.  L.  Hartley,  M.D.,  Seattle,  Washington 


BOARD 

K.  H.  AAartzloff,  M.D. 

3440  S.E.  Crystal  Springs  Blvd. 

J.  V.  Straumfjord,  M.D. 

812  Exchange  St.,  Astoria,  Ore. 

R.  W.  Espersen,  M.D. 

921  Main,  Klamath  Falls,  Ore. 

R.  C.  Coe,  M.D. 

1115  Columbia,  Seattle,  Wn. 


O F 


TRUSTEES 

D.  R.  Kohli,  M.D. 
533  Med. -Dent.  Bldg.,  Seattle,  Wn. 

F.  C.  Harvey,  M.D. 
Med. -Dent.  Bldg.,  Spokane,  Wn. 

J.  B.  Marcusen,  M.D. 
824  17th  So.,  Nampa,  Idaho 
W.  T.  Wood,  M.D. 
Box  569,  Coeur  d'Alene,  Idaho 


M.  M.  Graves,  M.D. 
Box  488,  Pocatello,  Idaho 


ncMTXDGSi  meDiane 


-5 


Established  January  1903  • Owned  by  Northwest  Medical  Publishing 
Association  • Published  monthly  under  direction  of  the  Board  of  Trustees 


EDITORIAL  ADVISORY  BOARD 


OREGON 

Carl  G.  Ashley,  M.D.,  Portland 
Ray  L.  Casterline,  M.D.,  Medford 


Max  W.  Hemingway,  M.D.,  Bend 
Leonard  D.  Jacobson,  M.D.,  Eugene 
Joseph  L.  Miller,  Jr.,  M.D.,  Portland 


WASHINGTON 

Robert  B.  Hunter,  M.D.,  Sedro  Woolley 
Heyes  Peterson,  M.D.,  Vancouver 


Frank  J.  Rigos,  M.D.,  Tacoma 
Carl  P.  Schlicke,  M.D.,  Spokane 


D A H O 

Fred  T.  Kolouch,  M.D.,  Twin  Falls 


Paul  F.  Miner,  M.D.,  Boise 


MANUSCRIPTS  Acceptance  of  original  articles  ordinarily  is  contingent  upon 
submission  for  exclusive  publication  in  this  journal.  Authors  may  obtain  fur- 
ther information  on  acceptance  and  a list  of  suggestions  on  manuscript  prep 
oration  by  writing  to  the  editor. 

NEWS  Regional  news  of  interest  to  the  medical  profession,  medical  meeting 
programs,  new  professional  locations  and  obituaries  should  be  addressed  to 
the  managing  editor  at  the  editorial  office.  Deadline  for  news  copy  is  the 
15th  of  the  month  preceding  date  of  issue. 

DISPLAY  ADVERTISING 

Advertising  Representative:  Melvin  B.  Tyler  693  Sutter  Street 

(415)  PR  6-9400  San  Francisco  2,  California 


rates  Standard  PAC  form  available  upon  request 
closing  and  publishing  dates 

Set  copy  and  plates  must  be  received  by  the  5th  of  month  preceding  date  of 
issue.  Northwest  Medicine  is  published  on  the  2nd  Saturday  of  each  month 

Send  plates  to  Northwest  Medicine 

500  Wall  Street,  Room  311 
Seattle  1,  Washington 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must 
be  given  at  least  six  weeks  prior  to  date  change  will  become 
effective.  Notice  should  be  directed  to  circulation  manager 
at  the  editorial  office.  Include  old  and  new  address  as  well 
as  statement  whether  or  not  change  is  permanent.  Dupli- 
cates cannot  be  sent  to  replace  copies  undelivered  through 
failure  to  notify  of  change  of  address. 

Copyright  1962  by  Northwest  Medical  Publishing  Association 
Entered  as  second-class  matter  at  the  Post  Office,  Seattle, 
Washington,  January  1,  1962  under  the  act  of  August  24, 
1912  as  amended;  39  United  States  Code  229. 


classified  advertising 

All  classified  advertisements  are  set  in  the  style  of  this  journal  with  a single 
bold  face  headline.  Each  line,  including  the  headline  and  partial  lines,  is 
charged  at  $1.00.  Copy  must  be  received  by  the  advertising  manager  at  the 
editorial  office  not  later  than  20th  of  month  preceding  date  of  issue.  Proof 
is  not  shown.  Copy  of  ad  as  it  appeared  in  the  journal  accompanies  billing 


subscriptions 

Distribution  restricted  to  members  of  the  medical  profession  and  those  in  closely 
allied  fields.  Subscriptions  received  through  medical  associations  will  begin 
month  membership  becomes  effective.  $5.50  per  year  (honorary  association 
members,  residents,  interns,  medical  students,  $3.00  per  year);  single  copies,  50c. 


1«M> 


Which  securities 
should  you  buy? 


SUETHERN  C4UF0RMA  EDISON  CDVPANr 


This  is  a question  we  like  to  answer.  Not  that  it’s  always 
easy.  But  it’s  the  best  way  we  know  to  demonstrate 
the  difference  in  our  service  and  our  value  to  you. 
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Stelazine®  will  stop  anxiety— but  not  your  patient! 

brand  of  trifluoperazine 
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To  be  truly  useful  in  your  office  patients,  an  ataractic  agent  must  not  only 
relieve  anxiety;  it  must  also  leave  these  patients  sufficiently  alert  to  engage 
in  their  normal  activities. 

‘Stelazine'  is  such  an  agent.  Its  ability  to  relieve  anxiety  without  producing 
appreciable  sedation  has  been  established  in  thousands  of  patients  and  documented 
by  many  published  reports.  Typical  is  the  finding  of  Kolodny,1  who  concluded 
that  the  priinaryadvantage  of  ‘Stelazine  over  many  other  tranquilizers  seems  to  be 
“its  ability  to  relieve  symptoms  of  anxiety  without  undue  interference  with 
alertness.  ’ 


When  you  wish  to  relieve  anxiety,  yet  encourage  the  patient  to  engage  in  his 
normal  activities,  consider  ‘Stelazine’. 


i.  Kolodny.  A.L.:  Dis.  Nerv.  System  2.2:15 r (Mar.)  1961. 


For  prescribing  information,  please  see  PDR  or  available  literature. 


Smith  Kline  & French  Laboratories,  Philadelphia 
leaders  in  psychopharmaceutical  research 
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inflammatory  conditions,  including: 
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prescribing. 

Full  product  information  available 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C1 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  - ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsa I icyl ic  Acid) 200  mg. 

Caffeine 30  mg. 


A iso  available 
without  codeine  as  @ 

‘EMPRAZIL’ 

TABLETS 


:::Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  tuckahoe,  n.y. 
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DtftMw  fat 


14FL0Z. 


poly-unsaturated 


SAFFLOWER  OIL 

for  salads,  baking 
k\  and  frying 


W*<*  wHb  BHA- 
*«*  in  pfOPV'e°e 


Because  you  are  aware 
of  the  AMA  statement 
on  fat  in  the  diet. .. 

“Increasing  the  ratio  of  poly-unsaturated  fat  to 
saturated  fat  in  the  diet  is  the  preferred  method 
for  treating  the  ‘usual’  hypercholesteremia.” 

From  the  Aug.  4,  1962  issue  of  Thejournal  of  the  American 
Medical  Association. 

Of  all  leading  salad  and  cooking  oils 
Safflower  Oil  has  the  highest  ratio  of  poly- 
unsaturated fat  to  saturated  fat.  Safflower  Oil 
is  higher  in  recommended  poly-unsaturates — 
lower  in  saturated  fat  than  any  other  readily 
available  oil  or  shortening. 

When  an  adjustment  in  dietary  ratio 
of  saturated  fat  is  indicated,  Saff-o-life 


you  should  be  aware 
of  this  new,  poly-unsaturated 
oil  for  cooking 

Safflower  Oil  makes  the  substitution  easy, 
appetizing,  inexpensive. 

Physicians  who  wish  recipes  using 
Saff-o-life  Safflower  Oil  are  invited  to  write 
directly  to:  Professional  Services  Director, 
General  Mills,  Inc.,  Department  120,  9200 
Wayzata  Blvd.,  Minneapolis  26,  Minnesota. 


RATIO  OF  LINOLEATES*  TO  SATURATES  *poly-unsaturated  fats 


SAFFLOWER  OIL 

9.0  to  1.0 

CORN  OIL 

5.3  to  1.0 

SOYBEAN  OIL 

3.5  to  1.0 

COTTONSEED  OIL 

2.0  to  1.0 

PEANUT  OIL 

1.6  to  1.0 

Source: 

USDA  Report  No.  7 March  1959 

A product  oj  General  Mills — Tour  assurance  of  quality  and  purity. 
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Editorial  integrity 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


EDITOR,  NORTHWEST  MEDICINE 

I believe  the  physicians  of  the  Pacific  North- 
west are  fortunate  in  that  the  pages  of  northwest 
medicine  are  open  to  divergent,  and  sometimes 
controversial,  opinions.  This  is  not  true  of  all  medi- 
cal journals  today. 

My  letter  on  the  diagnosis  of  chronic  fluorine 
poisoning,  which  you  published  in  September,  was 
also  submitted  to  JAMA.  It  was  rejected.  It  is,  of 
course,  the  prerogative  of  the  Editor  to  accept  or 
reject  whatever  his  judgment  dictates;  and  he  doesn’t 
even  have  to  give  his  reasons.  However,  the  right 
to  accept  or  reject  carries  with  it  the  obligation  to 
serve  the  interests  the  publication  is  expected  to 
promote— in  this  case  the  dissemination  of  medical 
knowledge. 

In  this  case,  the  Editor  did  give  his  reasons  for 
rejection;  and  I believe  they  are  of  concern  to  every 
reader  of  JAMA.  The'  Editor  wrote: 

In  view  of  the  fact  that  reference  has  been 
made  from  time  to  time  in  The  Journal  to 
fluoridation  of  water,  and  in  view  of  the  ac- 
tion taken  by  the  House  of  Delegates  on  this 
subject  a number  of  years  ago,  I cannot  jus- 
tify using  space  in  the  Journal  for  this  sub- 
ject .... 

Chronic  fluorine  poisoning  and  fluoridation  of 
water  are,  of  course,  related  subjects  but  by  no 
means  coextensive.  I cannot  find  that  there  has 
been  a single  original  article  on  chronic  fluorine 
poisoning  in  JAMA  since  the  editorial  on  the  sub- 
ject in  1943,  and  the  Editor’s  letter  would  indicate 
that  there  will  be  none  so  long  as  he  is  editor.  There 
have  been  occasional  abstracts  on  the  subject,  and  oc- 
casional items  in  “Questions  and  Answers”;  and  most 
of  the  latter  have  been  referred  to  dentists  for 
answers! 

Even  the  editorial  of  1943  contained  no  refer- 
ence to  any  article  in  JAMA.  The  result  is  that  the 
average  veterinarian  is  far  better  informed  on  the 
subject  than  the  vast  majority  of  physicians. 

I believe  the  interests  of  medicine  are  best 


served  by  full  and  free  discussion  of  opposing  points 
of  view,  especially  on  scientific  subjects;  and  I do  not 
believe  that  JAMA  should  serve  as  a propaganda 
medium  by  withholding  information  on  any  subject. 

In  this  case  the  subject  was  the  diagnosis  of 
chronic  fluorine  poisoning,  and  one  on  which  the 
delegates  have  taken  no  action.  But  if  they  had,  I 
would  deny  that  any  action  by  the  House  of  Dele- 
gates should  be  interpreted  as  foreclosing  for  all  time 
further  discussion  of  any  subject. 

In  December,  1957,  the  House  of  Delegates 
considered  a resolution  “That  the  Editor  of  the 
Journal  of  the  American  Medical  Association  be  re- 
quested to  open  its  pages  to  all  scientific  data  relat- 
ing to  [fluoridation]  for  a full  and  comprehensive 
airing.”  The  resolution  was  rejected  on  the  recom- 
mendation of  the  Reference  Committee  on  Hygiene, 
Public  Health  and  Industrial  Health.  In  its  recom- 
mendation, the  Committee  said: 

By  way  of  explanation  regarding  . . . this 
resolution,  the  editor  of  The  Journal  of  the 
A.M.A.  appeared  before  your  reference  com- 
mittee at  its  request.  He  stated  that  material 
is  not  rejected  because  of  its  controversial 
nature. 

It  appears  that  this  is  no  longer  true,  and  that 
material  is  rejected  if  it  is  even  remotely  related  to 
subjects  that  the  Editor  considers  taboo. 

Sincerely  yours, 

F.  B.  EXNER,  M.D. 

Seattle,  Washington 

Useful  series 

EDITOR,  NORTHWEST  MEDICINE 

Congratulations  on  the  articles  on  statistics. 
They  have  been  very  useful  and  well  written.  We 
need  more  of  the  same  quality. 

Sincerely, 

JOHN  T.  BRANDENBURG,  M.D. 

Medford,  Oregon 
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The  truth  about  mental  health 

EDITOR,  NORTHWEST  MEDICINE 

In  the  past  year  we  have  been  observing  a 
steady  trend  toward  a goal  establishing  mental  health 
as  the  number-one  social  problem  in  our  community 
as  well  as  other  areas  in  the  United  States  of  America. 
We  are  concerned  that  the  medical  profession  is 
about  to  be  led  into  promoting  projects  (based  on 
various  statistics  published  and  urged  as  diagnostic) 
in  support  of  this  program. 

A group  of  physicians  took  upon  themselves  the 
obligation  of  impartially  polling  and  interviewing 
various  hospitals  in  our  community  as  well  as  phy- 
sicians considering  all  phases  of  medicine  in  an  at- 
tempt to  ascertain  the  truth  of  the  matter. 

We  have  completed  our  survey  and  are  in  the 
process  of  compiling  our  data  into  a factual  report 
for  the  medical  profession. 

Our  findings  have  not  been  a surprise  to  us  and 
they  will  not  be  to  other  physicians.  They  will,  how- 
ever, enlighten  a good  many  leaders  of  the  mental 
health  group. 

It  is  hoped  that  our  message  when  published 
will  be  read  by  all  physicians  in  the  Pacific  North- 


west, and,  that  they  will  take  it  upon  themselves  to 
enlighten  their  communities. 

Sincerely, 

D.  A.  LAGOZZINO,  M.D. 

Everett,  Washington 

R.  A.  TIDWELL,  M.D. 

Seattle,  Washington 

Enlightened  and  well  written 

EDITOR,  NORTHWEST  MEDICINE 

Never,  in  my  ten  years  perusal  of  northwest 
medicine,  have  I read  an  article  expounding  such 
realistic  wisdom  as  that  on  The  Socialization  of 
Two  Professions  by  R.  A.  Lyman,  M.D.  I congratu- 
late you  upon  recognizing  and  printing  such  en- 
lightened and  well  written  material. 

I trust  this  heralds  a new  policy  of  publishing 
articles  of  significance  and  quality. 

Sincerely  yours, 

CHARLOTTE  RANSMER,M.D. 

Seattle,  Washington 
Those  of  like  inquiring  mind  are  referred  to  the 
editorial,  Usefulness  of  Publication,  pages  783-784, 
in  the  issue  for  August,  1961.  Ed. 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 

A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Dupleref  a/1 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low. 

SUPPLIED:  SER-AP-ES  Tablets,  each  containing  0.1  mg.  SERPASIL*(reserpine  CIBA),25  mg. 
APRESOLINE1  hydrochloride  (hydralazine  hydrochloride  CIBA),and  1 5 mg.  ESIDRIX* 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions,  and  side  effects),  see  current  Physicians'  Desk  Reference  or  write  CIBA. 

1 . Dupler,  D.A.,  Greenwood,  R.J.,  and  Connell,  J.T.:  J.A.M.A.  1 74:1  23  (Sept.  1 0)  1 960. 

2.  Hobbs,  L.F.:  To  be  published,  i/iozmb 

CIBA 

SUMMIT,  N . J . 
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PERCODAN  BRINGS  SPEED... DURATION... 
AND  DEPTH  TO  ORAL  ANALGESIA 


in  the  wide  middle  region  of  pain 


PE  RCODAN 


(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC)  TABLETS 

fills  the  gap  between  mild  oral  and  potent  parenteral  analgesics 


■ acts  in  5-15  minutes  ■ relief  usually 
lasts  6 hours  or  longer  ■ constipation 
rare  ■ sleep  uninterrupted  by  pain 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,NewYork 


Average  Adult  Dose  : 1 tablet  every  6 hours.  May  be  habit-forming. 
Federal  law  allows  oral  prescription.  Also  Available:  Percodan®- 
Demi:  the  complete  Percodan  formula,  but  with  only  half  the 
amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

Each  scored,  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohy- 
droxycodeinone HC1,  0.38  mg.  dihydrohydroxycodeinone  terephtha- 
late  (warning:  may  be  habit-forming),  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin, 
and  32  mg.  caffeine.  *U.S.  Pats.  2,628,185  and  2,907,768 


Goliath  David 


Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


TMC  UPJOHN  COMPANY 
KALAMAZOO,  MICHIOAN 


Against  the  formidable  and  ubiquitous  Staphylococcus  aureus, 
PANALBA*  gives  you  a powerful  weapon.  PANALBA  is  a selective 
combination  of  novobiocin  (for  its  unique  effectiveness  against 
staph)  and  tetracycline  (for  its  breadth  of  coverage).  From  the  outset, 
your  treatment  has  broader  antibacterial  coverage  resulting  from 
the  simultaneous  administration  of  two  antibiotics  that  complement 
each  other.  They  were  carefully  chosen  for  this  purpose. 

That  is  why  PANALBA  offers  excellent  chances  for  therapeutic  success. 

"traoemark,  reo.  u.S.  pat.  off. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY 


the  doctor’s 
vitamin-mineral 
product  is  still 
your  patients’ 
best  value 


,ess  Oa 

than  3<t 

a day 


'J?*  Stuart 
formula 


VITAMINS 
ADC  B,B2B6BnE 

NIACIN  NIACINAMIDE  - CALCIUM  PANTOTHENATE 

including  entire 
B COMPLEX  and  MINERALS 

100  LIST  NO. 

TABLETS  20 

THE  STUART  COMPANY 
PASADENA,  CALIFORNIA 

(See  side  panels) 


16060/4203 


V well-balanced  formulation  of  the  vitamins 
nd  minerals  known  to  be  needed  in  human 
lutrition,  The  Stuart  Formula  has  been 
Ldvertised  to  the  medical  profession  and  sold 
hrough  drug  stores  for  over  20  years.  It  is  the 
~ oldest  and  best-known  product 
\ of  its  kind.  You  can  rely  on  it. 

J THE  STUART  COMPANY 


THE  STUART  FORMULA® 

One  tablet  contains:  VITAMINS: 

A 5,000  USP  Units  Niacin  and  Niacin. 

D 500  USP  Units  d-Calcium  Pantoth 

C 50  mg.  E 

B,  2.5  mg. 

2.5  mg.  Yeast  and  desiccat 

0.5  mg.  as  sources  of  n< 

1 meg.  Complex  factors. 


Niacin  and  Niacinamide 15  mg. 

d-Calcium  Pantothenate  5 mg. 

E 0.15  I.U. 

Yeast  and  desiccated  liver  are  added 
as  sources  of  natural  vitamin  B 
Complex  factors. 


MINERALS: 

Calcium  100  mg.  Manganese  0.5  mg. 

Iron 7.5  mg.  Potassium  2.5  mg. 

Magnesium 2.5  mg.  Zinc  0.15  mg. 

The  Stuart  Formula  is  available  as  a pleasant  tasting  liquid 


iH 


“Sounds  like 
a case  for 
Protamide, 


\ \ 

1 


Jim... 


■ 


m 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early1'4  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.5 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R. : Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE® 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 
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irA^ 


^roved  \VG 


Safety 

through 

Simplicity 


DON  BAXTER.  INC  GLENDALE.  CALIFORNIA 


• “...now  the  leading  cause  of  death  in  diabetic  patients.”1 

Diseases  of  the  cardiovascular-renal  system  account  for  about  three-fourths  of  deaths  among 
diabetic  patients,  with  heart  disease  responsible  for  approximately  one-half  the  total,2-3  and 
coronary  atherosclerosis  the  major  cause  of  cardiac  lesions.1  While  some  feel  that  diabetics 
are  predisposed,  perhaps  by  heredity,  to  early  onset  of  vascular  disease,  considered  opinion  is 
that  vascular  degeneration  can  be  delayed  or  modified  with  “. . . careful  and  consistent  control 
of  diabetes  from  the  time  of  diagnosis ”4 

As  a major  step  toward  achieving  careful  and  consistent  control,  you  can  teach  your  patients 
to  do  urine-sugar  testing  in  the  way  most  likely  to  assure  continued  cooperation— with  the 
Clinitest®  Urine-Sugar  Analysis  Set. 


for  quantitative  estimation 


for  “yes-or-no”  enzymatic  testing 


color-calibrated 

O clinitest* 

urine  sugar 

• continued,  close  control 

• graphic  Analysis  Record  encourages  co- 
operation . . . reveals  degree  of  control  at  a 
glance. . .helps  patient  maintain  control 


new,  improved 

1 clinistix 


urine  glucose 


10-second  reading ...  longer  strip  for 
easier  handling.. .new  color  chart  and 
color  barrier  for  test  area... in  glass 
for  protection 


Supplied:  Clinitest  Urine-Sugar  Analysis  Set  (with  bottle  of  36  tablets  and  2 foil-wrapped  tablets);  refill  boxes 
of  24  Sealed-in-Foil  Reagent  Tablets  and  bottles  of  36  tablets.  Clinistix  Reagent  Strips  in  bottles  of  60. 

References:  (1)  Root,  H.  F.,  and  Bradley,  R.  F.,  in  Joslin,  E.  E;  Root,  H.  F.;  White,  R,  and  Marble,  A.:  The 
Treatment  of  Diabetes  Mellitus,  ed.  10,  Philadelphia,  Lea  & Febiger,  1959,  pp.  411,  437.  (2)  Joslin,  E.  ft; 
Root,  H.  F.;  White,  P.,  and  Marble,  A.:  ibid.,  pp.  188-189.  (3)  Marks,  H.  H.,  el  at.:  Diabetes  9:500,  1960. 
(4)  Marble,  A.,  in  Summary  of  Conference  on  Diabetic  Retinopathy,  Survey  Ophth.  (Part  2)  6:611-612,  1961. 


Ames  products  are  available  through  your  regular  supplier. 


AMES 

COMPANY.  INC 
Clkhort  • Indiono 
Toronto  * Conodo 


2t462 


For  the  doctor  concerned 
with  infant  feeding . . . 


APPROXIMATE  ANALYSES  OF  INFANT  FEEDING  FORMULAE 


Special  Special 


Human 

Breast 

Milk  (1) 

Whole  Cow's 
Milk  (1) 
Homog.  and 
Vit.  D 

Typical 
Premixed 
Form.  1 : 1 

Morning  Milk 
Form.  1 3 oz.  4- 
1 9 oz.  HjO  -f 
1 oz.  CHO 

Morning  Milk 
Form.  1 0 oz.  + 
15  oz.  HaO  -f- 
1 oz.  CHO 

Morning 
Milk  (Evap) 
Form.  1 : 1 

CALORIES/oz. 

20.9 

20.4 

20. 

20.2 

21.4 

21.8 

PROTEIN  gm.  % 

1.2 

3.3 

1.7 

2.87 

2.9 

3.7 

FAT  gm.  % 

3.8 

3.7 

3.4 

3.2 

3.3 

4.2 

CARBOHYDRATE  gm.  % 

7.0 

4.8 

6.5 

7.0 

8.0 

5.3 

ASH  gm. % 

0.21 

0.72 

0.38 

0.6 

0.6 

0.8 

VITAMIN  CONTENT 
PER  QUART 

THIAMINE  mg. 

0.15 

0.4 

0.65 

0.2 

0.19 

0.25 

RIBOFLAVIN  mg. 

0.4 

1.4 

1.00 

1.44 

1.4 

1.8 

ASCORBIC  ACID  mg. 

40.7 

15.1 

50.0 

4.0 

4.0 

5.0 

VITAMIN  A I.U. 

1670 

1071 

2500 

3168 

3092 

2021 

VITAMIN  D I.U. 

4 

400 

400 

315 

308 

400 

(1)  Macy,  I.  G.;  Kelly,  H.  P and  Sloan,  R.  P.:  Composition  of  Milks,  Publication  254, 
National  Academy  of  Science,  National  Research  Council,  1953. 


Special  MORNING  MILK 

— the  only  evaporated  milk  fortified 
with  extra  vitamins  A and  D 
(2,000  U.S.P.  units  vitamin  A and 
400  U.S.P.  units  vitamin  D 
per  reconstituted  quart). 
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The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprosi>an®-400  and  mfprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM- 7381 


...  Autonomic  Stability 

PRO-BANTHINE"  with  DARTAE 

brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 


The  combination  of  Prc-BanthIne  with 
Dartal  provides  an  autonomic  stabilizer  of 
notable  efficacy  in  common  psychovisceral 
disorders. 

Dartal,  a particularly  well  tolerated 
tranquilizer,  allays  the  central  nervous  in- 
fluence in  such  conditions  as  peptic  ulcer, 
gastritis,  pylorospasm,  spastic  constipation 
and  mucous  or  ulcerative  colitis.  Pro- 
BanthIne  suppresses  the  emergence  of 
hypersecretion  and  hypermotility  in  the 
stomach  and  intestines. 

By  alleviating  excessive  activity  at  both 
ends  of  the  vagus,  Pro-BanthIne  with 
Dartal  assures  prompt,  definite,  sustained 


control  not  only  of  severe  and  persistent 
gastrointestinal  dysfunctions  but  also  of 
stress-aggravated  episodes  of  more  moder- 
ate conditions. 


usual  adult  dosage:  One  tablet  three  times 

a day. 

supplied:  Aqua-colored,  compression-coated 
tablets  containing  15  mg.  of  Pro-BanthIne  and 
5 mg.  of  Dartal. 

e.  d.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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EDITORIAL 


Rural  Health 


In  six  western  states  * the  words  rural  health 
do  not  mean  what  they  did  forty  years  ago  when 
the  American  Medical  Association  first  took 
official  notice  of  the  status  of  medicine  in  rural 
America.  **  Current  meaning  was  made  very 
clear  at  Sacramento  last  month  when  delegates 
from  the  six  states  met  in  the  Fourth  Regional 
Rural  Health  Confernence  sponsored  by  the 
AMA  Council  on  Rural  Health. 

Rural  health  today  is  not  one  subject  but 
three.  There  is  health  of  that  segment  of  the 
population,  largely  native,  living  in  rural  areas. 
There  is  an  entirely  different  situation  regard- 
ing health  of  a group  greatly  expanded  in  recent 
years,  the  migratory  laborers  in  agriculture  and, 
finally,  it  appears  that  there  is  emerging  another 
group  whose  members  no  longer  migrate.  They 
have  been  called,  “workers  seasonably  employed 
in  agriculture.” 

It  is  clear  that  needs  of  these  three  groups 
differ  markedly.  At  the  Sacramento  conference 
it  appeared  that  many  of  the  original  problems 
relative  to  health  in  rural  areas  have  been  solved. 
Medical  training,  transportation,  communication, 
transmission  of  electronic  data,  and  dwindling 
rural  population  have  combined  to  make  rural 
and  urban  care  essentially  equal. 

Progress  in  providing  health  services  for  mi- 
grant workers  has  been  slow.  They  have  the 
highest  rates  for  infant  mortality,  lowest  rates 
for  immunizations,  and  low  rates  for  utilization 
of  medical  care.  California  with  approximately 
250,000  migrants  (workers  and  dependents)  has 
the  greatest  problem.  There  the  growers  and 
physicians  in  private  practice  have  been  cooper- 
ating to  bring  modern  care  to  these  people.  Un- 
der a law  passed  by  the  1961  legislature,  ten 
county  plans  are  being  developed  and  it  is 

‘Arizona,  California,  Idaho,  Oregon,  Nevada,  Washington. 

“The  House  of  Delegates  took  action,  May,  1922,  on 
shortage  of  physicians  in  rural  areas.  A Committee  on 
Rural  Medical  Service  was  formed  in  1945  and  changed  to 
the  Council  on  Rural  Health  in  1951.  The  Council  is  a 
standing  committee  of  the  Board  of  Trustees  and  is  di- 
rected by  the  Division  of  Environmental  Medicine. 


expected  that  others  will  follow.  Most  of  these 
are  prepayment  plans.  California  Physicians 
Service  has  sponsored  a pilot  plan  in  Tulare 
County  in  order  to  obtain  actuarial  experience 
not  now  available.  Others  are  in  various  stages 
of  development  but  it  is  expected  that  several 
will  be  in  operation  with  the  1963  growing 
season. 

In  Idaho  it  is  recognized  that  the  migrants 
need  better  housing,  better  school  opportunities 
and  more  health  programs  for  those  who  become 
ill.  County  hospitals  now  provide  care  and  pub- 
lic health  nurses  call  on  the  chronically  ill. 
Physicians  in  eastern  Washington  have  assumed 
traditional  responsibility  for  giving  care  to  the 
needy  but  have  also  developed  a prepayment 
plan,  covering  the  worker  only,  paid  for  by  the 
employer. 

One  of  the  most  interesting  developments  in 
rural  health  is  reported  from  Kern  County, 
California.  This  work  is  with  the  third  group, 
the  non-migratory  workers  and  their  families. 
Mexicans  predominate  and  their  greatest  need 
was  for  health  education  but  language  and  cul- 
tural differences  interfered.  Finally  it  was  de- 
cided to  recruit  health  educators  from  the  worker 
group.  They  were  brought  in  to  the  health  de- 
partment where  they  were  given  a broad,  prac- 
tical education  in  hygiene,  sanitation,  nursing, 
child  health,  nutrition,  and  availability  of  com- 
munity health  resources.  Thus  prepared,  the 
health  educators  went  back  to  their  own  people 
where  they  were  understood  and  where  they 
were  able  to  exert  influence  previously  imposs- 
ibl  for  those  who  did  not  speak  Spanish  and  who 
did  not  recognize  the  importance  of  Mexican 
cultural  background. 

Theme  of  the  Sacramento  conference  was 
“Good  Rural  Health— Everybody’s  Business.”  It 
soon  became  apparent,  however,  that  rural  health 
is  a triad  rather  than  unity,  and  that  it  is 
achieved,  not  by  everybody,  but  by  individuals, 
working  as  rural  people  have  since  time  im- 
memorial—for  themselves— and  some  of  the  time 
for  each  other. 
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the 

longest 
“needle” 
in  the 
world 


It  never  stings — needs  no  sterilizing.  It 
reaches  all  the  way  from  your  office  to 
the  patient’s  home  to  give  him  potent 
penicillin  therapy  as  often  and  as  long  as 
he  needs  it.  It’s  an  oral  “needle,”  of  course 
. . . V-Cillin  K®  . . . the  penicillin  that 
makes  oral  therapy  as  effective  as  intra- 
muscular, but  safer  — and  much  more 
pleasant. 

V-Cillin  K&  (potassium  phenoxymethyl  peni- 
cillin, Lilly)  (penicillin  V potassium) 


Sometimes  your  judgment  dictates  paren- 
teral penicillin  for  your  office  patients. 
But  to  extend  that  therapy,  take  advan- 
tage of  the  longest  “needle”  in  the  world 
. . . V-Cillin  K. 

Tablets  V-Cillin  K,  125  or  250  mg. 
(scored). 

V-Cillin  K.  Pediatric,  125  mg.  per 
5 cc.,  in  40  and  80-cc.-size  packages. 

This  is  a reminder  advertisement.  For  ade- 
quate information  for  use.  please  consult 
manufacturer's  literature.  Eli  Lilly  and  Com- 
pany, Indianapolis  6,  Indiana.  2 3 3282 
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O R I G 


N A L ARTICLE' 


Long-Term  Evaluation  oj  Oxyphenbutazone 
in  Rheumatic  Disorders 

EDWARD  R.  ROSENBAUM,  M.D.  / GERALD  R.  SCHWARZ,  B.  S.  Portland,  Oregon 


In  establishing  the  true  value  of  a new  anti- 
rheumatic  agent,  long-term  trials  in  large  num- 
bers of  patients  are  required.  While  controlled, 
double-blind  studies  are  helpful  in  determining 
comparative  efficacy,  the  treatment  courses  in 
such  evaluations  are  usually  brief,  and  informa- 
tion obtained  on  maintenance  dosage,  long-term 
toxic  effects  and  drop-off  in  therapeutic  response 
is  necessarily  limited.  This  report  concerns  an 
evaluation  of  oxyphenbutazone0  in  the  treatment 
of  300  cases  of  rheumatic  disease  over  a period 
of  three  years. 

Oxyphenbutazone  is  the  parahydroxy  metabo- 
lite of  phenylbutazone  ( Butazolidin ) which  was 
isolated  from  urine  of  patients  receiving  the  par- 
ent compound.1  Animal  studies  revealed  that  it 
retained  the  anti-inflammatory  and  sodium-re- 
taining properties  of  phenylbutazone,  but  that 
it  had  less  ulcerogenic  and  uricosuric  activity.-1 
In  clinical  studies,  favorable  results  have  been 
reported  in  cases  of  rheumatoid  arthritis  (in- 
cluding three  controlled  evaluations),  rheuma- 
toid spondylitis,  gout,  osteoarthritis  and  bursi- 
tis.0-10 This  study  was  undertaken  to  determine 
whether  oxyphenbutazone  has  a place  in  the 
armamentarium  of  the  clinician. 

selection  of  patients 

All  patients  in  this  study  were  suffering  from 
disorders  which  had  been  clearly  diagnosed  by 
objective  means.  These  patients  had  been  under 
our  care  for  a considerable  period  of  time,  and 


♦Available  as  Tandearil,  Geigy  Pharmaceuticals 


none  had  responded  to  previous  conventional 
therapy.  We  were  particularly  interested  in  pa- 
tients who  had  severe  degenerative  arthritis  with 
chronic  pain,  or  patients  with  bursitis  which  had 
become  chronic  and  painful.  All  cases  had  been 
treated  with  salicylates  or  other  analgesics,  and 
muscle  relaxants,  without  significant  relief  prior 
to  trials  with  oxyphenbutazone.  We  were  not 
interested  in  obtaining  minor  or  transient  pain 
relief.  We  considered  the  response  to  the  drug 
satisfactory  if  the  patient  reported  marked  re- 
lief within  a week  and  was  able  to  eliminate  the 
use  of  all  analgesics  thereafter. 

For  completeness  in  assessing  the  untoward 
side  effects  of  the  drug,  we  have  included  in  this 
report  our  experience  with  oxyphenbutazone  in 
cases  of  rheumatoid  arthritis  and  gout.  With  re- 
gard to  rheumatoid  arthritis,  our  observations  do 
not  constitute  a balanced  therapeutic  evaluation 
since  we  used  the  drug  only  in  the  severest  of 
rheumatoid  patients  (grade  3 or  4).  Also,  be- 
cause this  group  is  so  susceptible  to  suggestion, 
there  is  far  less  assurance  that  the  results  are 
objective.  Since  it  is  thought  that  antirheumatic 
agents  produce  the  highest  incidence  of  toxic- 
reactions  in  patients  with  rheumatoid  arthritis, 
these  cases  are  included  as  additional  data  on 
the  drug’s  tolerability. 

instruction  to  patients 

Each  patient  was  informed  that  the  drug  was 
experimental  ( prior  to  the  date  it  was  marketed ) 
and  asked  to  report  at  once  any  untoward  ef- 
fects. Patients  were  seen  at  weekly  intervals  for 
at  least  four  weeks,  and  at  less  frequent,  regular 
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Table  1 

Results  of  Treatment  in  300  Patients 


Number  of 

No 

Untoward 

Patients 

Relief 

Relief 

Effects 

Degenerative  arthritis 

182 

122 

60 

25 

Rheumatoid  arthritis 

52 

37 

15 

14 

Rheumatoid  spondylitis 

4 

4 

0 

0 

Gouty  arthritis 

14 

13 

1 

0 

Painful  shoulder  (bursitis,  etc.) 

48 

39 

9 

3 

Totals 

300 

215 

85 

42 

visits  thereafter.  Each  visit  included  careful 
questioning  with  regard  to  gastrointestinal  com- 
plaints or  skin  changes.  Complete  blood  count, 
urinalysis  and  sedimentation  rate  were  perform- 
ed. If  gastrointestinal  symptoms  were  present, 
an  upper  gastrointestinal  radiographic  study  was 
done.  Patients  with  evidence  of  active  peptic 
ulcer  were  excluded  from  the  study. 

The  usual  dosage  was  100  mg.  four  times  daily, 
taken  after  meals  and  at  bedtime.  This  was  con- 
tinued for  a maximum  of  two  weeks.  If  the  pa- 
tient did  not  obtain  satisfactory  relief,  the  drug 
was  discontinued.  If  pain  relief  was  satisfactory, 
the  patient  was  instructed  to  reduce  the  dosage 
to  300  mg.  daily,  and  the  dosage  was  further  re- 
duced at  weekly  intervals  until  a satisfactory 
minimum  maintenance  level  was  attained.  An 
initial  dosage  of  400  mg.  was  never  exceeded  but 
most  patients  required  this  full  dose  for  pain 
relief. 

results 

Both  therapeutic  response  and  the  incidence  of 
side  reactions  are  shown  in  Table  1.  It  will  be 
noted  that  satisfactory  results  were  obtained  in 
67  per  cent  of  182  patients  with  osteoarthritis 
and  in  81  per  cent  of  48  patients  with  chronic 


bursitis.  Side  reactions  occurred  in  42  patients 
out  of  a total  of  300  ( 14  per  cent ) . 

Table  2 shows  a breakdown  of  the  undesirable 
effects  encountered.  Edema  was  not  considered 
a cause  for  discontinuing  the  drug.  If  this  was 
troublesome,  we  added  a diuretic  to  the  regimen. 
In  the  miscellaneous  group  we  included  psycho- 
somatic reactions,  and  since  we  were  dealing 
with  a drug  of  unknown  toxicity  we  discontinued 
medication  in  these  cases.  In  view  of  the  in- 
creased incidence  of  peptic  ulcer  with  either 
corticosteroids  or  phenylbutazone,  it  is  worth 
noting  that  this  complication  was  not  seen  in 
this  series.  After  this  study  was  completed,  how- 
ever, we  encountered  one  case  of  duodenal  ulcer 
and  an  occurrence  of  severe  anemia,  each  in  a 
patient  with  rheumatoid  arthritis  receiving  oxy- 
phenbutazone.  Anemia  has  been  reported 
previously  with  phenylbutazone  and  is  interpre- 
ted as  representing  hemodilution  as  a result  of 
water  retention.11 

discussion 

The  residts  in  osteoarthritis  were  exceedingly 
satisfactory,  since  all  previous  therapy  had  failed 
to  help  this  particular  group.  Every  one  of  these 
patients  had  been  under  observation  for  long 


Table  2 

Toxic  and  Side  Reactions  in  300  Patients 


Edema,  ankle  6 

Nausea  5 

Dermatitis  6 

Stomatitis  4 

Pruritus  1 

Sore  tongue  1 

Fever  1 

Headache  1 

Miscellaneous0  17 

Total  42 


“The  miscellaneous  group  consisted  of  a variety  of 
subjective  complaints  without  objective  evidence  of 
a relationship  to  drug  activity. 
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periods  of  time  without  satisfactory  results.  Many 
of  these  people  were  able  to  discontinue  oxy- 
phenbutazone  after  periods  of  one  to  three 
months  without  recurrence  of  pain.  A few,  a 
total  of  six,  have  had  to  continue  on  the  drug 
for  well  over  three  years.  All  of  these  have 
maintained  satisfactory  pain  relief  without  any 
toxic  effects.  The  results  in  this  particular  group 
have  caused  us  to  revise  our  previous  impression 
of  degenerative  arthritis.  We  had  considered 
this  a chronic  disease  with  fairly  continuous, 
chronic  pain.  The  relief  of  pain  and  its  remission 
even  after  the  drug  is  stopped  leads  us  to  believe 
that  in  many  of  these  cases  the  disease  has 
periods  of  remission  and  exacerbation,  especially 
with  regard  to  the  symptom  of  pain. 

Oxyphenbutazone  proved  particularly  valuable 
in  the  treatment  of  bursitis.  Every  patient  in- 
cluded in  this  series  had  received  a trial  of  cor- 
ticosteroids and  bursal  injections  of  hydrocorti- 
sone. They  were  all  unresponsive  and  had  be- 
come chronic  cases.  Addition  of  oxyphenbuta- 
zone to  the  regimen  produced  rapid  and  com- 
plete pain  relief  in  the  majority  of  cases.  This 
was  most  useful  since  relief  of  pain  permitted 
effective  physiotherapy  with  rapid  return  to  full 
range  of  motion. 

conclusions 

Oxyphenbutazone  forms  an  additional,  valu- 
able tool  for  the  clinician  treating  rheumatic 
diseases.  It  was  particularly  effective  in  the 
treatment  of  degenerative  arthritis  and  chronic 
bursitis  which  had  not  responded  to  more  con- 


ventional forms  of  therapy.  It  has  certain  po- 
tential undesirable  effects,  but  these  seldom  are 
of  serious  consequence  if  proper  precautions  are 
taken  with  regard  to  patient  selection  and  close 
supervision  during  therapy.  ■ 

333  N.W.  23rd  Ave.  (10)  (Dr.  Rosenbaum) 
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Symptomatic  Relief  in  Primary  Dentition 

Controlled  Study  of  a New  Salicylate  Gel 


WILLIAM  J.  WARMINGTON,  M.D.  Seattle,  Washington 


iUiout  uc  sctuutth  mmtetb,  sometime  mare,  sometime  lesse  after  ue  burtlt, 
it  is  natural  for  a chilit  to  breeb  teeth,  in  tobirb  time  many  one  is  sore,  bexeb 
tuitb  sobru  biseasc  anb  pains,  as  s fuelling  of  ye  gxtmmes  anb  jatus,  un- 
quiet rruing  febers,  cramps,  palsies,  fluxes,  reitmes  attb  oilier  infirmities, 
specially  tuhen  it  is  long  or  ye  ieetff  route  forth,  for  the  sooner  they  appear 
the  better  anb  more  case  it  is  to  the  cbilb. 


So  wrote  Thomas  Phayre  in  his  Boke  of  Children 
published  in  1530,  perhaps  the  first  text  on  pedi- 
atrics in  the  English  language.1  Not  until  two 
centuries  later,  in  a 1747  essay  by  William  Cado- 
gan,  was  there  a challenge  to  the  concept  of 
teething  as  a dread  process  fraught  with  patho- 
logical consequences.  Cadogan’s  treatise  ap- 
peared a scant  five  years  after  the  first  full  work 
on  dentition,  written  by  Joseph  Hurlock,  in  which 
the  view  was  accepted  that  teething  killed  about 
one  infant  out  of  ten. 

We  enlightened  moderns  have,  of  course,  long 
ago  discarded  the  horrendous  attitudes  toward 
teething  embraced  by  Phayre,  Hurlock  and  their 
associates.  We  view  it  as  a natural  process  which 
may  cause  pain  and  a few  other  mild  symptoms 
for  two  or  three  days,  but  rarely  results  in  more 
serious  consequences.  Nonetheless,  during  the 
teething  process,  the  physician  is  frequently  con- 
fronted with  the  need  to  bring  comfort  to  an  ir- 
ritable, screaming  infant  unable  to  rest  or  eat 
properly,  as  well  as  to  the  unhappy  parents,  who 
are  themselves  unable  to  find  rest  and  are  dis- 
turbed by  their  failure  to  bring  comfort  to  the 
infant. 

Chief  among  palliative  agents  are,  of  course, 
the  salicylates.  Besides  their  analgesic  and  anti- 
pyretic effects,  they  are  considered  anti-inflam- 
matory as  well.1’  In  topical  application,  they 
effectively  penetrate  the  oral  mucosa.'  The  com- 
monly used  salicylates,  notably  acetylsalieylic 
acid,  do  tend,  however,  to  produce  local  irrita- 
tion.1 This  tendency  is  aggravated  particularly, 


when  applied  to  inflamed  tissue.  Acetylsalieylic 
acid  also  appears  to  upset  the  gastrointestinal 
tract  in  infants,  and  to  further  disrupt  formula 
feeding. 

Plainly,  an  agent  with  the  therapeutic  conse- 
quences of  acetylsalieylic  acid  and  without  its 
irritating  properties  would  be  useful  in  relieving 
the  pain  and  discomfort  of  primary  dentition. 
In  this  connection,  a new  salicylate  molecule, 
choline  salicylate,  has  been  reported  to  be  both 
non-irritating  and  equal  to  acetylsalieylic  acid 
in  its  analgesic,  antipyretic  and  anti-inflammatory 
properties.5  This  molecule  has  been  combined 
in  a gel  preparation*  with  cetyldimethvl  benzyl- 
ammonium  chloride,  which  acts  as  a surfactant. 
The  surfactant  is  reportedly  an  effective  germi- 
cide, as  well  as  an  agent  for  reducing  surface  ten- 
sions and  permitting  more  ready  penetration  of 
inflamed  tissue."  One  gram  of  the  preparation 
contains  87  mg.  of  choline  salicylate  (the  equiva- 
lent of  1 grain  of  acetylsalieylic  acid)  and  0.1  mg. 
of  the  surfactant,  together  with  various  flavoring 
agents  and  vehicle. 

clinical  test 

The  new  salicylate  was  subjected  to  a clinical 
test,  with  an  inactive  preparation  as  control. 
Twenty-nine  teething  children  were  administered 
the  active  gel  and  23  received  the  placebo.  Since 
three  children  received  both  preparations  for 

*Teejel,  supplied  by  the  medical  department  of  The  Purdue 
Frederick  Company,  New  York.  N.  Y. 
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separate  teething  incidents  and  hence  were 
counted  in  both  groups,  the  actual  number  of 
patients  involved  was  49.  Only  patients  whose 
parents  specifically  requested  medication  to  re- 
lieve aggravated  teething  discomfort  were  in- 
cluded. Selection  was  random.  Relevant  char- 
acteristics of  both  groups  are  given  in  table  1. 
At  the  study’s  initiation,  the  investigator  did  not 
know  which  preparation  contained  the  active 
drug. 

Complaints  included  the  customary  ones  of 
crying,  irritability,  sucking,  biting,  anorexia.  Just 
about  half  the  children  had  low-grade  fever,  and 
virtually  all  had  swollen,  inflamed  gums. 

The  first  application  of  the  selected  prepara- 
tion took  place  in  the  office  as  a demonstration 
to  the  parents,  who  were  then  given  the  remain- 
der of  the  tube  and  instructed  to  apply  it  four 
times  daily  until  disappearance  of  symptoms. 
The  procedure  consisted  of  squeezing  a small 
amount  of  the  gel  on  the  small  finger  and  mas- 
saging the  inflamed  areas  of  the  patient’s  gum. 


27  of  the  29  cases,  or  93  per  cent;  two-thirds  of 
the  parents  noted  that  relief  was  excellent  and 
rapid,  resulting  in  quick  sleep  for  the  patient  and 
early  return  to  normal  habits.  In  these  cases,  the 
latent  period,  both  as  observed  by  the  investiga- 
tor on  the  initial  application  and  reported  by  the 
parents  on  subsequent  applications,  was,  in  the 
main,  less  than  five  minutes.  In  those  patients 
seen  within  24  hours  by  the  investigator,  there 
appeared  to  be  a distinct  diminution  of  the  gum 
inflammation. 

There  were  no  such  reports  of  rapid  relief  from 
parents  who  were  provided  with  the  placebo.  In 
all  three  cases  where  parents  were  given  the 
active  drug  on  the  first  teething  incident  and  the 
placebo  on  the  second,  they  called  within  24 
hours  to  ask  whether  they  had  gotten  the  same 
preparation.  In  each  case,  replacement  of  the 
placebo  by  the  active  drug  brought  the  desired 
relief  to  the  parents,  presumably  because  of  re- 
lief to  the  young  patients. 

Approximately  the  same  proportion  of  parents, 


Table  1 


Results  of  a controlled  clinical  study  of  a new  choline  salicylate  gel  for  symptomatic  relief  in  teething. 
A,  rapid  and  effective  relief;  B,  moderate  relief;  C,  no  relief. 


Total 

Sex 

Age 

Results 

Preparation 

Pts. 

M. 

F. 

Range 

Ave. 

A 

B 

C 

Active 

Gel 

29 

15 

14 

4 to 
15  mo 

7.7  mo 

19 

(65%) 

8 

(28%) 

2 

(7%) 

Placebo 

23 

15 

8 

5 to 
12  mo 

6.7  mo 

0 

7 

(30%) 

16 

(70%) 

The  amount  used  was  about  a half-inch  ribbon, 
or  about  200  mg.  of  the  gel,  which  is  the  equiv- 
alent in  salicylate  content  of  about  a fifth  of  a 
grain  of  acetylsalicylic  acid.  Parents  were  re- 
quested to  take  careful  note  of  the  patient’s  re- 
sponses. In  some  cases,  the  parents  made  inter- 
val reports  by  telephone;  in  others  they  reported 
results  when  they  returned  to  the  office  for  fol- 
low-up or  for  other  conditions.  In  all  cases,  they 
were  interrogated  carefully  by  the  investigator. 
Where  they  declared  they  did  not  know  whether 
there  was  relief,  the  treatment  was  adjudged  a 
failure,  as  it  was,  of  course,  when  they  so  re- 
ported. 

results 

As  indicated  by  table  1,  the  contrast  in  results 
was  striking  for  this  type  of  study,  which  de- 
pends so  largely  on  observation  of  subjective  re- 
sponse. The  active  drug  was  reported  effective  in 


about  30  per  cent,  reported  that  the  preparation 
had  “helped  some.”  But,  whereas  only  2 of  the 
29,  or  7 per  cent,  were  doubtful  that  the  active 
preparation  was  of  any  assistance,  70  per  cent 
were  either  uncertain  of  the  value  of  the  inactive 
gel  or  dismissed  it  as  ineffective. 

No  side  effects  whatever  were  reported  fol- 
lowing application  of  either  gel,  and  there  were 
no  problems  of  administration. 

comment 

Curiously,  echoes  of  the  ancient  controversy 
concerning  the  systemic  consequences  of  teething 
are  still  with  us.  The  current  debate  concerns  the 
relationship,  or  lack  of  it,  between  teething  and 
symptoms  which  frequently  accompany  it— fever, 
loss  of  appetite,  sleeplessness,  increased  salivation 
and  drooling,  and  occasional  convulsions.7  Preva- 
lence of  these  symptoms  during  teething  kept  the 
concept  of  teething  as  a pathologic  process  alive 
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until  quite  recently.  This  has  finally  given  way 
to  the  view  that  teething  is,  in  fact,  a physiologic 
process,  but  the  tendency  to  dissociate  it  from 
the  frequently-accompanying  symptoms  appears 
to  have  swung  too  far  in  the  other  direction.8  It 
was  plainly  no  coincidence,  as  some  investigators 
would  suggest,7  that  half  of  the  patients  in  the 
current  study  had  fever,  albeit  low-grade,  and 
that  this  disappeared  with  the  alleviation  of 
teething  pain.  Though  the  eruption  of  primary 
teeth  may  not  have  directly  caused  systemic  up- 
sets, it  is  certainly  a reasonable  assumption  that 
the  pain  of  teething,  the  consequent  disruption 
of  feeding  and  sleep  patterns,  and  the  increased 
swallowing  of  saliva  did  provide  the  conditions 
for  these  disturbances. 

Since  therapy  for  teething  is  designed,  primar- 
ily and  directly,  to  eliminate  the  subjective  con- 
sequences of  the  process  for  both  child  and  par- 
ent, subjective  criteria  for  the  efficacy  of  a par- 
ticular agent  are  certainly  valid  and  are  perhaps 
the  only  criteria  possible.  The  validity  of  such 
criteria  is  enhanced  considerably  when  a study 
is  controlled,  since  comparative  responses  do 
add  an  objective  element.  This  is  particularly 
true  in  a condition  such  as  teething,  in  which  a 
uniform  physiologic  process  is  the  underlying 
factor.  The  double-blind  format  is  useful  in  eval- 
uation in  part  because  the  rapidity  of  the  inves- 
tigator’s identification  of  the  active  agent  is  to 
some  degree  a measure  of  its  effectiveness.  In 
this  study,  the  relative  efficacy  and  marked  rapid- 
ity of  response  to  the  active  drug  established  its 
identity  to  the  investigator  almost  at  the  outset. 

Salicylates  can,  of  course,  have  toxic  effects  in 
infants  even  when  administered  in  relatively 
small  doses.  The  amount  of  salicylate  employed 
in  this  study,  while  efficacious  when  concentrated 
over  a small  area  through  topical  application, 
was  far  too  little  for  systemic  effect  even  if  it 
were  all  swallowed  and  absorbed  from  the  gas- 
trointestinal tract.  The  amount  of  salicylate  in  a 
single  application,  equivalent  to  a fifth  of  a grain 
of  acetylsalicylic  acid,  was  only  about  15  per  cent 
of  that  contained  in  tablets  prepared  specifically 
for  infants  and  young  children. 

We  have  noted  that  there  appeared  to  be  a 


distinct  diminution  in  gum  inflammation  in  pa- 
tients seen  within  24  hours  after  administration 
of  the  active  gel.  It  is  possible,  of  course,  that 
in  some  or  all  of  the  cases  this  might  have  been 
spontaneous.  It  appeared  obvious,  however,  that 
no  irritation  of  the  gum  resulted  from  application 
of  the  active  preparation.  Throughout  the  study, 
this  preparation  proved  to  be  a useful  agent  in 
the  relief  of  primary  dentition,  easily  adminis- 
tered and  without  side  effects. 

summary 

A controlled,  double-blind  study  of  a new  sali- 
cylate preparation,  in  gel  form,  for  the  relief  of 
teething  was  undertaken  in  a series  of  teething 
patients  with  aggravated  symptoms  of  pain  and 
discomfort.  Twenty-nine  children  received  the 
active  preparation,  and  23  received  a placebo. 
Three  children  were  crossed  over  from  one  to  the 
other  in  separate  teething  incidents.  Relief  with 
the  active  drug  was  reported  by  93  per  cent  of 
the  parents,  with  nearly  two-thirds  stating  that 
it  worked  rapidly  and  effectively,  and  only  7 per 
cent  uncertain  of  its  effectiveness.  None  of  the 
parents  of  patients  receiving  the  placebo  report- 
ed that  it  worked  well;  30  per  cent  reported  that 
it  “helped  some;”  and  70  per  cent  were  either  un- 
certain that  it  helped  at  all  or  reported  it  to  be 
ineffective.  The  preparations  were  easily  admin- 
istered, appeared  to  be  liked  by  the  young  pa- 
tients, and  with  no  indication  of  side  effects.  ■ 
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One  Thousand  Consecutive  Contact  Lens  Cases 


HERSCHELL  H.  BOYD.  M.  D.  Bellevue,  Washington 


I would  like  to  discuss  a method  of  fitting 
corneal  contact  lenses  and  some  conclusions  to 
be  drawn  from  1000  consecutive  cases  from  my 
office  practice  in  Bellevue,  Washington.  It  would 
seem  that  the  fastest,  simplest  adaption  to  con- 
tact lenses  is  desirable  from  both  the  patients’ 
and  physicians’  viewpoint.  With  this  in  mind 
the  discussion  will  involve  the  accomplishment 
of  the  most  efficacious  “all  day”  wearing  schedule. 

fitting 

1.  How  is  the  fit  of  the  lenses  determined? 

In  the  literature  fluorescein  patterns  are  dis- 
cussed with  conclusions  to  be  drawn  from  their 
appearance  either  with  an  ultraviolet  light  or 
with  the  slit  lamp.  If  the  cornea  is  clear  with  the 
slit  lamp  at  any  specified  time  of  wearing,  re- 
gardless of  what  a fluorescein  pattern  may  be, 
it  would  not  be  reasonable  to  change  the  shape 
of  a contact  lens.  If  the  cornea  is  not  clear  with 
the  slit  lamp,  the  contact  lens  must  be  altered 
regardless  of  what  one  might  see  with  fluores- 
cein. If  the  lens  is  too  flat,  edema  forms  and  if 
too  steep,  air  bubbles  collect.  Since  ophthal- 
mologists are  experts  in  the  use  of  a slit  lamp, 
and  a lens  is  not  going  to  be  altered  by  the  use 
of  fluorescein  alone,  why  bother  to  use  it  in  the 
first  place?  For  me  the  most  valuable  single  aid 
is  to  use  retroillumination  to  determine  early 
epithelial  edema.  If  there  is  marked  edema  or 
abrasion,  this  can  only  mean  a late  diagnosis  of 
a poorly  fitted  lens.  Here  again  can  one  see  early 
edema  of  the  epithelium  with  a fluorescein  pat- 
tern? I think  not.  With  the  fluorescein  pattern 
technic,  one  is  cautioned  never  to  be  too  hasty 
in  changing  a lens,  but  if  one  waits,  the  edema 
progresses  to  a slough  of  the  epithelial  cells.  How 
can  this  approach  be  logical? 

2.  How  many  base  curve  changes  were  made 
on  the  initial  pair  of  lenses? 

Considered  by  the  case  and  not  by  the  total 
number  of  base  curve  changes,  there  were  154 
or  15.4  per  cent.  I believe  the  conclusion  to  be 

Read  before  Section  on  Ophthalmology,  Washington 
State  Medical  Association,  Spokane,  Washington,  Septem- 
ber 17,  1962. 


drawn  from  this  statistic  is  that  one  can  be 
quite  accurate  in  ordering  the  first  pair  of  lenses 
so  that  time  of  fitting  trial  lenses  cannot  be 
justified. 

3.  What  about  trial  lenses? 

Some  advocate  trial  lenses  to  see  if  the  patient 
would  like  to  continue  with  contacts  after  wear- 
ing them  a few  minutes  to  an  hour.  If  you  want 
to  see  how  discouraging  this  can  be,  try  a pair 
yourself  for  a few  minutes.  If  this  initial  scratchy 
feeling  represented  the  prospects  of  wearing 
contact  lenses,  most  would  certainly  want  to  con- 
tinue with  glasses.  Since  it  takes  two  to  three 
days  to  accustom  the  eyelids  to  the  lenses,  how 
can  one  say  if  he  would  or  would  not  like  con- 
tact lenses? 

4.  How  many  base  curve  changes  were  there 
after  six  months? 

There  were  2 cases  or  0.2  per  cent.  From  this 
we  could  say  that  the  patient  will  not  need  new 
lenses  from  a base  curve  viewpoint  and  that  base 
curves  do  not  change. 

5.  How  to  fit  hyperopic  patients? 

Hyperopes  have  been  harder  to  fit  because 
of  the  tendency  of  the  lenses  to  ride  down  and 
the  inability  of  many  patients  to  blink  completely 
shut.  If  one  has  the  patient  look  up  frequently, 
this  w ill  break  the  squinting  cycle  and  help  him 
concentrate  on  a complete  blink.  I routinely 
order  hyperopic  lenses  0.75  diopter  to  1.00  diop- 
ter steeper  with  no  peripheral  bevel  — only  an 
intermediary  bevel.  This  will  help  to  pull  the 
lens  up  centrally  on  the  eye.  Thirty  per  cent  of 
my  failures  were  hyperopes  compared  with  only 
14  per  cent  of  hyperopic  patients  in  the  overall 
total  of  1000  cases. 

6.  How  to  fit  myopic  patients? 

I have  always  ordered  myopic  lenses  on  the 
flattest  meridian  of  the  cornea  and  used  large 
lenses  of  10mm. -11mm.  in  diameter  for  progress- 
ive amounts  of  myopia  over  six  diopters.  Small 
lenses  frequently  fall  off  the  cornea. 
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7.  Should  lenses  be  tinted ? 

1 routinely  prescribe  a light  tinted  lens  to 
match  the  color  of  the  iris.  This  way  the  lenses 
are  found  more  easily  when  lost.  A tint  can  also 
be  worn  for  the  cosmetic  effect  and  a dark  tint 
as  a sun  glass. 

8.  How  many  patients  were  previously  fitted 
and  were  failures  from  elsewhere? 

There  were  104  cases  or  10.4  per  cent.  Table 
1 summarizes  63  consecutive  cases  of  this  total 
of  104.  The  various  reasons  listed  for  failure 
only  tend  to  prove  that  lenses  must  be  accurate 
and  well  made. 

9.  How  does  the  diameter  of  contact  lenses 
vary? 

The  smallest  lens  I have  prescribed  was  8.1mm. 
and  the  largest  11.5mm.  A basic  rule  is  to  de- 
crease the  diameter  as  the  base  curve  steepens. 
Experience,  with  trial  and  error,  seems  to  be  the 
only  means  to  determine  the  lens  size  for  each 
case. 

10.  How  many  patients  never  had  an  adjust- 
ment of  their  lenses? 

There  were  352  or  35.2  per  cent.  If  a change 
is  needed,  one  may  do  this  in  five  steps: 

a.  Cut  down  the  diameter. 

b.  Increase  the  bevel  with  a stone  of  known 
radius  of  curvature. 

c.  Polish  bevel  with  a brass  tool  of  known 
radius  of  curvature. 

d.  Polish  edges  with  a felt  tool. 

e.  Measure  and  record  new  shape 

Above  changes  can  be  performed  in  five 
minutes  while  the  patient  is  waiting.  This  is 
important  so  there  is  no  loss  of  continuity  of 
wearing  time.  If  the  patient  must  wait  one  day 
or  more,  this  may  be  frustrating  as  well  as 
inconvenient. 

11.  How  does  one  alter  the  shape  of  lenses? 

a.  For  air  bubbles  extend  the  intermediary 
bevel,  decrease  the  diameter,  or  order 
a new  lens  with  a flatter  base  curve. 

b.  For  edema  extend  the  bevels  and  cut 
the  diameter.  If  this  is  not  adequate, 
order  a new  lens  with  a steeper  base 
curve. 

c.  If  lenses  ride  too  high,  increase  diameter. 

d.  If  lenses  ride  inferiorlv,  increase  diameter; 
possibly  order  a steeper  lens  with  no 
peripheral  bevel. 


Table  1 


Summary  of  63  Consecutive  Previously  Fitted 
Contact  Lens  Failures 


Incorrect  base  curve 

Cases 

Percentage 

98.5 

a. 

61 

b. 

Over  0.05mm  astigmatism 

43 

70.0 

c. 

Incorrect  power 

61 

98.5 

d. 

Lenses  damaged  by  fitter 

13 

20.0 

e. 

12  or  more  months  of  trial 

43 

70.0 

f. 

6-12  months  of  trial 

10 

15.0 

g- 

Less  than  6 months  of  trial 

9 

13.5 

h. 

Xo  record  of  time  of  trial 

1 

1.5 

e.  Polish  edges  of  a lens  if  “it  does  not  feel 
as  good”  as  other  lens. 

hours  worn 

12.  How  many  patients  wore  their  lenses  8-10 
hours  the  first  day? 

This  was  accomplished  by  555  patients  or  55.5 
per  cent.  We  all  have  read  that  one  must  gradu- 
ally increase  the  wearing  time,  but  this  just 
isn’t  true.  I have  not  been  able  to  find  the 
reason  behind  this  statement.  The  last  such 
remark  I have  read  was  by  Black,  in  the  May- 
June,  1962,  Transactions.  He  states:  “It  takes 
two  to  three  weeks  before  the  lenses  can  be 
worn  during  all  the  patient’s  waking  hours. 

13.  How  many  patients  wore  their  lenses  13  or 
more  hours  the  second  or  third  day? 

There  were  544  or  54.4  per  cent,  with  no 
damage  of  the  cornea  as  checked  with  the  slit 
lamp.  This  certainly  negates  any  statement  that 
hours  of  wearing  contact  lenses  must  be  in- 
creased slowly  over  a two  to  three  week  period. 

14.  How  many  patients  took  three  to  seven 
days  to  achieve  “ all  day”  wearing? 

This  was  required  by  249  or  24.9  per  cent. 
They  were  delayed  because  they  were  unable  to 
return  to  the  office  for  their  exams  or  because 
of  poorly  fitting  lenses  which  needed  altering. 

15.  How  many  patients  required  seven  or  more 
days  to  achieve  “all  day”  wearing? 

Extended  time  was  needed  by  only  189  or  18.9 
per  cent.  These  are  the  patients  who  need  more 
time  and  effort  than  the  vast  majority. 

failures 

16.  How  many  failures  were  there? 

Only  50  patients  or  5 per  cent  were  unable  to 
achieve  all  day  wearing.  A few  of  these  patients 
have  continued  to  wear  lenses  for  six  to  eight 
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Table  2 

Summary  of  SO  Cases  Unable  to  Achieve  All  Day  Wearing 


Reason  for  failure  Cases 

Cannot  blink  2 

Too  watery  2 

Too  much  trouble  9 

Corneal  edema  10 

Too  nervous  7 

Poor  vision  6 

Sees  edges  1 

Tired  of  contacts  1 

Eyes  tire  1 

Eyes  burn  2 

Parents  impossible  1 

Recurrent  erosion  2 

Patient  feels  lens  too  much  1 

Red  eyes  1 

Scratchy  feeling  1 

Never  returned  1 

Presbyopia  2 


hours  at  a time  only,  but  the  majority  gave  up 
the  idea  of  contact  lenses.  Reasons  for  failures 
are  listed  in  table  2. 

complications 

17.  What  does  one  do  with  patients  who  are 
happy  with  their  lenses  but  who  have  a slight 
edema  of  the  epithelium? 

It  would  seem  that  many  of  these  patients 
are  poor  blinkers  and  should  be  educated  to 
blink  shut.  If  this  is  not  the  problem,  the  lenses 
should  be  made  steeper  to  clear  the  edema.  If 
the  situation  is  allowed  to  “ride,”  one  will  fre- 
quently receive  a telephone  call  in  the  middle  of 
the  night  to  relieve  the  pain  of  one  or  two  burn- 
ing eyes.  Who  knows,  too,  what  effect  daily 
corneal  edema  would  have  over  a longer  period 
of  time? 

18.  How  many  patients  developed  conjuncti- 
vitis requiring  treatment? 

There  were  5 or  0.5  per  cent.  Efourteen  patients 
developed  a chalazion.  I would  conclude  from 
these  figures  that  there  is  no  greater  chance  of 
getting  these  infections  with  contact  lenses  than 
without,  but  on  this  it  would  be  hard  to  do 
more  than  speculate. 

19.  How  many  patients  developed  a corneal 
abrasion? 

There  were  eighteen  cases  and  of  these,  seven 
developed  recurrent  erosion.  All  seven  patients 
had  their  corneas  cauterized  and  five  were  able 
to  continue  wearing  their  lenses. 

stabilization 

20.  How  many  patients  had  power  changes 


on  the  initial  pair  of  lenses  during  the  first  six 
months  of  wearing  time? 

Only  140  or  14  per  cent.  This  is  interesting  in 
that  such  a small  number  of  changes  was  needed. 

21.  How  many  patients  had  power  changes 
after  six  months  of  wearing  time? 

Very  few.  Change  was  ordered  for  6 or  0.6 
per  cent  of  cases  fitted  over  the  past  three  and 
one  half  years.  Of  this  group  there  has  been 
no  one  over  twenty  years  of  age  so  one  may 
wonder  if  the  contact  lenses  do  have  some 
effect  on  myopia.  I feel  the  lenses  keep  the 
myopia  from  increasing.  There  were  399  myopic- 
patients  in  this  group  from  age  9-20.  If  one 
would  pick  a group  of  myopic  patients  in  this 
age  range,  there  would  be  far  more  than  six 
requiring  a change  of  prescription  for  glasses. 

patient  utilization 

22.  Hoiv  many  patients  lost  one  or  more  lenses 
in  the  first  three  months? 

This  is  a problem  since  192  or  19.2  per  cent 
lost  lenses,  with  many  of  them  down  the  drain. 
From  this  experience  we  could  conclude  that 
some  form  of  reasonable  replacement  for  the 
patient  should  be  offered. 

23.  How  many  patients  lost  lenses  after  three 
months  for  the  follow-up  period  of  this  study  of 
three  and  one  half  years? 

Surprisingly,  302  or  30.2  per  cent.  It  must  be 
pointed  out  that  new  cases  were  continually  be- 
ing added  during  this  time  to  compile  1000  cases 
so  these  statistics  are  not  too  revealing  except 
for  the  fact  that  many  patients  lose  lenses. 

24  What  is  the  procedure  of  handling  these 
lost  lens  problems? 

I have  heard  some  physicians  say  they  must 
see  the  patient  again  for  one  or  more  visits  after 
giving  him  a replacement  lens.  It  is  obvious  that 
this  is  too  costly  and  time  consuming  for  the  pa- 
tient and  would  in  time  fill  a physician’s  office 
with  lost  lens  cases.  If  one  duplicates  the  lens 
exactly,  it  can  be  mailed  or  handed  to  the  patient 
without  expecting  him  to  have  any  problem. 
This  means  the  lens  must  be  checked  from  the 
laboratory  even  if  this  is  in  your  office  as  a close 
lens  will  not  be  adequate.  We  take  time  to  check 
glasses  from  opticians  and  should  purchase  the 
equipment  and  take  time  to  do  the  same  with 
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Table  3 


Sex  and  Age  of  1000  Patients 


Cases  Percentage 

Male  341  34.1 

Female  659  65.9 

Under  14  years  of  age  38  3.8 

14  - 19  years  of  age  361  36.1 

20  - 44  years  of  age  563  56.3 

45-71  years  of  age  38  3.8 


contact  lenses  from  the  laboratory  or  our  own 
technicians. 

classification  of  patients 

25.  What  was  the  percentage  of  myopes  versus 
hyperopes? 

There  were  860  myopes  compared  with  140 
hyperopes. 

26.  How  many  patients  had  two  or  more  diop- 
ters of  astigmatism  in  either  eye? 

There  were  107  cases  or  10.7  per  cent.  It  is 
frequently  a good  idea,  to  order  the  base  curve 
one  diopter  steeper  than  the  flattest  meridian  so 
there  will  be  less  chance  of  corneal  edema.  These 
cases,  however,  offered  no  more  problem  than 
ordinary  ones. 

27.  What  percentage  had  less  than  20/20 
vision  in  one  or  both  eyes  with  contact  lenses? 

There  were  six  or  0.6  per  cent.  Of  these  pa- 
tients, four  quit  wearing  contact  lenses.  This  was 
due  to  residual  astigmatism.  No  toric  lenses  were 
tried  since  they  warp  in  time,  and  the  optics  do 
not  appear  satisfactory.  Neither  I nor  the  pa- 
tients were  willing  to  replace  the  lenses  periodic- 
ally. 

28.  What  was  the  sex  and  age  incidence? 

The  youngest  patient  1 fitted  with  contact  lens- 
es was  nine  years  old  and  the  oldest  seventy  one. 
The  group  over  forty'  five  years  of  age  was  the 
most  difficult,  and  the  number  of  failures  was 
25  per  cent  compared  with  5 per  cent  of  failures 
for  the  overall  group  of  1000  patients. 

29.  llow  many  patients  had  keratoconus? 

There  were  8 cases  or  0.8  per  cent,  and  there 
were  no  failures.  To  fit  these  patients  the  same 
principles  were  applied  except  that  a few  trial 


lenses  were  used  on  eyes  that  were  too  steep  to 
measure  with  the  ophthalmometer.  Of  these 
eight  patients  all  achieved  20/20  or  better  vision 
in  one  or  both  eyes. 

conclusion 

At  least  55.5  per  cent  can  wear  contact  lenses 
8-10  hours  the  first  day,  and  54.4  per  cent  can 
wear  lenses  all  day  in  two  to  three  days.  A slow 
adaptation  over  several  weeks  is  not  necessary 
and  is  an  inconvenience  to  the  patient  as  well 
as  the  physician.  The  use  of  a good  slit  lamp  is 
all  that  is  necessary  to  determine  the  fit  of  a 
contact  lens.  Fluorescein  patterns  are  too  con- 
fusing and  inaccurate.  The  power  of  contact 
lenses  rarely  needs  to  be  changed  for  either  teen- 
agers or  adults.  To  me  this  means  that  contact 
lenses  stabilize  myopia.  I cannot  see  that  this  is 
any  reason  to  promote  contacts  however.  A one 
or  two  diopter  myopic  patient  needs  a correction 
as  much  as  a three  to  six  diopter  myope.  It 
would  seem  to  me  that  patients  with  a myopic 
correction  over  five  to  six  diopters  should  be 
persuaded  to  try  contact  lenses  if  they  are  show- 
ing progression.  Most  contact  lens  wearers  are 
myopic. 

Large  corneal  astigmatism  does  not  preclude 
the  wearing  of  contact  lenses  and  does  not  us- 
ually present  any  special  problem.  Rarely  does 
residual  astigmatism  discourage  anyone  from 
wearing  contact  lenses. 

More  female  than  male  patients  wear  contact 
lenses.  Tinted  lenses  help  to  locate  a lens  when 
lost.  Contact  lens  failures  can  be  brought  to  a 
minimum  by  using  good  lenses  whose  radius 
matches  that  of  the  cornea.  I recorded  no  perma- 
nent pathological  damages  to  the  eyes  in  three 
and  one  half  years. 

summary 

One  thousand  consecutive  contact  lens  cases 
have  been  reviewed  with  statistics  to  indicate 
that  patients  can  usually  be  wearing  lenses  all 
day  in  two  to  three  days.  The  use  of  fluorescein 
is  inadequate  as  a test  of  the  “fit  of  a lens.  The 
use  of  a slit  lamp  by  a physician  is  the  fastest, 
most  desirable  manner  to  fit  contact  lenses  for 
the  patients’  and  physicians’  convenience. 

26  103rd  Ave.  N.E. 
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Medical  and  Socio-Economic  Problems  of 
Huntington's  Chorea  in  the  State  of  Washington 

A Preliminary  Study 

GIULIO  di  F U R I A,  M.  D.  / WILLIAM  J.  L I G H T B U R N E,  M.  D.  Fort  Steilacoom,  Washington 


Huntington’s  chorea  has  been  increasing  in  the 
State  of  Washington.  Concerned  over  this  in- 
crease, we  have  recently  completed  a survey  of 
our  three  state  hospitals  to  determine  the  total 
number  of  choreics  admitted  to  our  institutions, 
their  origins  and  the  number  of  their  offspring. 
Since  this  illness  frequently  has  as  long  as  a 25- 
year  history,  we  studied  its  socio-economic  im- 
plications. 


Huntington,  his  father  and  his  grandfather 
lived  in  and  around  Easthampton,  Long  Island, 
in  the  past  two  centuries.  His  father  and  grand- 
father, whose  practices  together  covered  a period 
of  78  years,  were  able  to  follow  many  cases  in 
Long  Island  families  who  were  among  the  earli- 
est of  the  settlers  of  the  island.1  The  ancestry 
of  some  of  the  earliest  known  affected  Ameri- 
can families  has  been  traced  by  Vessie  and  others 


Table  1 

Admissions  and  Disposition  of  Cases  of  Huntington's  Chorea 
in  Washington  State  Hospitals,  1871-1960 


Sex 

Years 

Average 

Hospital 

Census 

Adm. 

Deaths 

Disch. 

Re- 

main 

M 

1871-1930 

1704 

5 

5 

0 

0 

1931-1940 

2998 

1 

1 

0 

0 

1941-1950 

3485 

14 

12 

1 

1 

1951-1960 

3487 

34 

13 

3 

18 

F 

1871-1930 

1027 

1 

0 

0 

1 

1931-1940 

2431 

6 

6 

0 

0 

1941-1950 

3383 

15 

12 

2 

1 

1951-1960 

3615 

37 

14 

7 

16 

M 

1871-1960 

54 

31 

4 

19 

F 

1871-1960 

59 

32 

9 

18 

Total  1871-1960 

113 

63 

13 

37 

The  clinical  picture  of  Huntington’s  chorea 
was  described  many  years  ago.  Lyon,  a house 
surgeon  in  Bellevue  Hospital,  wrote  a paper  on 
hereditary  chorea  in  1863.'  Nine  years  later, 
Huntington  published  his  classic  descriptive 
essay  on  chorea,  encompassing  Sydenham’s  and 
the  hereditary  form.  The  hereditary  disease  has 
ever  since  borne  his  name.3 

Dr.  di  Furia  is  Clinical  Director  and  Dr.  Lightburne, 
Neurologist,  at  Western  State  Hospital. 


to  a small  group  which  emigrated  from  Suffolk, 
England,  around  1620. 2 

vital  statistics 

Western  State  Hospital  was  established  at 
Fort  Steilacoom  in  1871.  The  first  choreic  admit- 
ted to  this  hospital  in  1879  was  born  in  New 
York,  and  not  another  recognized  choreic  ap- 
peared here  until  29  years  later.  Eastern  State 
Hospital  was  established  in  May,  1891  and 
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Table  2 


Significant  Ages  and  Intervals 


Mean  age  of 
onset  of  symptoms 
Mean  age  of 
institutionalization 
Mean  interval  between 
onset  of  symptoms  and 
hospitalization 
Mean  age  of 
death 

Mean  interval  between 
onset  of  symptoms  and 
death 

Youngest  male  adm. 

age  18 

Oldest  male  adm. 

age  79 


No. 

Males 

Mean 

Yrs. 

Mos. 

44 

33 

0 

54 

50 

5 

44 

10 

8 

31 

55 

2 

24 

16 

9 

Females 


No. 

Mean 
Yrs.  Mos. 

53 

40 

0 

59 

49 

9 

53 

9 

3 

32 

56 

5 

28 

14 

11 

Youngest  female  adm. 

age  23 

Oldest  female  adm. 

age  75 


Northern  State  Hospital  opened  in  1913.  One 
hundred  thirteen  choreics  were  admitted  to  our 
three  state  hospitals  from  1871  until  the  end 
of  1960,  fifty-four  males  and  59  females.  Table 
1 shows  the  detailed  figures. 

Of  these  113,  only  30  were  born  in  Washing- 
ton State.  Ten  came  from  the  Dakotas,  six  from 
Michigan,  two  from  Canada  and  eight  from 
Europe. 

One  of  our  most  vexatious  problems  was  de- 
termining the  age  of  onset.  Most  patients  were 
blissfully  unaware  that  they  had  abnormal  move- 
ments and  none  could  remember  when  they  be- 
gan. Relatives  had  little  trouble  in  remembering 
the  time  of  onset  of  emotional  or  behavioral 
difficulties,  but  discrepancies  in  their  statements 
relating  to  the  onset  of  fidgety  movements  added 
to  our  difficulties. 

Table  2 shows  the  mean  age  of  onset.  For 
both  sexes  this  was  37.55  which  closely  agrees 
with  Panse  ( 36.19 )*,  Dejong  (35.3) 5 and  Daven- 
port and  Muncey  (38).“ 

Mean  age  for  institutionalization  for  54  males 
was  50.41  years  and  for  59  females  was  49.75 
years.  Mean  interval  between  the  onset  of  symp- 
toms and  the  first  hospitalization  for  44  males  was 
10.66  years  and  for  53  females  9.25  years.  Mean 


age  of  death  for  the  males  was  55.11  and  56.41 
for  females.  Mean  interval  between  onset  of 
symptoms  and  death  was  16.75  years  for  the 
males  and  14.91  for  the  females.  Cause  of  death 
in  the  majority  of  cases  was  pneumonia  and 
severe  debility.  Youngest  choreic  male  admitted 
was  18,  the  oldest  79.  Youngest  choreic  female 
admitted  was  23,  the  oldest  75. 

incidence  of  disease 

Huntington’s  chorea  is  still  looked  upon  as 
quite  a rare  disease.  Incidence  figures  recently 
reported  by  Pleydell7  for  Northamptonshire,  Eng- 
land, are  6.5  per  100,000  of  the  general  popula- 
tion; Minnesota  5.43s  and  Michigan  4.12  per 
100,000  population;5  Washington  (for  1960)  is 
4.78  per  100,000  population. 

economic  and  social  significance 

Table  3 shows  the  annual  cost  per  choreic  pa- 
tient in  each  of  our  state  hospitals.  One  woman 
with  Huntington’s  who  has  been  in  two  of  our 
state  institutions  for  24  years  and  three  months 
has  cost  the  state  $35,496.  She  has  a daughter 
now  afflicted  with  Huntington’s  hospitalized 
July  26,  1960. 

For  several  years  preceding  hospitalization, 


Table  3 


State  Hospitals — Annual  Cost  per  Patient 


Years 

Western 

Eastern 

Northern 

1871-1900 

8 173.64 

$ 

$ 

1901-1920 

157.70 

1921-1930 

237.09 

205.75 

1931-1940 

207.99 

222.17 

209.13 

1941-1950 

451.14 

443.84 

432.89 

1951-1960 

1,104.42 

1,192.81 

1,181.73 
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the  choreic  patient  has  been  unable  to  engage 
in  any  gainful  occupation.  We  have  very  con- 
servatively calculated  the  economic  loss  to  the 
choreic  and  his  family  roughly  at  $50,000. 

The  certainty  of  inheritance  and  of  steady 
progress  of  the  disease  must  surely  bring  about 
destructive  influences  in  the  family  unit.  With  a 
choreic  father  unemployed  or  a choreic  mother 
incapable  of  managing  her  home,  social,  moral 
and  educational  training  for  the  children  is  dif- 
ficult. 

prevention 

It  is  clearly  established  that  Huntington's 
chorea  is  an  inherited  progressive  disease  of  the 
central  nervous  system.”  There  is  no  sex  pre- 
deliction.  The  noxious  gene  is  transmitted  di- 
rectly from  the  affected  parent  to  the  affected 
offspring  and  it  never  skips  a generation.  Ap- 
proximately 60  per  cent  or  even  more  of  the 
children  of  an  affected  parent  may  develop  the 
disease. 

Since  the  disease  is  inheritable  according  to 
the  Mendelian  principles  of  genetics,  we  must 
develop  a program  for  control  or  eradication. 
Compulsory  or  voluntary  sterilization  has  been 
suggested  and  the  latter  has  possibilities  merit- 
ing very  serious  consideration.  Education  of 
the  public  and  the  patients  would  seem  to  offer 
our  main  hope  in  prevention.  As  part  of  the 
educational  program  we  distribute  a copy  of  the 
very  helpful  and  informative  pamphlet  entitled 
Huntington’s  Chorea  and  Your  Family,  prepared 
by  the  Genetic  Research  Program  at  Rochester, 
Minnesota.8  This  pamphlet  has  been  well  re- 
ceived by  relatives,  interested  social  workers 
and  personnel  managers  in  industry.  As  part  of 
our  educational  program,  we  have  prepared  a 
colored  movie,  showing  the  clinical  manifesta- 


tions of  the  disease,  which  we  plan  to  use  be- 
fore interested  lay  and  professional  groups. 

summary 

Huntington’s  chorea  is  a grave,  and  presently 
incurable,  disease  of  the  central  nervous  system. 
It  is  estimated  that  its  incidence  is  about  5.43 
per  100,000  of  the  general  population.  About 
15.8  persons  per  100,000  carry  the  noxious  gene 
even  though  asymptomatic. 

Our  present  study  clearly  indicates  that  Hunt- 
ington’s chorea  is  increasing  in  our  state.  Unless 
steps  are  soon  taken  for  effective  control,  this 
appalling  disease  will  continue  to  grow,  casting 
its  blight  upon  each  succeeding  generation. 

We  are  continuing  our  study  of  Huntington’s 
encompassing  demography  and  genetics,  and 
will  report  our  findings  in  the  near  future.  ■ 

Western  State  Hospital 
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THE  NEED  FOR  REASON 

The  case  for  reason  is  not  based  upon  the  belief  that  man  is  always  reasonable 
but  upon  the  view  that  he  is  capable  of  using  reason.  The  claim  for  requiring  reason 
in  polite  discourse  is  not  that  it  is  the  sole  or  even  the  most  important  motive  in  human 
behavior  but  that  reason  alone  can  be  profitably  dealt  with  in  discourse.  Indeed, 
reason  is  not  a motive  at  all  but  a method.  Irrationalists  have  made  much  of  reason 
as  a motive— in  order  to  discredit  it— but  they  simply  set  up  a straw  man  when  they 
do  so.  When  men  have  to  cast  their  selfish  aims  in  the  language  of  reason,  they  put 
the  best  possible  face  upon  them  and  have  to  leave  them  at  the  mercy  of  rational  analy- 
sis. If  they  will  not  stand  up  in  discourse,  they  should  and  possibly  will  be  discarded. 

Clarence  E.  Carson,  in  The  Freeman,  October,  1962 
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Function  of  a Community  Psychiatric  Clinic 


JOHN  W.  MEADOWS,  M.D.  Seattle,  Washington 


Interest  in  recent  years  in  ambulatory  treatment 
of  patients  with  psychiatric  problems  has  precipi- 
tated much  examination  and  speculation  on  suit- 
able approaches  to  the  problem.  The  relatively 
recent  discoveries  of  psychodynamic,  physiologi- 
cal, social  class,  and  cultural  involvement  in  “ill- 
ness and  “health  seems  to  have  resulted  in  the 
recommendation  of  a multi-pronged  approach. 
In  addition  to  traditional,  direct,  individual  pa- 
tient treatment,  indirect  treatment  in  the  form  of 
mental  health  education,  consultation,  training  of 
adjunctive  therapists,  and  multiple  purpose  agen- 
cies, are  all  in  current  fashion.  For  those  patients 
who  cannot  afford  private  care,  clinics  have  at- 
tempted to  carry  the  load,  but  have  come  in  for 
criticism  particularly  for  bureaucratic,  time-con- 
suming working  procedures.  This  has  stimulated 
clinics  to  re-examine  and  redesign  their  working 
methods. 

The  purpose  of  this  paper  is  to  offer  a brief 
description  of  an  outpatient  clinic  designed  main- 
ly for  maximal  efficiency  in  individual  psychia- 
tric treatment  in  the  context  of  a community  serv- 
ice agency. 

administrative  aspects 

The  Seattle  Community  Psychiatric  Clinic  is  a 
non-profit  corporation.  It  is  sponsored  by  a 
Board  of  Trustees.  Board  members  are  Seattle 
business  and  professional  leaders  who  make  the 
clinic  structure  possible  physically  and  financial- 
ly, and  who  ultimately  determine  its  general  poli- 
cies. 

the  clinic  staff 

As  is  customary  in  psychiatric  clinics,  the  pro- 
fessional staff  is  composed  of  psychiatrists,  psy- 
chologists, and  psychiatric  social  workers.  It 
cannot  be  emphasized  too  strongly  that  the  quali- 
ty of  staff  has  the  greatest  influence  on  both  the 
quality  and  quantity  of  clinical  service.  In  selec- 
tion of  staff,  we  weigh  career  potential,  personal 
talent  and  assets,  and  theoretical  orientation 
much  more  heavily  than  experience.  We  have 
three  full-time  fully  qualified  psychiatrists  on  the 


staff,  plus  eight  part-time  psychiatrists  from  pri- 
vate practice. 

The  clinic  director,  being  a psychiatrist,  sets 
the  medical  orientation  of  the  clinic  as  well  as 
being  responsible  for  the  clinic  at  the  working 
level. 

The  training  psychiatrist  is  responsible  for  the 
professional  training  program  for  clinic  staff  and 
also  for  that  of  graduate  students. 

The  child-psvchiatrist  is  in  charge  of  the  chil- 
dren’s division  of  the  clinic. 

All  three  psychiatrists  see  patients  initially  for 
evaluation  and  acceptance  for  treatment.  We  do 
not  use  social  workers  for  intake  as  we  plan  to 
reach  a treatment  decision  within  one  or  occa- 
sionally two  interviews.  This  procedure  is  model- 
ed on  private  practice  and  is  some  departure  from 
traditional  clinic  methods. 

Psychiatrists  carry  the  medical  responsibility 
for  all  the  treatment  in  the  clinic,  and  individual- 
ly supervise  the  treatment  done  by  psychologists 
and  social  workers.  Through  cooperation  with 
the  Department  of  Psychiatry-University  of 
Washington  Medical  School,  the  part  time  pri- 
vate psychiatrists  provide  some  individual  psy- 
chotherapy supervision.  The  clinic  also  pays  for 
some  supervision,  and  for  training  seminars, 
through  a substantial  grant  from  the  National  In- 
stitute of  Mental  Health.  All  staff  psychiatrists 
also  carry  a substantial  caseload  of  patients  in 
treatment.  We  find  this  unifies  and  provides  a 
closer  team  relationship  between  staff  members. 

We  have  two  full-time  staff  psychologists  who 
have  doctorate  degrees  in  clinical  psychology. 
They,  in  addition  to  the  usual  psychological 
(test)  evaluations,  also  do  psychotherapeutic 
treatment  under  psychiatric  supervision.  Psycho- 
logical testing  is  quite  time  consuming  and  is 
reserved  for  special  situations,  though  it  may  be 
ordered  by  any  staff  therapist. 

Our  five  full  time  social  workers,  who  have 
masters  degrees  in  social  work,  also  see  patients 
in  treatment  under  psychiatric  supervision. 

During  the  academic  year,  we  ordinarily  have 
post  graduate  trainees,  full  or  part  time,  sent  here 
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through  university  affiliation.  Trainees  are  of  sev- 
eral types;  psychiatric  residents,  clinical  psycho- 
logy internes,  medical  students  and  social  work- 
er students.  We  have  fourth  and  fifth  residency 
year  psychiatric  Fellowships  supported  by  a 
training  grant  from  the  National  Institute  of 
Mental  Health. 

the  clinic  patients 

Since  the  clinic  opened  in  1955  we  had  seen 
over  2,500  patients  by  mid-1962.  We  accepted 
approximately  60  per  cent  of  those  for  treatment. 
Since  1958  we  have  seen  about  150  children  per 
year,  in  addition  to  adults.  By  means  of  separate 
social-level  and  financial  surveys  we  have  found 
we  serve  primarily  lower  and  middle  income  seg- 
ments of  society.  We  see  few  indigents,  and  us- 
ually refer  those  few  to  the  county  hospital  out- 
patient service,  because  the  multiplicity  of  prob- 
lems of  these  individuals  places  them  beyond  the 
scope  of  this  clinic. 

The  patients  present  a myriad  of  problems 
which  demonstrate  the  abstract  and  artificial  lim- 
its of  psychiatric  concepts  of  illness.  However, 
from  the  standpoint  of  standard  psychiatric  no- 
menclature, in  a given  year,  we  see  about  55  pa- 
tients with  psychosis,  about  70  patients  with  neu- 
rosis, and  about  165  patients  with  primary  per- 
sonality developmental  defects.  Boys  outnumber 
girls  two  to  one  up  to  age  18;  of  adult  patients, 
women  outnumber  men  two  to  one. 

There  has  been  some  recent  interest  in  at- 
tempting to  correlate  patient  social  class  with 
type  of  psychiatric  disorder  and  with  treatability. 
We  have  done  some  preliminary  work  with  this 
which  will  be  described  in  a separate  article.  It 
might  be  of  interest  here  to  note  a few  generali- 
ties. The  criteria  for  determining  social  class  and 
extent  of  illness  were  those  described  by  Cole, 
Branch  and  Allison.1  (Also  see  Hollingshead  and 
Redlich2  for  an  extensive  description  of  this 
whole  problem.)  As  might  be  expected,  we 
found  that  the  social  class  level  is  inversely  re- 
lated to  extent  of  illness  and  to  difficulty  of  treat- 
ment. Behind  the  semantic  abstractions  of  social 
class,  illness  and  treatment  are  the  organic,  dy- 
namic psychological,  and  cultural  forces  which 
make  the  abstractions  possible. 

We  found  that  it  is  possible,  through  treat- 
ment, for  patients  both  to  reduce  illness  and  to 
rise  markedly  in  social  class.  The  nuclear  prob- 
lem in  psychiatric  treatment  still  seems  to  be  that 
of  facilitating  change  in  the  emotional  life  of  the 
individual.  This,  plus  social  environment  change. 


offers  hope  for  eventual  improvement  of  social 
and  cultural  levels  of  the  individual.  In  the  low- 
er social  classes,  patients  are  trapped  by  more  ex- 
tensive, mutually  reinforcing  ways  of  emotional 
malfunctioning  which  tend  to  make  treatment 
long  term  and  only  partially  successful  at  best. 

For  example,  a truck  driver,  with  little  educa- 
tion or  sophistication,  who  won’t  let  his  wife  out 
of  the  house  due  to  his  suspicions  of  her,  would 
probably  also  deny  that  anything  might  be  wrong 
with  him.  He  might  project  the  blame  on  her, 
and  attempt  to  defend  this,  along  with  weekend 
binges  and  sporadic  extra  marital  encounters,  as 
a perfectly  normal  way  of  life.  This  is  the  life  he 
has  known.  He  also  feels  familiar  and  comfor- 
table with  strong  direct  gratifications  and  aggres- 
sive discharges. 

What  and  how  much  change  is  adequate  treat- 
ment? As  many  writers  have  pointed  out,  the 
value  system  and  cultural  mores  in  the  lower 
classes  also  tend  to  perpetuate  emotional  mal- 
functioning in  a circular,  self-sustaining  fashion. 
Though  illness  in  patients  in  higher  social  classes 
seems  to  involve  the  same  sort  of  emotional  mal- 
functioning as  that  in  lower  classes,  patients  in 
the  middle  and  upper  social  levels  have  quantita- 
tively less  emotional  malfunctioning  and  less  in- 
terlocking of  emotional  problems.  Thus  the  pa- 
tients in  middle  and  higher  classes  are  less  diffi- 
cult to  treat,  and  treatment  can  be  shorter— but 
often  isn’t,  because  of  the  temptation  to  accom- 
plish more  with  them  in  treatment.  We  have 
found  that  keeping  treatment  brief  but  adequate 
is  a complex  matter. 

description  of  service 

By  policy  the  primary  function  of  this  clinic 
is  to  provide  brief  intensive  psychotherapy,  i.e. 
we  try  to  effect  definitive  personality  and  behav- 
ioral change  within  about  two  years  of  regular 
treatment.  The  majority  of  patients  are  seen  be- 
tween three  months  and  a year  or  so.  This  work 
is  done  primarily  by  staff  rather  than  by  trainees. 
With  the  present  number  of  staff  and  trainees,  the 
total  clinic  averages  close  to  1,000  treatment 
hours  a month  with  about  265  patients.  We  have 
gone  to  considerable  lengths  to  reduce  adminis- 
trative and  staff  communication  problems  in  or- 
der to  provide  optimal  time  for  treatment  serv- 
ice. 

Intake  evaluation  is  not  meant  to  be  a formal 
mental  status  determination,  but  it  is  an  estima- 
tion of  the  nature  of  the  patient’s  problems  large- 
ly in  terms  of  his  treatment  potential  within  the 


941 

Northwest  Medicine,  November  1962 


policies  of  the  clinic.  Parents  of  child  patients 
are  interviewed  at  the  time  of  intake  of  the  child. 
At  least  one  parent  must  be  available  for  consul- 
tation during  the  treatment  period  of  the  child. 
Some  parents  request  treatment  for  themselves. 
It  is  common  to  have  several  members  of  a fam- 
ily in  treatment,  usually  by  different  therapists. 
Because  patients  are  seen  initially  by  experienced 
psychiatrists,  the  matter  of  physical  disorders  of 
patients  presents  virtually  no  problem.  The  ma- 
jority of  patients  have  had  recent  examination, 
and  usually  some  treatment,  by  family  physi- 
cians. Since  modern  psychiatry  does  not  depend 
on  diagnosis  by  exclusion,  the  chance  of  misdiag- 
nosis is  no  greater  than  in  other  branches  of 
medicine.  We  therefore  refer  out  the  few  pa- 
tients who  require  physical  or  neurological  ex- 
aminations. 

Patients  may  receive  individual  or  group  psy- 
chotherapy, or  both.  If  they  are  to  receive  indi- 
vidual therapy  they  are  seen  from  one  to  three 
times  a week  for  fifty  minutes  each  time.  The 
majority  of  patients  can  be  suitably  benefited  by 
one  or  two  interviews  per  week.  Since  we  do  not 
do  purely  supportive  or  maintainance  treatment, 
for  lack  of  time,  the  period  between  interviews  is 
not  more  than  a week,  and  patients  can  arrange 
their  activities  to  permit  a stable  weekly  appoint- 
ment. Though  most  patients  are  seen  individual- 
ly, we  have  about  sixty-five  patients  in  group 
psychotherapy  at  present.  Each  group  typically 
has  between  six  and  eight  patients  plus  an  ex- 
perienced staff  group-therapist,  and  a silent  ob- 
server who  is  usually  a student  group-therapist. 
Group  interviews  are  slightly  less  than  one  and 
one  half  hours  in  duration,  generally  once  a week. 

Drugs  are  occasionally  used  as  a temporary  ad- 
junct to  psychotherapy,  but  the  solutions  to  the 
majority  of  our  patients’  problems  do  not  seem  to 
be  facilitated  much  by  medication. 

fees 

About  90  per  cent  of  our  patients  pay  a fee, 
which  is  based  on  a sliding  scale  of  family  size 
and  gross  income.  The  range  is  $1.50  to  $12.50 
per  visit.  Fees  are  considered  to  be  a favorable 
factor  in  the  functioning  of  the  patient,  as  well 


as  in  the  treatment  process  itself.  The  average 
fee  is  around  $3.50  per  visit.  The  fee  schedule, 
and  various  clinic  considerations  regarding  fees, 
are  reviewed  annually.  The  responsibility  for 
payment  of  fees  is  the  patient’s  and  any  problems 
with  fees  must  be  taken  up  by  the  patient  with 
his  therapist.  We  have  little  problem  with  fees. 

clinic  finance 

The  total  budget  at  present  clinic  size  and  lo- 
cation is  approximately  $150,000  per  year.  Of  this 
amount,  the  National  Institute  of  Mental  Health 
provides  a $35,000  training  grant,  clinic  patient 
fees  total  approximately  $40,000,  and  the  re- 
mainder of  about  $75,000  is  provided  by  United 
Good  Neighbors.  The  gross  cost  of  each  patient 
interview  (fifty  minutes  in  duration)  averages 
slightly  less  than  $10.00. 

summary 

After  some  years  of  discussion  and  planning, 
Seattle  community  leaders  constituted  a Board 
of  Trustees  to  open  the  Seattle  Community  Psy- 
chiatric Clinic  in  1955.  The  clinic  is  somewhat 
specialized  in  that  it  provides  mainly  psycho- 
therapeutic treatment  to  low  and  middle  income 
residents  of  King  County.  Psychiatric  service  is 
provided  to  adults  and  children  by  a total  of  ten 
full-time  qualified  psychiatrists,  clinical  psycho- 
logists, and  psychiatric  social  workers.  There  is 
a graduate-level  professional  training  program 
for  trainees  in  the  three  disciplines.  Non-medical 
staff  and  trainees  are  individually  supervised  by 
psychiatrists.  A relatively  high  volume  of  psy- 
chiatric service  is  supplied  to  the  community,  but 
there  is  a constant  waiting  list  for  service.  It  is 
thought  that  the  present  program,  as  developed 
over  six  years,  is  workable  and  efficient.  ■ 

411  Fairview  Avenue  North  (9) 
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What’s  your  favorite  soup,  Doctor? 


Chicken  maybe  ...  so  flavorful  and  so  appetizing.  Or 
should  we  ask,  what  are  your  favorite  chicken  soups? 
You  see,  Campbell  offers  5 different  chicken  soups.  Add 
to  these  Campbell’s  Turkey  Noodle  Soup,  and  you  have 
enough  kinds  to  please  any  palate. 

Arousing  the  appetite  is,  of  course,  particularly  im- 
portant for  many  of  your  patients.  A warm,  aromatic  soup 
starts  the  gastric  juices  flowing.  It  seems  to  make  the 
other  foods  taste  better,  and  often  may  brighten  an  in- 
dividual’s whole  outlook. 

In  our  picture  you  see  some  of  the  ingredients  of  our 
chicken  and  turkey  soups  — tender  poultry  as  well  as 
selected  vegetables.  With  a wide  variety  of  essential  nu- 
trients, these  soups  vary  in  calories  from  an  average  of 
32  to  79  in  a 7 oz.  serving.  Chicken  Vegetable  is  especially 


rich  in  Vitamin  A (approximately  1440  I.U.  per  7 oz. 
serving).  Chicken  with  Rice  is  low  in  fat  (only  about 
0.5  gm.  per  serving). 

There’s  a favorite  soup  for  almost  everybody  among  the 
many  different  Campbell’s  Soups.  Their  natural  goodness 
is  the  result  of  careful  blending  of  the  finest  ingredients. 
Careful  processing  helps  maintain  their  natural  colors, 
flavors  and  nutritive  values.  Write  today 
for  your  copy  of  the  new  series  of  nutri- 
tional analyses  of  our  soups.  Recommend 
Campbell’s  Soups  to  your  patients  . . . enjoy 
them  yourself ! 

There’s  a soup  for  almost  every  patient 
and  diet,  for  every  meal. 

Campbell  Soup  Company, Dept.37, Camden, N.J. 


Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  1 1th  year  of  scheduled  meetings.  Through  these 
Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  55,000  physicians 
have  had  the  opportunity  to  hear  and  question  authorities  on  important  advances  in  clinical 
medicine  and  surgery.  You  have  a standing  invitation  to  attend  any  of  these  Symposia  with 
your  wife  for  whom  a special  program  is  planned. 


SANTA  BARBARA,  CALIFORNIA 

Saturday,  November  3,  1962 
Santa  Barbara  Biltmore  Hotel 

INDIANAPOLIS,  INDIANA 

Wednesday,  November  7,  1962 
The  Marott  Hotel 

ANAHEIM,  CALIFORNIA 

Sunday.  November  11,  1962 
The  Disneyland  Hotel 

KNOXVILLE,  TENNESSEE 

Thursday.  November  15,  1962 
Hotel  Andrew  Johnson 

PHOENIX,  ARIZONA 

November  18,  1962 
Westward  Ho  Hotel 

NEW  CITY,  NEW  YORK 

Wednesday,  November  28,  1962 
Dellwood  Country  Club 


LOS  ANGELES,  CALIFORNIA 

November  29,  1962 
Ambassador  Hotel 

GRAND  RAPIDS,  MICHIGAN 

Saturday,  December  1,  1962 
Pantlind  Hotel 

NORFOLK,  VIRGINIA 

December  6,  1962 
Golden  Triangle  Motor  Hotel 

DENVER,  COLORADO 

Sunday,  January  13,  1963 
The  Cosmopolitan  Hotel 

FORT  SMITH,  ARKANSAS 

Tuesday,  January  15,  1963 
The  Holiday  Inn 

PORTLAND.  OREGON 

Thursday,  January  31,  1963 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  23,  1963 
The  Anchorage  Westward  Hotel 

DETROIT,  MICHIGAN 

Wednesday,  February  27,  1963 
The  Sheraton-Cadillac  Hotel 

WILMINGTON,  DELAWARE 

Saturday,  March  9,  1963 
Delaware  Academy  of  Medicine 

HUNTSVILLE,  ALABAMA 

Thursday,  March  14,  1963 
The  Russel  Erskine  Hotel 

FARGO,  NORTH  DAKOTA 

Saturday,  March  16,  1963 
The  Frederick  Martin  Hotel 
(Moorhead,  Minn.) 

BELLINGHAM,  WASHINGTON 

Saturday,  March  23,  1963 
The  Hotel  Leopold 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Melvin  W.  Breese,  M.D.,  Portland 

secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller , Portland 
annual  meeting,  September  25-28,  1963 , Portland 


1962  Meeting  Breaks  Records 


Head  table  at  1962  annual  banquet  and  inaugural  ball:  (from  the  left)  J.  Cliffton  Massar, 
Portland;  Mrs,  Massar,  President-Elect,  Woman's  Auxiliary;  Mrs.  Jerry  Uhrhammer,  Eugene; 
Mr.  Uhrhammer,  winner,  annual  Editorial  Award;  Mrs.  Daniel  K.  Billmeyer,  Oregon  City;  Dr. 
Billmeyer,  Speaker;  Mrs.  Melvin  W.  Breese,  Portland;  Dr.  Breese,  President-Elect;  Blair  J. 
Henningsgaard,  Astoria,  President;  Mrs.  Henningsgaard;  Virgil  W.  Samms,  Eugene,  Doctor- 
Citizen  of  the  Year;  Mrs.  Samms;  Ann  Sullivan,  Portland,  winner  Press  Award;  Mrs.  William  G. 
Thuss,  Birmingham,  Alabama,  President,  National  Woman’s  Auxiliary;  Mrs.  Ian  D.  Macdonald, 
Salem,  President,  State  Woman’s  Auxiliary;  and  Dr.  Macdonald. 


A new  “high”  for  Society  annual  meetings  was 
achieved  at  the  1962  session.  Not  only  were  attend- 
ance records  broken  but  the  interest  of  physicians  in 
all  activities  of  the  session  was  greater  than  at  any 
previous  meeting.  The  total  registration  was  1,395, 
of  which  931  were  physicians.  Seventy-eight  physi- 
cian registrants  were  from  outside  Oregon,  including 
one  physician  from  Lima,  Peru.  There  were  243  ex- 
hibitors and  90  guests  among  the  registrants  and 
131  officers  and  delegates  attended  the  Annual  Fall 
Planning  Session  of  the  Woman’s  Auxiliary. 

The  previous  “high”  for  physician  registration  was 
708  at  the  1960  annual  meeting  held  at  the  Masonic 
Temple  in  Portland. 

The  introduction  of  scientific  sections  at  the  1962 
annual  meeting  of  the  Society  proved  to  be  extremely 
popular.  On  Wednesday,  the  first  day  of  the  session, 
scientific  sectional  meetings  were  held  in  internal 


medicine,  general  surgery,  orthopedic  surgery, 
ophthalmology  and  otolaryngology,  obstetrics  and 
gynecology  and  pediatrics.  All  sectional  meetings 
were  well  attended  with  several  sections  finding  it 
necessary  to  put  out  the  “SRO”  sign.  The  general 
sessions  on  Thursday  and  Friday  also  enjoyed  excep- 
tional attendance. 

At  no  previous  annual  session  has  the  response  of 
physicians  to  the  scientific  program  been  so  uni- 
formly favorable.  Several  factors  contributed.  First, 
of  course,  was  the  unusual  excellence  of  the  presen- 
tations by  the  guest  speakers  presented  by  the  Som- 
mer Memorial  Lecture  Foundation  and  the  three 
special  guest  speakers  supplied  by  the  Society.  These 
presentations  were  supplemented  by  selected  papers 
and  panel  discussions  presented  by  members  of  the 
Society.  The  second  factor  was  the  excellence  of 
facilities  made  available  by  the  Memorial  Coliseum. 
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Ann  Sullivan  of  The  Oregonian  staff,  winner  of  the  1962 
annual  Society  Press  Award,  accepts  plaque  from  President 
Henningsgaard. 


The  use  of  the  Coliseum  made  it  possible  for  all 
activities  of  the  session,  including  the  House  of  Dele- 
gates and  Reference  Committee  meetings,  to  be  held 
under  one  roof  for  the  first  time  in  the  history  of  the 
Society.  The  many  meeting  rooms  made  it  possible 
for  the  holding  of  scientific  sectional  meetings  under 
both  convenient  and  comfortable  circumstances. 

The  exhibit  hall  of  the  Memorial  Coliseum  pro- 
vided a spacious  area  for  all  exhibits  and  a cafeteria. 
This  year’s  technical  exhibit  included  the  displays  of 
seventy  firms  serving  the  medical  profession  which 
took  full  advantage  of  the  spacious,  well-appointed 
booths.  In  addition  to  the  seventy  exhibitors  who 
entered  displays,  Eli  Lilly  and  Company  made  a sub- 
stantial contribution  toward  the  expense  of  guest 
speakers  in  lieu  of  their  usual  booth. 

With  the  availability  of  ample  space,  twenty-eight 
scientific  exhibits  were  entered  by  members  of  the 


Blair  J.  Henningsgaard  receives  the  Past-President’s 
plaque  from  President  Melvin  W.  Breese. 


Society  and  were  of  unusual  professional  educational 
value.  Sixty  members  of  the  Society  and  their  fami- 
lies entered  works  in  the  Second  Annual  Oregon 
Physicians  Art  Exhibit.  The  Art  Exhibit,  which  in- 
cluded nearly  200  individual  pieces,  consisted  of 
paintings  in  both  oil  and  water-color,  sketches,  cer- 
amics, weaving,  etchings,  and  works  in  both  metal 
and  wood. 

Annual  Banquet  and  Dance 

At  the  annual  banquet  and  inaugural  ball  held 
in  the  Mayfair  Room  of  the  Hotel  Benson,  Melvin  W. 
Breese  of  Portland  was  installed  as  the  Society’s 
eighty-ninth  president,  to  succeed  Blair  J.  Hennings- 
gaard of  Astoria.  At  the  banquet,  the  Society  also 
presented  awards  to  the  “1962  Doctor-Citizen  of  the 
Year”  and  to  the  winners  of  the  annual  “Press  Award’ 
and  the  annual  “Editorial  Writer’s  Award.” 

Eugene  physician  named  1962  Doctor-Citizen 

In  awarding  the  plaque  to  Oregon’s  Doctor-Citizen 
of  the  year  for  1962,  Dr.  Henningsgaard  read  a long 
list  of  community  activities  in  which  Virgil  W. 
Sanuns  of  Eugene,  the  recipient  of  the  honor,  had 
participated.  Dr.  Samms,  who  has  been  in  general 
practice  in  Eugene  since  1951,  has  exceptionally 
demonstrated  his  sincere  interest  in  community  af- 
fairs and  the  wide  scope  of  his  interests  and  abilities. 
Among  the  activities  which  led  the  Lane  County 
Medical  Society  to  submit  his  name  for  this  honor 
were  his  membership  in  the  Eugene  Gleemen;  his 
roles  in  the  University  Theatre  productions;  his 
leadrship  in  the  establishment  of  the  Eugene  Speech 
and  Hearing  Center  and  the  Riverroad  Park  District; 
and  the  important  responsibilities  he  has  assumed  in 
his  church.  In  addition  to  these  major  activities,  Dr. 
Samms  has  found  time  to  work  on  numerous  com- 
mittees at  the  Eugene  YMCA,  to  serve  as  special 
merit  badge  examiner  for  the  Boy  Scouts  and  as 
volunteer  medical  examiner  for  interschool  athletics 
in  Eugene  School  District  No.  4.  In  his  profession. 
Dr.  Samms  is  currently  the  Chief  of  the  General 
Practice  Department  at  the  Sacred  Heart  Hospital 
in  addition  to  assuming  responsibilities  in  the  affairs 
of  the  Lane  County  Medical  Society. 

Dr.  Samms  was  the  fifth  physician  to  be  honored 
by  the  Oregon  State  Medical  Society  for  leadership 
in  community  activities.  Archie  McMurdo  of  Hep- 
pner  received  the  award  in  1958;  DeNorval  Unthank 
of  Portland  in  1959;  Stanley  A.  Boyd  of  Portland  in 
I960  and  Samuel  Diack  of  Portland  in  1961. 

News  media  award  winners 

For  the  first  time  the  Society  granted  two  awards 
to  representatives  of  the  news  media.  Miss  Ann  Sul- 
livan of  The  Oregonian  in  Portland  received  the 
plaque  and  the  $100  honorarium  for  her  excellent 
reporting  of  an  aortic  surgical  procedure  on  a 70- 
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year-old  man  and  the  medical  research  programs  at 
Good  Samaritan  Hospital  in  Portland.  Miss  Sullivan 
was  the  third  winner  of  the  Society’s  “Press  Award.” 
The  first  annual  “Editorial  Award”  went  to  Mr. 
Jerry  Uhrhammer  of  the  Eugene  Register-Guard  for 
his  writings  in  that  newspaper  in  which  he  con- 
veyed vital  information  regarding  hospitals  and 
their  operation.  The  award  was  made  on  the  basis 
of  the  thoughtfulness  of  his  views  and  opinions  which 
demonstrated  an  exceptional  understanding  and  ap- 
preciation of  the  problems  relating  to  providing  and 
maintaining  hospital  facilities  and  services.  Mr.  Uhr- 
hammer received  a plaque  and  a $100  honorarium. 


Virgil  W.  Samms,  Eugene,  responds  to  the  announcement 
that  he  has  been  named  the  “Doctor-Citizen  of  the  Year” 
for  1962  at  the  annual  banquet. 

Society  receives  McLoughlin  portrait 

An  oil  portrait  of  Dr.  John  McLoughlin,  governor 
of  the  Hudson’s  Bay  Company  from  1824  to  1846, 
was  presented  to  the  Society  at  its  1962  annual  meet- 
ing by  the  Haack  Laboratories  of  Portland.  The  por- 
trait is  the  work  of  Portland  artist,  H.  Elmer  House, 
and  was  presented  to  the  Society  at  the  opening 
session  of  the  House  of  Delegates  by  Mr.  Jesse  C. 
Jensen,  president  of  the  firm.  Mr.  Jensen  was  intro- 
duced to  the  delegates  by  E.  G.  Chuinard,  chairman 
of  the  Society’s  Committee  on  Oregon  Medical 
History. 

The  portrait  will  hang  in  the  Society’s  headquart- 
ers office  and  will  be  available  for  displays  on  ap- 
propriate occasions  in  connection  with  exhibits  re- 
lating to  Oregon  medical  history. 

Dr.  McLoughlin  is  frequently  referred  to  as  the 
“Father  of  Oregon”.  He  ruled  the  domain  with  omni- 
potent authority,  strictly  but  fairly,  to  natives,  Eng- 
lishmen and  Americans  alike.  In  a country  without 
laws,  his  wise  word  was  law.  It  was,  however,  his 


Daniel  K.  Billmeyer,  Speaker  of  the  House  of  Delegates, 
administers  oath  of  office  to  Melvin  W.  Breese  as  the 
Society’s  89th  President  during  the  annual  banquet  and 
inaugural  ball. 

humanitarian  assistance  to  Indians  and  American 
settlers  that  brought  criticism  upon  him  by  the  Hud- 
son’s Bay  Company  and  led  to  his  resignation  in 
1846.  He  then  moved  to  Oregon  City  where  he  built 
a home  and  lived  until  his  death  September  3,  1857. 
His  home  stands  today  in  that  city  and  is  preserved 
as  a national  historic  site.  The  Woman’s  Auxiliary 
has  a special  committee  which  assists  in  the  super- 
vision of  the  “McLoughlin  House.” 

A water  color  painting  of  the  house  by  Oregon 
artist,  Miss  Maude  Wanker,  hangs  in  the  Society 
headquarters  office  as  a gift  of  Dr.  Guy  Mount  of 
Oregon  City.  It  hangs  in  a cluster  with  three  other 
water  color  paintings  of  the  physicians’  homes  which 
are  Oregon  shrines.  They  include  the  Newell  house 
in  Champoeg,  the  Minthorn  house  in  Newberg  and 
the  Barclay  house  in  Oregon  City.  They  are  all  the 
work  of  Miss  Wanker. 


Oil  portrait  of  Dr.  John  McLoughlin  with  Mr.  Jesse  C. 
Jensen  (left),  President  of  Haack  Laboratories,  Inc.,  of 
Portland,  who  commissioned  and  gave  the  painting  to  the 
Society;  E.  G.  Chuinard  (next  to  Mr.  Jensen),  Chairman, 
Committee  on  Oregon  Medical  History  and  Mr.  H.  Elmer 
House  of  Portland,  the  artist. 
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get  the 


If  you’ve  been  thinking 
of  adding  your 
own  x-ray  service . . . 


PRACTICAL  HELP 

of  your  G-E  man  . . . 

He's  with  you  all  the  way:  your  “right  arm” 
in  developing  an  x-ray  installation  that’s  best 
for  you  all-around.  Stage  by  stage,  your  G-E 
man  checks  your  x-ray  needs  . . . prepares 
recommendations  and  layouts . . . assures  you 
of  competent,  knowledgeable  counsel ! 

No  fear  you’ll  be  left  on  your  own  with 
new  equipment.  Your  G-E  man  follows-up 
. . . checking  it  for  proper  performance; 
acquainting  you  and  your  technician  with  its 
advantages ; refining  technic  charts  to  your 
needs,  to  insure  consistently  high-grade 
radiographs. 

Then,  periodically  he  calls  back  to  see  that 


equipment  is  providing  peak  performance; 
checks  darkroom  procedures,  and  x-ray  sup- 
plies. Most  important,  he  determines  that 
you’re  completely  satisfied!  A wealth  of  per- 
sonal experience  backs  him  all  the  way,  as 
well  as  every  resource  of  General  Electric 
X-Ray.  Phone  for  his  help  any  time.  Or  just 
write  to  have  your  G-E  man  stop  in  soon  for 
an  obligation-free  survey  of  your  needs. 

• MAXISERVICE®  X-ray  Rental  makes  it 
easy  to  have  new  x-ray  equipment  without 
capital  investment ! Let  us  show  you  how  it 
offers  equipment  of  your  choice  on  a “pay- 
as-you-go”  basis,  for  a modest  monthly  fee. 


Tfogress  is  Our  Most  important  froduct 

GENERAL  HI  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

PORTLAND 

522  N.W.  23rd  Ave.  • CApitol  7-6503 
SEATTLE 

217  8th  Ave.  N.  • MAin  3-5602 
SPOKANE 

N.  1112  Washington  St.  • FAirfax  7-6654 


RESIDENT  REPRESENTATIVE 

BOISE 

L.  SCHULTSMEIER,  P.  O.  Box  2893  • 3-8621 

EUGENE 

R.  F.  JACOBSON,  JR.,  545  Antelope  Way  • DI.  3-0995 
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WITH  YOUR 
ENCOURAGEMENT 

AND 

DEXEDRINE® 

brand  of  dextro  amphetamine 

SPANSULE® 

brand  of  sustained  release  capsules 


she’s  losing  weight 


‘Dexedrine’  Spansule  capsules  not  only- 
control  appetite  all  day  long,  but  at 
the  same  time  encourage  normal 
activity.  This  is  particularly  important 
because  overweight  patients  are  often 
inactive.  In  such  patients  ‘Dexedrine’ 
overcomes  lethargy,  helps  renew  their 
interest  in  doing  things —not  j ust  eating. 


PRESCRIBING 

INDICATIONS  AND  DOSAGE:  For  the 
following  indications,  the  recommended  daily 
dosage  is  one  or  two  ‘Dexedrine’  Spansule  cap- 
sules, usually  taken  in  the  morning:  control  of 
appetite  in  weight  reduction;  depressive  states; 
alcoholism.  In  narcolepsy,  the  recommended 
daily  dosage  is  up  to  50  mg.  of  ‘Dexedrine’  by 
‘Spansule’  capsule  on  arising. 

SIDE  EFFECTS:  Insomnia,  excitability  and 
increased  motor  activity  are  infrequent  and 
ordinarily  mild. 

Smith  Kline  & French  > 


INFORMATION 

CAUTIONS:  Should  be  used  with  caution  in 
patients  hypersensitive  to  sympathomimetic 
compounds;  in  cases  of  coronary  or  cardiovas- 
cular disease;  and  in  the  presence  of  severe 
hypertension. 

CONTRAINDICATIONS:  Hyperexcitability ; 
agitated  pre-psychotic  states. 

SUPPLIED:  5 mg.,  10  mg.  and  15  mg.,  in 
bottles  of  30.  (Each  capsule  contains  dextro 
amphetamine  sulfate,  5 mg.,  10  mg.,  or  15  mg.) 
Prescribing  information  adopted  January  1961. 

P Laboratories 
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Oregon  City  physician  President-Elect 


Blair  J.  Henningsgaard  (left)  of  Astoria,  immediate  Past-President  of  the  Oregon  State  Medical 
Society,  confers  with  newly  elected  officers  for  the  1962-1963  Society  year.  Beginning  next  to 
Dr.  Henningsgaard:  Melvin  W.  Breese,  Portland,  President;  Glenn  M.  Gordon,  Eugene,  Speaker; 
and  Daniel  K,  Billmeyer,  Oregon  City,  President-Elect. 


At  the  annual  business  meeting  of  the  Oregon 
State  Medical  Society  held  on  the  final  day  of  the 
1962  annual  meeting,  Daniel  K.  Billmeyer  of  Ore- 
gon City  was  named  President-Elect  and  will  suc- 
ceed Melvin  W.  Breese  to  the  presidency  at  the  1963 
meeting.  Dr.  Billmeyer  was  elevated  to  that  office 
from  the  speakership  of  the  House  of  Delegates  a 
position  to  which  he  was  elected  by  the  Board  of 
Trustees  on  February  11,  1961  to  fill  the  vacancy 
created  by  the  untimely  passing  of  A.  P.  Martini  of 
Eugene  and  to  which  he  was  reelected  at  the  1961 
annual  meeting. 

Dr.  Billmeyer  was  born  in  Plains,  Montana  and 
graduated  from  the  School  of  Medicine  of  the  Uni- 
versity of  Chicago  in  1946.  He  came  to  Portland’s 
St.  Vincent  Hospital  for  his  internship.  He  then 
entered  the  Medical  Corps  of  the  United  States  Army 
and  after  four  years  of  service  returned  to  a resi- 
dency in  pediatrics  at  the  University  of  Oregon 
Medical  School  Hospitals  and  Clinics. 

Dr.  Billmeyer  joined  the  staff  of  the  Cleland  Clinic 
in  Oregon  City  and  embarked  upon  an  active  career 
in  the  affairs  of  medical  organization.  He  has  been 
president  of  the  Clackamas  County  Medical  Society 
and  at  the  time  of  his  election  to  Speaker  of  the 
House  of  Delegates  was  one  of  its  delegates  to  the 
Oregon  State  Medical  Society.  In  addition  to  hold- 
ing the  office  of  Speaker,  Dr.  Billmeyer  has  been 
chairman  of  the  Committee  on  Child  Health  and 


Vice-Chairman  of  the  Committee  on  Public  Policy 
of  the  Society.  Dr.  Billmeyer  is  a member  of  num- 
erous local,  regional  and  national  professional  or- 
ganizations in  the  field  of  pediatrics  and  is  a Dip- 
lomate  of  the  American  Board  of  Pediatrics. 

At  the  general  election,  the  Society  also  filled 
three  other  high  offices  with  members  who  have 
had  wide  experience  in  Society  affairs.  Ernest  T. 
Livingstone  of  Portland  was  named  Vice-President. 
Dr.  Livingstone  is  currently  chairman  of  the  So- 
ciety’s Special  Committee  for  the  Study  of  Relation- 
ships Between  Doctors  of  Medicine  and  Doctors  of 
Osteopathy  in  Oregon  and  is  a member  of  the  Board 
of  Trustees  of  the  Multnomah  County  Medical  So- 
ciety as  well  as  serving  in  other  important  capacities 
in  that  component  society. 

For  Secretary-Treasurer,  the  Society  reelected 
James  H.  Seacat  of  Salem  and  for  Speaker  of  the 
House  of  Delegates  selected  Glenn  M.  Gordon  of 
Eugene.  Dr.  Gordon  is  a past-president  of  the  Lane 
County  Medical  Society  and  has  served  as  one  of 
its  delegates  for  three  years.  In  the  Oregon  State 
Medical  Society  he  has  been  and  still  is  a member 
of  the  Committee  on  Public  Policy.  Born  in  Kirks- 
ville,  Texas,  and  a graduate  of  the  University  of 
Texas  School  of  Medicine,  Dr.  Gordon  came  to  Eu- 
gene in  1955  following  his  internship,  residency  in 
thoracic  surgery  and  military  service. 

In  addition  to  the  officers  elected  by  the  Society 
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at  its  general  business  meeting,  three  other  positions 
were  filled  by  action  of  the  House  of  Delegates. 
Blair  J.  Henningsgaard  of  Astoria  and  Herman  A. 
Dickel  of  Portland  were  elected  delegate  and  alter- 
nate delegate,  respectively,  to  the  American  Medical 
Association  for  a two-year  term  beginning  January 
1,  1963  and  expiring  on  December  31,  1964.  They 
were  elected  to  fill  the  positions  now  held  by  A.  O. 
Pitman  of  Hillsboro  and  John  G.  P.  Cleland  of  Ore- 


gon City.  Franklin  J.  Underwood  of  Portland  was 
elected  to  the  Committee  on  Publication  for  a three- 
year  term  ending  at  the  Society’s  1965  annual  meet- 
ing. Dr.  Underwood  becomes  the  Society’s  nominee 
to  the  Board  of  Trustees  of  the  Northwest  Medical 
Publishing  Association  to  serve  as  one  of  Oregon’s 
representatives  on  that  Board.  Dr.  Underwood  re- 
places Karl  H.  Martzloff  who  has  held  the  position 
for  more  than  a quarter  of  a century. 


Richard  L.  Sleeter  wins  golf  tournament 

Forty-five  members  competed  in  the  1962  Oregon 
Medical  Society  Golf  Tournament  held  at  the  Meri- 
wether Golf  Club  in  Hillsboro.  The  tournament  was 
won  by  Richard  L.  Sleeter  of  Portland  with  a low 
net  of  70,  closely  followed  by  James  D.  Treneman 
of  McMinnville  with  a score  of  71.  Strangely  enough. 
Dr.  Sleeter  and  Dr.  Treneman  also  won  the  first 
and  second  low  gross  prizes.  Dr.  Sleeter  will  have 
possession  of  the  trophy  until  the  1963  annual  tour- 
nament. 

To  add  to  the  interest  and  enjoyment  of  the  tour- 
nament, numerous  other  awards  were  also  made. 
Hugh  D.  Colver  and  John  D.  Welch  of  Portland 
received  awards  for  the  “longest  drives’’  and  “KP” 
honors  went  to  Alvin  O.  Uhle  of  Portland,  Blair  J. 
Henningsgaard  of  Astoria  and  Dr.  Colver.  Warren 
W.  Hale  of  Portland  and  Robert  J.  Condon  of  Port- 
land won  honors  for  the  “shortest  drives.”  During 
the  course  of  the  tournament  there  were  twenty-one 
birdies. 

Psychiatric  training  approved 

Physicians  in  Oregon  will  be  interested  in  know- 
ing that  the  Oregon  State  Hospital  in  Salem  has 
been  approved  for  psychiatric  training  under  a pro- 
gram sponsored  by  the  National  Institute  of  Mental 
Health.  Dean  K.  Brooks,  Superintendent  of  the  Hos- 
pital, is  seeking  candidates  for  this  training  program. 

Dr.  Brooks  states  that  physicians  who  have  com- 
pleted their  internships  at  least  four  years  prior  to 
July  1,  1962,  and  who  are  citizens  of  the  United 
States  or  have  declared  their  intention  to  become 
citizens,  are  eligible  to  apply.  The  stipend  during 
the  training  period  ranges  upward  to  $12,000  per 
year. 

Interested  physicians  should  communicate  with 
Dean  K.  Brooks,  M.D.,  Superintendent,  Oregon 
State  Hospital,  Salem,  Oregon. 


Allergists  Meet 

Merle  W.  Moore,  president  of  the  West  Coast 
Allergy  Society  has  announced  the  program  of  the 
Society’s  annual  meeting  to  be  held  Saturday,  De- 
cember 1,  at  the  Benson  Hotel,  Portland.  Dr.  Moore 
is  chairman  of  the  morning  scientific  session;  M. 
Coleman  Harris  of  San  Francisco  is  in  charge  of  the 
afternoon  session.  The  business  meeting,  including 
election  of  new  officers,  will  take  the  form  of  a noon 
luncheon.  Scientific  portion  of  the  program  follows. 

Saturday,  December  1 

8:30  Registration 

9:05  Changing  Views  of  the  Institutionalized 
Asthmatic,  Seymour  B.  Crepa,  Tucson 
9:35  Panel— Contraindications  and  Overmedication 
in  Treatment  of  Allergic  Diseases,  James 
Stroh,  Seattle,  George  Piness,  Beverly  Hills, 
M.  Coleman  Harris,  San  Francisco,  Edmund 
Keeney,  La  Jolla,  Norman  A.  David,  Port- 
land 

10:55  Role  of  Pulmonary  Function  Tests  in  Evalu- 
ating Bronchial  Asthma,  Donald  M.  Pitcairn, 
Portland 

11:25  Disentangling  Emotions  and  the  Allergic 
Patient,  James  A.  McLean,  Ann  Arbor 
12:00  Luncheon  and  Business  Meeting.  Election  of 
Officers 

1:30  Genetic  Background  of  the  Allergic  State, 
Robert  D.  Koler,  Portland 
2:00  Panel  Discussion— Potency  of  Antigenic  Ma- 
terials Used  in  Diagnosis  and  Treatment  of 
Allergic  Diseases,  Frank  Perlman,  Portland, 
Robert  A.  S tier,  Spokane,  Gardner  Stout,  San 
Mateo,  L.  L.  Folts,  Corvallis 
3:20  Advances  in  Immunology  Affecting  the  Prac- 
tice of  Allergy,  Leo  Melcher,  Redwood  City 
3:50  Evaluation  and  Management  of  Allergic  Mi- 
graine, Ralph  Bookman,  Beverly  Hills 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenaun  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline.  2 gr.;  ephedrine,  3/s  gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours"  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc..  New  York  17,  N.Y. 
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peptic  ulcer  management 
without  acid  rebound 


NEOSORB 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methyicellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  - 
hours.  Tablets  to  be  chewed  am 
swallowed  with  minimum  amoun 
of  fluids.  1 tablespoonful  of  liqui< 
neosorb  equivalent  to  2 neosorl 
tablets.  Supplied  in  sizes  100,  50( 
and  1,000  tablets.  Liquid  in  quart: 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


c~< 


i 


SINCE  1908 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Prescribe  BELAP  with  confidence 


tSLLAP 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


Bfaack 


BELAP  No.  0 Formula 

Belladonna  Extract  . . . 

• •%  gr. 

Phenobarbital 

• A gr. 

BELAP  No.  1 Formula 

Belladonna  Extract  . . . 

. -'A  gr. 

Phenobarbital 

• ■%  gr. 

{economical  to  use ) 

*Equivaient  5 minims  Tinct.  Belladonna;  USP. 


OFFICIAL  PUBLICATION 

Oregon  State  Medical  Society  House  of  Delegates 

September  25-28,  1 962,  Memorial  Coliseum,  Portland,  Oregon 


Summary  of  Proceedings 


The  House  of  Delegates  of  the  Oregon  State  Medi- 
cal Society  at  its  1962  Annual  Meeting  held  in  Port- 
land, September  25-28,  considered  forty-one  reports 
of  standing  and  special  committees  and  officers  of 
the  Society.  Unlike  previous  annual  meetings  of  the 
House  of  Delegates  only  three  items  of  new  business 
were  introduced  on  the  floor  of  the  House.  They  in- 
cluded one  resolution  from  a component  society  and 
two  from  standing  committees.  At  other  annual  meet- 
ings from  ten  to  fifteen  resolutions  have  been  intro- 
duced. Nevertheless,  the  Reference  Committees  re- 
quird  nearly  two  full  days  for  hearings  and  delib- 
erations. 

The  U.  S.  Plywood  Room  at  the  Memorial  Coli- 
seum provided  ideal  accommodations  for  the  sessions 
of  the  House.  Even  though  nearly  one  hundred  dele- 
gates, officers  and  guests  were  in  attendance,  it  was 
still  possible  to  set  the  tables  in  “classroom”  style 
so  that  all  delegates  would  be  facing  the  speaker’s 
rostrum.  The  social  hour  which  preceded  the  open- 
ing session  on  the  evening  of  September  25th  was 
held  in  the  adjacent  Pope  and  Talbot  Room. 

At  the  opening  session  (recessed  for  an  unexpect- 
edly short  period  to  listen  to  the  Patterson-Liston 
“encounter”),  the  delegates  heard  the  annual  ad- 
dress of  president  Blair  J.  Henningsgaard  of  Astoria, 
and  an  address  by  Raymond  M.  McKeown  of  Coos 
Bay,  Trustee  of  the  American  Medical  Association, 
on  “Some  Major  Problems  of  American  Medicine.” 
In  his  address  Dr.  Henningsgaard  emphasized  that 
the  threat  of  medical  care  for  the  aged  under  the 
Social  Security  approach  will  not  disappear  and 
that  obstacles  placed  in  the  path  of  free  practice  of 
medicine  are  not  going  to  become  smaller.  He  com- 
plimented the  members  of  the  Society  on  becoming 
“more  effective  as  citizens  than  they  have  been  dur- 
ing any  other  year”  and  declared  that  “we  are  united 
in  believing  that  a united  medical  society  is  essential 
to  our  way  of  life.”  Cautioning  his  colleagues,  Dr. 
Henningsgaard  pointed  out  that  these  are  critical 
times  and  that  physicians  must  become  and  remain, 
informed  and  effective  in  the  fight  to  maintain  free- 
dom in  the  practice  of  medicine. 

Referring  to  the  proposed  legislation  for  medical 
care  for  the  aged  under  Social  Security  approach, 


Dr.  McKeown  expressed  the  conviction  that  the  posi- 
tion of  organized  medicine  will  ultimately  prevail. 
He  cautioned,  however,  that  in  the  fight  to  maintain 
freedom  in  the  practice  of  medicine,  physicians  must 
not  “lose  sight  of  other  things  that  are  important  in 
the  practice  of  good  medicine.”  He  pointed  out  that 
“contrary  to  its  detractors,  medicine  has  always 
shown  a willingness  to  change  but  has  refused  to 
advocate  change  ‘willy-nilly’.”  He  warned  that  the 
medicine  of  the  future  will  not  be  the  medicine  of 
the  present  and  that  physicians  must  keep  abreast  of 
those  changes  and  advances  which  are  sound  and 
essential. 

Speaking  of  medical  education,  Dr.  McKeown  re- 
ported that  considerable  thought  is  being  given  to 
increased  utilization  of  medical  school  facilities  which 
would  eliminate  the  need  for  new  medical  schools. 
Newer  methods  are  also  being  considered,  he  said, 
to  bring  the  latest  information  in  medicine  to  physi- 
cians in  their  own  home  community  when  they  are 
unable  to  leave  their  practices  to  attend  meetings 
and  seminars.  He  mentioned  specifically  the  possible 
use  of  selective  or  “scrambled”  television  seminars. 
Dr.  McKeown  closed  his  address  by  pointing  out  the 
danger  of  “becoming  too  scientific”  in  the  practice 
of  medicine.  The  practice  of  medicine  is  much  more 
efficient  today,  but  the  physician  must  still  demon- 
strate compassion,  humility  and  understanding  along 
with  his  knowledge  and  skill  in  the  science  of  medi- 
cine. 

The  final  session  of  the  House  of  Delegates  on 
September  28th  opened  with  an  address  by  Mrs. 
William  G.  Tlmss,  of  Birmingham,  Alabama,  presi- 
dent of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  Mrs.  Thuss  was  introduced  by 
Mrs.  J.  Cliffton  Massar,  president-elect  of  the  Wo- 
man’s Auxiliary  to  the  Society. 

Election  of  officers 

In  accordance  with  the  Society’s  Bylaws,  a nomi- 
nating committee  is  to  be  elected  at  the  Midyear 
Meeting  of  the  House  of  Delegates,  if  such  is  held, 
or  at  the  regular  May  meeting  of  the  Board  of  Trus- 
tees. The  nominating  committee  has  the  responsi- 
bility of  submitting  recommendations  for  officers  of 
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the  Society,  to  be  elected  at  the  Annual  Session.  This 
year’s  Nominating  Committee,  elected  at  the  Mid- 
year Meeting  of  the  House  of  Delegates  held  April 
6-7,  1962  was  composed  of  Richard  H.  Upjohn, 
Salem,  Chairman:  Donald  M.  Brinton,  Eugene;  Allyn 
M.  Price,  Estacada;  Zanly  C.  Edelson,  Portland; 
and  Ernest  T.  Livingstone,  Portland. 

For  officers  to  be  elected  by  the  House  of  Dele- 
gates, the  Nominating  Committee  submitted  the 
following  recommendations: 

For  Delegate  to  the  American  Medical  Association 
(two  year  term  beginning  January  1,  1963 
and  expiring  December  31,  1964)  Blair  J.  Hen- 
ningsgaard,  Astoria. 

For  Alternate  Delegate  to  the  American  Medical 

Association 

(two  year  term  beginning  January  1,  1963 
and  expiring  December  31,  1964)  Herman  A. 
Dickel,  Portland 

For  Member  of  Committee  on  Publication 

(three  year  term  expiring  in  1965)  Franklin  J. 
Underwood,  Portland 

The  House  of  Delegates  amended  this  part  of 
the  Nominating  Committee’s  report  by  adding  the 
name  of  Karl  H.  Martzloff,  Portland,  for  member  of 
the  Committee  on  Publication.  At  the  election  held 
at  the  final  session  of  the  House  of  Delegates,  Sep- 
tember 28th,  the  following  were  duly  elected  by 
ballot: 

For  Delegate  to  the  AMA  Blair  J.  Henningsgaard 

For  Alternate  Delegate 

to  the  AMA Herman  A.  Dickel 

For  Member  of  Committee  on 

Publication  Franklin  J.  Underwood 

Since  the  terms  of  A.  O.  Pitman  and  John  G.  P. 
Cleland,  delegate  and  alternate  delegate  to  the 
American  Medical  Association,  expire  December 
31,  1962,  they  will  represent  the  Society  at  the  1962 
Clinical  Meeting  of  the  American  Medical  Associa- 
tion to  be  held  in  Los  Angeles.  The  Society’s  other 
representatives  at  that  meeting  will  be  Max  H.  Par- 
rott, Portland  and  R.  L.  Strickland,  Oregon  City, 
delegate  and  alternate  delegate. 

Franklin  J.  Underwood  becomes  the  Society’s 
nominee  for  trustee  of  Northwest  Medical  Publish- 
ing Association  which  publishes  Nortlucest  Medicine. 
He  succeeds  Karl  H.  Martzloff,  Portland.  The 
other  Oregon  Trustees  of  the  Association  are  John 
V.  Straumfjord,  Astoria  and  R.  Wayne  Espersen, 
Klamath  Falls. 

Part  2 of  the  Nominating  Committee’s  report  re- 
lated to  its  recommendations  for  members  of  the 
Society  to  fill  those  offices  to  be  elected  by  the 
general  society  at  its  annual  meeting.  They  were  as 
follows: 

For  President-elect  Daniel  K.  Billmeyer, 

Oregon  City 

For  Vice-president  Ernest  T.  Livingstone, 

Portland 


For  Secretary-Treasurer James  H.  Seacat 

Salem 

For  Speaker  of  the  House  of  Delegates 

Glenn  M.  Gordon,  Eugene 

The  House  of  Delegates  adopted  this  portion  of 
the  report  of  the  Nominating  Committee  and  sub- 
mitted it  to  the  general  society  at  its  1962  Annual 
Business  Meeting  held  at  11:45  on  September  28th. 

At  the  annual  business  meeting  no  additional 
nominations  were  made  from  the  floor  and  there- 
fore the  candidates  recommended  by  the  Nominat- 
ing Committee  and  approved  by  the  House  of  Dele- 
gates were  declared  unanimously  elected  . 

Report  of  Reference  Committee  on 
Reports  of  Officers  and  Committees 

The  Reference  Committee  on  Reports  of  Officers 
and  Committees  was  assigned  the  greater  portion 
of  the  reports  submitted  to  this  House  of  Delegates. 
The  Committee  was  composed  of  William  J.  Pyrch, 
Oregon  City,  Chairman;  Glenn  M.  Gordon,  Eugene; 
Walter  C.  Reynolds,  Portland;  Thomas  C.  Bolton, 
Medford;  and  Joseph  I.  Moreland,  Salem. 

The  Reference  Committee’s  report  and  recom- 
mendations and  the  subsequent  action  of  the  House 
of  Delegates  were  as  follows: 

I. 

The  Reference  Committee  recommended  that  the 
reports  of  the  following  officers  and  committees, 
containing  only  a summary  of  the  year’s  activities, 
be  adopted: 

Secretary-treasurer— Part  2 (relating  to  Society’s 
financial  affairs) 

Delegates  to  the  American  Medical  Association 

Trustees  of  Oregon  Physicians’  Service 

Professional  Consultation 

National  Policy 

Patient-Physician  Relations 

Oregon  Medical  Education  Foundation 

Hospitals  and  Related  Institutions 

State  Industrial  Affairs 

Medical  Advisory  Committee,  State  Industrial 
Accident  Commission 
Federal  Medical  Services 
Cancer 
Diabetes 

Conservation  of  Hearing 
Conservation  of  Vision 
Oregon  Medical  History 
Representative,  Mental  Health  Authority' 

Recommended  that  Special  Commendation  be  ex- 
tended to  E.  G.  Chuinard,  Chairman  of  the  Com- 
mittee on  Oregon  Medical  History. 

Action  of  House  of  Delegates 

The  House  of  Delegates  voted  to  amend  the  re- 
port of  the  Reference  Committee  by  directing  that 
special  acknowledgement  and  declaration  of  appre- 
ciation be  sent  to  Haack  Laboratories  of  Portland 
for  commissioning  Portland  artist  Mr.  H.  Elmer 
House,  to  paint  an  oil  portrait  of  Dr.  John  Mc- 
Loughlin,  Father  of  Oregon,  for  display  in  the  So- 
ciety headquarters  office. 
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Recommendations  of  the  Reference  Committee, 
as  amended  were  then  adopted. 

II 

In  the  second  part  of  its  report,  the  Reference 
Committee  listed  the  reports  of  committees  and  of- 
ficers whose  recommendations  were  recommended 
for  adoption.  These  reports  and  the  recommenda- 
tions are  as  follows: 

A.  Committee  on  Revision  of  Bylaws 
(recommendations  summarized) 

1.  That  component  medical  societies  select  or 
elect  delegates  and  alternate  delegates  to  the 
Oregon  State  Medical  Society  for  a period  of 
one  year  beginning  on  January  1 and  extend- 
ing through  December  31  of  each  year. 

2.  That  the  provision  that  the  Committee  on 
Public  Health  shall  be  composed  of  the  chair- 
men of  all  committees  under  the  Public 
Health  Commission  be  deleted,  and  that 
members  of  the  Committee  be  appointed  in 
accordance  with  the  practices  followed  in 
making  other  committee  appointments. 

3.  That  the  name  of  the  Committee  on  Central 
Blood  Banks  be  changed  to  the  Committee 
on  Blood  Banks  and  Transfusion  Services. 

4.  That  the  Committee  on  Postgraduate  Educa- 
tion be  disestablished  and  the  functions  of 
that  Committee  be  combined  with  the  Com- 
mittee on  Medical  Education. 

5.  That  a scientific  section  on  radiology  be 
established. 

B.  Committee  on  Medical  Education 

1.  That  the  House  of  Delegates  continue  to 
permit  the  Committee  on  Medical  Education 
to  hold  an  annual  dinner  and  program  for 
the  graduating  senior  class  of  the  University 
of  Oregon  Medical  School,  such  a dinner  and 
program  to  cost  in  the  neighborhood  of  $300. 

2.  That  the  House  of  Delegates  continue  to  re- 
commend and  urge  each  component  society 
of  the  Oregon  State  Medical  Society  to  in- 
terest themselves  in  and  devote  themselves 
to  matters  pertaining  to  recruitment  programs 
such  as  have  been  advised  and  demonstrated 
in  previous  years. 

3.  That  the  House  of  Delegates  continue  to 
authorize  State  Society  assistance  and  finan- 
cial aid  to  the  Multnomah  County  Medical 
Society  in  the  conduct  of  its  program  of  reg- 
ular meetings  with  interns  and  residents  of 
the  hospitals  in  Portland. 

C.  Committee  on  Public  Relations 

1.  The  component  societies  develop  and  main- 
tain a speakers  bureau  composed  of  members 
prepared  to  discuss  the  following  subjects: 

(a)  Socialized  medicine  generally  and  medi- 
cal care  for  the  aged  through  the  Social 
Security  approach. 

(b)  The  cost  of  medical  and  hospital  care 


and  matters  relating  to  prepaid  health 
insurance. 

(c)  Drugs,  including  regulatory  controls  and 
costs. 

(d)  Health  information  subjects. 

2.  That  component  societies  develop  and  main- 
tain close  working  relationships  with  all  forms 
of  news  media. 

3.  That  component  societies  develop  and  main- 
tain liaison  with  other  professions,  business, 
industry  and  agriculture. 

4.  That  component  societies  be  constantly  alert 
and  take  full  advantage  of  all  opportunities 
for  the  dissemination  of  accurate  information 
related  to  health  and  medicine  through  the 
news  media  and  other  outlets. 

5.  That  component  societies  give  greater  con- 
sideration to  participating  in  the  “Doctor- 
Citizen  of  the  Year”  award. 

6.  That  component  societies  encourage  news 
and  editorial  writers  of  the  local  newspapers 
in  the  area  of  their  jurisdiction  to  submit 
stories  and  editorials  for  the  consideration  of 
this  Committee  in  making  the  annual  “press” 
and  “editorial”  awards. 

D.  Advisory  Committee  to  Nursing  Home 
Accreditation  Program 

1.  That  the  Oregon  State  Medical  Society  con- 
tinue to  encourage  the  philosophy  of  self- 
accreditation by  the  Oregon  Nursing  Home 
Association. 

E.  Joint  Medical  Legal  Committee  to  the  Oregon 
State  Bar  and  the  Oregon  State  Medical  Society 

1.  That  component  societies  be  urged  that  pro- 
grams of  a joint  medical-legal  nature  should 
be  presented  and  members  of  the  State  So- 
ciety Committee  attend  these  meetings  if 
requested. 

2.  That  each  component  medical  society  again 
be  urged  to  establish  a joint  medical-legal 
committee  if  they  have  not  already  done  so, 
to  handle  any  misunderstandings  that  might 
be  brought  to  the  attention  of  physicians  or 
attorneys  at  the  local  level. 

F.  Committee  on  Public  Health 

1.  That  component  societies  be  urged  to  devote 
increased  attention  to  the  public  health  as- 
pects of  the  affairs  of  their  areas  of  jurisdic- 
tion and  maintain  close  liaison  with  the  health 
department  or  departments  in  such  areas. 

2.  That  component  societies  and  individual  phy- 
sicians give  attention  to  the  immunization  lev- 
els of  the  citizens  in  their  areas,  and  their  pa- 
tients, and  that  special  emphasis  be  given  to 
the  immunization  of  adults. 

G.  Committee  on  Perinatal  Mortality  Studies 

1.  That  all  Oregon  hospitals  be  urged  to  weigh 
their  stillborn  fetuses,  particularly  those  over 
500  Gm. 

2.  That  premature  infants  be  weighed  on  ad- 
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mission  to  the  nurseries  if  not  weighed  in 
the  delivery  room. 

3.  That  approval  be  given  a proposed  pilot  study 
by  the  University  of  Oregon  Medical  School 
to  evaluate  the  surviving  small  premature 
infants  (1000-1500  Cm.)  born  in  the  State 
of  Oregon  in  1960. 

H.  Committee  on  Mental  Health 

1 . That  this  Committee  continue  as  the  Pro- 
fessional Advisory  Committee  to  the  Mental 
Health  Association  of  Oregon. 

2.  That  the  Oregon  State  Medical  Society  re- 
view and  implement,  where  feasible,  the  re- 
commendations of  the  AMA  Congress  on 
Mental  Health,  October,  1962. 

I.  Committee  on  Rehabilitation 

1.  That  the  proposals  for  the  utilization  of  the 
Rehabilitation  Institute  of  Oregon  services  by 
the  Division  of  Restorative  Services  of  the 
State  Industrial  Accident  Commission,  as  dis- 
cussed at  the  meeting  of  the  Committee  on 
Rehabilitation  on  July  6,  1962,  be  approved 
by  the  House  of  Delegates. 

2.  That  the  Committee  on  Rehabilitation  pro- 
ceed to  obtain  information  regarding  existing 
standards  of  rehabilitation  centers  from  all 
possible  sources  and  after  appropriate  study 
develop  recommendations  regarding  what 
standards  should  be  promulgated.  This  in- 
formation can  then  be  passed  on  to  the  Ore- 
gon State  Board  of  Health  for  their  use  in 
consideration  of  the  establishment  of  stand- 
ards for  rehabilitation  centers  generally  in 
Oregon. 

3.  That  the  Committee  on  Rehabilitation  con- 
tinue to  be  authorized  to  prepare  and  distrib- 
ute to  all  members  of  the  Society  a brochure 
explaining  the  rehabilitation  services  which 
are  available  in  our  State. 

4.  That  the  Committee  on  Annual  Session  be 
requested  to  consider  including  a panel  dis- 
cussion on  rehabilitation  in  the  scientific  pro- 
gram of  the  Society’s  1963  Annual  Session 
and,  if  possible,  obtain  a speaker  whose  inter- 
est might  provide  our  Society  with  informa- 
tion concerning  rehabilitation.  No  comment 
will  be  made  on  the  fourth  recommendation. 

5.  That  the  Committee  on  Rehabilitation  at  the 
state  level  continue  to  exist  for  the  purposes 
originally  intended,  as  outlined  by  the  AMA 
report  of  the  Committee  on  Rehabilitation, 
August  31,  1967. 

J.  Committee  on  Rural  Health 

1.  That  since  the  problems  of  rural  health  are 
local,  component  medical  societies  assume 
the  leadership  in  attacking  the  problems 
which  are  found  to  be  present. 

2.  That  the  cost  of  health  services,  especially 
the  cost  of  hospitalization,  be  explained  and 
demonstrated  to  people  in  rural  communities. 
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3.  That  the  increasing  cost  of  prepaid  health 
insurance  likewise  be  explained  and  demon- 
strated and  the  advisability  of  obtaining 
health  insurance  protection  through  indem- 
nity and  major  medical  plans  be  stressed. 

4.  That  the  Society,  through  the  Committee  on 
Rural  Health,  continue  its  operation  of  the 
Physicians  Placement  Service  program  at  its 
present  high  level  of  activity. 

K.  Committee  on  Heart  Disease 

1.  Continued  support  of  the  activities  of  the 
Oregon  Heart  Association.  This  organization 
is  filling  a need  for  state-wide  cardiovascular 
activity. 

L.  Committee  on  Tuberculosis 

1.  That  the  Medical  Society'  should  encourage 
more  tuberculin  testing  by  private  physicians 
and  private  hospitals,  and  support  the  Public 
Health  Program  of  widespread  tuberculin 
testing  in  schools  with  chest  films  on  all  close 
contacts  with  positive  reactors. 

2.  That  active  intensive  antimicrobial  therapy 
should  be  given  to  children  with  positive 
tuberculin  reactions,  and  to  adults  whose  tu- 
berculin reaction  is  known  to  have  become 
positive  recently. 

M.  Committee  on  Pharmacy  and  Drugs 

1.  That  the  Society  have  printed  in  folder  or 
pamphlet  form,  and  distribute  to  each  of  its 
members,  a copy  of  the  Physician-Pharma- 
cist Code  of  Understanding. 

2.  That  the  Society,  through  its  component 
county  medical  societies,  further  organize 
and  proceed  in  the  collection  of  unused  drugs 
and  drug  samples  for  Civil  Defense  purposes. 

3.  That  the  Society,  through  its  executive  of- 
ficers, request  that  a postponement  of  100 
days  from  October  6,  1962,  be  granted  before 
adoption  of  the  proposed  new  amendments 
to  the  FDA  regulations  governing  the  study 
clinical  trial  on  patients  and  development  of 
new  drugs,  in  order  that  appointed  represen- 
tatives of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  may  offer  certain 
modifications  of  these  regulations. 

4.  That  the  Society  consider  the  advisability 
of  recommending  to  the  1963  Oregon  State 
Legislature  that  that  section  of  the  law  per- 
taining to  the  responsibility  of  nurses  handl- 
ing prescriptions  in  nursing  homes  and  hos- 
pitals where  a pharmacist  is  not  on  duty  and 
which  reads  “or  other  delegated  personnel,” 
be  deleted. 

5.  That  the  Society,  through  its  membership  and 
its  Committees  on  Public  Policy  and  Pharm- 
acy and  Drugs,  promote  a campaign  and  con- 
duct studies  to  reach  a mutual  agreement  as 
to  the  designation  on  the  written  or  verb- 
ally ordered  prescription  as  to  the  number 
of  times  that  a prescription  should  be  refilled. 
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N.  Committee  on  Oregon  Poison  Control  Center 

1.  That  the  Society  increase  its  financial  sup- 
port of  the  Oregon  Poison  Control  Center. 

2.  That  the  Center’s  policy  of  avoiding  giving 
consolation  or  aid  to  non-professional  persons 
be  continued. 

3.  That  physicians  advise  their  non-professional 
employees  of  the  limitations  of  the  Center’s 
consultation  service. 

O.  Committee  on  Charitable  Medical  Care 

1.  That  the  Society  support  the  request  which 
the  State  Public  Welfare  Commission  will 
present  at  the  1963  Legislature  for  additional 
medical  aid  funds  under  a “B”  budget  classi- 
fication. 

2.  That  the  House  of  Delegates  strongly  re- 
emphasize the  importance  of  component  so- 
ciety assistance  to  local  public  welfare  com- 
missions in  developing  a more  efficient  utili- 
zation of  welfare  medical  and  hospital  service 
funds. 

Action  of  House  of  Delegates 

The  House  of  Delegates  adopted  these  recom- 
mendations of  the  Reference  Committee. 

III 

Relative  to  Part  I of  the  Report  of  the  Secretary- 
Treasurer  which  listed  the  principal  actions  of  the 
Board  of  Trustees  during  the  1961-1962  Society 
year,  the  Reference  Committee  questioned  action  of 
the  Board  in  approving  the  following  recommenda- 
tion of  the  Committee  on  Public  Policy: 

“That  the  Key  Man  and  Key  Woman  system  for 
carrying  out  the  Society’s  legislative  policies 
be  continued  and  that  a Key  Man  conference 
be  called  at  an  early  date,  with  the  Society 
assuming  the  expenses  of  travel,  meals  and 
lodgings  for  all  Key  Men  who  attend. 

The  Reference  Committee  submitted  the  following 
recommendation  relative  to  this  Policy: 

“That  a committee  be  appointed  to  investigate 
the  establishment  of  a policy  regarding  travel 
expense  of  people  involved  in  activities  of  the 
Society.” 

Action  of  the  House  of  Delegates 

(a)  Adopted  the  recommendation  of  the  Refer- 
ence Committee  that  the  Society’s  travel  ex- 
pense policy  be  investigated. 

(b)  Adopted  Part  I of  the  Report  of  the  Secre- 
tary-Treasurer as  amended  by  the  Reference 
Committee. 

IV 

The  Reference  Committee  recommended  that  the 
following  resolution  submitted  to  the  Board  of  Trus- 
tees by  the  Marion-Polk  County  Medical  Society  and 
referred  by  that  Board  to  the  House  of  Delegates 
at  this  session  not  be  adopted: 

The  Marion-Polk  County  Medical  Society 
is  concerned  over  the  decreasing  percentage 
of  participation  by  physicians  in  Oregon 
Physicians’  Service.  This  concern  is  the  more 


acute  by  reason  of  the  recent  announcement 
by  the  AMA  that  physicians  will  provide 
service  benefits  for  surgical  and  in-hospital 
medical  care  for  most  people  over  65.  We 
believe  that  steps  must  be  taken  to  enable 
internists  and  other  physicians  in  non-sur- 
gical  practices  to  participate  in  OPS,  on  an 
equitable  basis.  This  requires  correction  of 
the  payments  to  physicians  for  office  care. 
We  believe  the  simplest  and  indeed  the  only 
practical  way  of  doing  this  is  to  make  OPS 
payments  for  office  calls  an  indemnity.  We 
recommend  that  this  change  in  the  policy  of 
OPS  be  put  into  practice  with  all  deliberate 
speed. 

The  following  substitute  recommendation  was  in- 
troduced and  duly  seconded: 

That  the  resolution  of  the  Marion-Polk  County 
Medical  Society  referred  to  the  House  of  Delegates 
by  the  Board  of  Trustees  be  re-referred  to  the  Com- 
mittee on  Prepaid  Medicine  with  following  specific 
instructions: 

(a)  That  the  resolution  be  presented  to  the  Ore- 
gon Academy  of  General  Practice  and  to  the 
organizations  representing  each  of  the  special- 
ty and  subspecialty  groups  in  Oregon;  and, 

(b)  That  each  such  organization  be  asked  for  an 
expression  of  opinion  on  the  resolution  and 
for  any  corollary  suggestions  bearing  on  the 
problems  of  physician-participation  in  Oregon 
Physicians’  Service  which  they  may  have; 
and, 

(c)  That  the  Committee  on  Prepaid  Medicine 
tabulate  its  results  and  report  its  findings 
and  recommendations  at  the  1963  midyear 
meeting  of  the  House  of  Delegates. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  adopted  the  substitute 
recommendation. 

V 

The  report  of  the  Committee  on  Public  Policy 
contained  the  following  recommendations: 

1.  That  the  Society  reaffirm  its  position  in  sup- 
port of  measures  designed  to  provide  high 
quality  ambulance  service  in  this  state  and 
urge  the  implementation  of  the  1961  Am- 
bulance Act. 

2.  That  the  Society  sponsor  at  the  1963  Oregon 
Legislative  Session  amendments  to  the  1961 
“Morbidity  and  Mortality  Studies  Act”  to  pro- 
vide that  reports,  information  and  material 
used  by  in-hospital  committees  shall  be  privi- 
leged communications  and  may  not  be  used 
or  offered  in  evidence  in  any  legal  proceed- 
ings. 

3.  That  the  Society  reaffirm  its  position  favor- 
ing the  inclusion  of  Multnomah  County  under 
the  Medical  Investigators  Act  and  that  legis- 
lation to  accomplish  this  purpose  be  spon- 
sored at  the  1963  Oregon  Legislative  Session. 

4.  That  the  Society  sponsor  legislation  at  the 
1963  Oregon  Legislative  Session  to  provide 
that  the  records  of  hearings  on  commitments 
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to  a state  mental  hospital  shall  be  confidential 
and  specify  who  shall  have  access  to  such 
records. 

5.  That  this  House  of  Delegates  consider  and 
express  an  opinion  regarding  whether  the 
Society  should  support  or  sponsor  a legislative 
proposal  at  the  1963  Oregon  Legislative  Ses- 
sion providing  for  the  establishment  of  pro- 
fessional corporations  or  associations. 

The  Reference  Committee  recommended  that  Re- 
commendation No.  1 of  the  Committee  on  Public 
Policy  be  amended  to  read  as  follows: 

1 . That  the  State  Society  send  to  each  compon- 
ent a copy  of  the  Ambulance  Act  and  its 
Rules  and  Regulations  and  encourage  the 
dissemination  of  the  information  to  its  in- 
dividual members. 

2.  That  in  the  implementation  of  the  Rules  and 
Regulations  of  the  Ambulance  Act,  the  State 
Board  of  Health  give  special  consideration 
to  volunteer  operations  in  remote  areas. 

3.  That  the  component  societies  take  an  active 
part  in  the  training  of  ambulance  personnel. 

4.  That,  in  line  with  upgrading  ambulance 
sendees  throughout  the  State,  the  Society  seek 
to  have  the  State  Industrial  Accident  Com- 
mission review  the  standards  for  emergency 
vehicles  transporting  injured  workmen. 

Action  of  House  of  Delegates 

Amended  the  recommendation  of  the  Reference 
Committee  by  adding  the  following  resolution: 

5.  That  the  Oregon  State  Medical  Society  firmly 
recommends  and  supports  the  continuance 
of  an  adequate  ambulance  regulation  law. 

Relative  to  Recommendation  No.  5 of  the  Com- 
mittee on  Public  Policy,  the  Reference  Committee 
asked  for  an  expression  of  opinion  from  the  floor 
for  the  guidance  of  the  Committee  on  Public  Policy. 
Action  of  the  House  of  Delegates 

(a)  A motion  was  duly  made  and  duly  seconded 
that  the  Society  not  support  a legislative 
proposal  at  the  1963  Oregon  State  Legislature 
permitting  the  establishment  of  professional 
corporations  or  associations. 

(b)  Following  an  extended  period  of  discussion, 
the  motion  was  laid  on  the  table. 

The  recommendations  of  the  Reference  Commit- 
tee relative  to  the  report  of  the  Committee  on  Public 
Policy  was  then  adopted  as  amended. 

VI 

The  report  of  the  Committee  on  Prepaid  Medicine 
contained  the  following  recommendations: 

1.  That  the  action  of  the  Board  of  Trustees  in 
approving  by  mail  ballot  the  new  administra- 
tive plans  for  the  American  Medical  Associa- 
tion-Blue Shield  National  Senior  Citizen 
Health  Insurance  program  be  affirmed. 

2.  That  the  brochure  listing  all  health  insurance 
companies  and  plans  offering  health  insur- 


ance to  persons  over  65  years  of  age,  author- 
ized by  the  House  of  Delegates  at  its  1962 
Midyear  Meeting  be  limited  to  a simple  list- 
ing of  the  names  and  addresses  of  all  such 
companies  or  plans  with  appropriate  introduc- 
tions and  comments. 

3.  That  the  Society  declare  itself  to  favor  the 
offering  of  catastrophic  health  insurance  for 
persons  over  65  years  of  age  to  supplement 
basic  health  insurance  plans  and  that  the 
Society'  consider  giving  support  to  state  legis- 
lative measures  which  might  be  required  to 
permit  the  offering  of  this  type  of  protection. 

4.  That  the  Society  strongly  urge  that  an  ex- 
panded program  of  public  information  regard- 
ing the  Medical  Assistance  for  the  Aged 
(Kerr-Mills)  program  be  conducted  through- 
out the  State. 

The  Reference  Committee  recommended  that  the 
report  and  recommendations  of  the  Committee  on 
Prepaid  Medicine  be  adopted  with  the  exception 
that  Recommendation  No.  2 be  amended  to  read  as 
follows : 

2.  That  the  brochure  listing  all  health  insurance 
companies  and  plans  comply  with  the  intent 
of  the  resolution  introduced  and  adopted  at 
the  1962  midyear  meeting  of  the  House  of 
Delegates,  which  reads  as  follows: 

WHEREAS,  the  Oregon  State  Medical  So- 
ciety strongly  endorses  the  principal  of  vol- 
untary prepaid  health  insurance  on  a private 
basis  and  is  particularly  interested  in  the 
rapid  development  of  special  voluntary 
health  insurance  plans  for  persons  over  age 
65;  and, 

WHEREAS,  numerous  new  insurance  plans 
of  this  nature  have  been  introduced  in  recent 
months  and  are  currently  available  to  those 
persons  over  age  65,  and, 

WHEREAS,  these  senior  citizens  could 
benefit  from  the  publication  of  a compact  in- 
dex of  insurance  programs  in  Oregon  avail- 
able to  them  so  that  they  might  choose  the 
plan  best  suited  to  their  needs,  now, 

THEREFORE  BE  IT  RESOLVED,  that  the 
Oregon  State  Medical  Society  does  hereby 
instruct  the  appropriate  body  within  the  So- 
ciety to  prepare  and  distribute  such  a bro- 
chure to  all  member  physicians  and  to  the 
general  public  as  soon  as  practicable. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  adopted  the  report  of  the 
Committee  on  Prepaid  Medicine  as  amended  by  the 
Reference  Committee. 

VII 

The  Report  of  the  Committee  on  Professional  Wel- 
fare contained  the  following  recommendation: 

That  the  Committee  be  authorized  to  establish 
a retirement  fund  for  members  of  the  Oregon  State 
Medical  Society  consisting  of  two  parts  as  follows: 

a.  An  insurance  program  which  would  provide 
a fixed  amount  of  annuity  or  cash  in  a lump 
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sum  payable  at  an  age  determined  at  the 
discretion  of  the  physician, 
b.  An  investment  program  similar  to  a mutual 
fund  wherein  regular  payments  made  by  the 
physician  would  be  invested  in  a variety  of 
securities. 

The  Reference  Committee  recommended  that  the 
recommendation  of  the  Committee  on  Professional 
Welfare  be  amended  to  read  as  follows: 

That  the  Committee  on  Professional  Welfare 
be  authorized  to  establish  a retirement  fund  for 
members  of  the  Oregon  State  Medical  Society  if 
this  is  found  to  be  feasible  after  further  investi- 
gation. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  voted  to  adopt  the  report 
and  recommendations  of  the  Committee  on  Profes- 
sional Welfare  as  amended  by  the  Reference  Com- 
mittee. 

Report  of  the  Committee  on  New  Business 

The  Committee  on  New  Business  which  had  re- 
ferred to  it  three  resolutions  and  the  reports  of  the 
Committee  on  Publication  and  the  Special  Commit- 
tee to  study  the  relationships  between  doctors  of 
medicine  and  doctors  of  osteopathy  was  composed 
of  William  D.  Guyer,  Bend,  Chairman;  M.  R.  Ken- 
nedy, Coquille;  K.  F.  Kerby,  Nyssa;  Hance  F. 
Haney,  Portland;  and  Marvin  Robb,  Hillsboro.  The 
recommendations  of  the  Committee  and  the  action 
of  the  House  of  Delegates  are  as  follows: 

I 

Resolution  No.  1,  introduced  by  the  Josephine 
County  Medical  Society  and  which  recommended 
that  the  Society  endorse  the  “Bow”  type  approach  to 
medical  assistance  for  the  aged,  reads  as  follows: 

WHEREAS,  the  King-Anderson  bill  was 
defeated  in  the  U.S.  Senate  by  a narrow  mar- 
gin of  two  votes,  and  this  possibly  because  of 
a technicality  to  avoid  delaying  passage  of  a 
more  urgent  measure  to  which  this  bill  was 
appended,  it  is  obvious  that  the  K-A  measure 
will  be  re-introduced  at  the  next  session  of 
Congress  and  that  unless  the  medical  pro- 
fession has  new  ammunition,  the  final  roll 
call  will  not  be  as  favorable  as  it  was  this 
year,  and, 

WHEREAS,  the  concept  of  Kerr-Mills  leg- 
islation is  good  will  not  be  argued,  several 
factors  weaken  it.  The  chief  argument 
against  it  is  that  it  requires  implementation 
by  the  individual  states,  and  if  the  legislators 
of  these  states  do  not  see  fit  to  pass  enabling 
legislation,  then  it  cannot  be  used  as  a valid 
argument  against  the  K-A  bill.  Similarly, 
some  of  the  programs  which  have  been  en- 
dorsed under  Kerr-Mills  are  inadequate.  This 
is  the  case  in  Oregon.  To  fight  K-A  with  K-M 
is  like  fighting  atom  bombs  with  bow  and 
arrow;  and, 

WHEREAS,  the  problem  which  the  aged 
face  is  not  the  small  medical  bills  of  up  to 
$300.00  but  the  bills  which  are  in  excess  of 
this  figure  and  which  threaten  to  pauperize 
the  individual  with  resultant  loss  of  savings, 


home,  and  even,  occasionally,  savings  of  re- 
sponsible relatives.  If  this  threat  were  re- 
moved, the  proponents  of  K-A  legislation 
would  have  no  adequate  ammunition;  and, 

WHEREAS,  it  is  proposed,  that  while  the 
Kerr-Mills  approach  should  be  given  full  sup- 
port and  implemented  as  necessary,  support 
also  be  given  to  the  “Bow”  type  of  approach 
wherein  tax  credits  are  given  for  the  pur- 
chase of  adequate  private  catastrophe  insur- 
ance, up  to  a maximum  of  $125.00.  For  those 
who  are  not  obligated  to  an  income  tax  pay- 
ment, a certificate  in  like  amount  could  be 
issued  for  purchase  of  such  insurance;  and, 

WHEREAS,  the  costs  of  the  K-A  bill  are 
subject  to  wide  debate  and  disagreement,  and 
represent  only  a start  in  an  expanded  social 
security  program,  the  taxes  on  which  will 
steadily  increase  insidiously  both  in  rate  and 
income  base,  the  costs  of  the  proposed  pro- 
gram, taken  out  of  general  tax  revenues 
would  be  predictable;  i.e.,  17,000,000x125  or 
roughly  2 billion  dollars  per  annum;  now, 

THEREFORE,  BE  IT  RESOLVED,  that  this 
is  the  best  program  presented  to  meet  the 
problem  to  date  and  that  the  Josephine 
County  Medical  Society  present  a resolution 
at  the  OSMS  House  of  Delegates  recommend- 
ing its  endorsement;  and, 

BE  IT  FURTHER  RESOLVED,  that  the  en- 
dorsement of  the  Oregon  State  Medical  So- 
ciety of  “Bow”  type  approach  be  conveyed  to 
the  House  of  Delegates  of  the  American  Med- 
ical Association. 

Relative  to  this  resolution,  the  Committee  on  New 
Business  recommended  the  adoption  of  the  follow- 
ing substitute  statement: 

The  Kerr-Mills  approach  to  meeting  the  health 
care  needs  of  the  aged  with  low  incomes  or 
financial  resources  should  continue  to  be  given 
full  support  and  improved  when  necessary.  The 
Oregon  State  Medical  Society  also  supports  the 
“Bow”  type  of  approach  wherein  tax  credits 
are  given  for  the  purchase  of  adequate  private 
catastrophic  insurance  for  senior  citizens. 

The  Committee  on  New  Business  also  recom- 
mended that  the  statement  be  conveyed  to  the  House 
of  Delegates  of  the  American  Medical  Association. 
Action  of  the  House  of  Delegates 

The  recommendations  of  the  Committee  on  New 
Business  relative  to  Resolution  No.  1 were  adopted. 

II 

Resolution  No.  2 introduced  by  the  Committee  on 
Medical  Education  commending  Donald  Pickering, 
Director  of  the  Primate  Center  of  Oregon,  reads  as 
follows: 

WHEREAS:  Don  Pickering  has  shown  un- 
usual ingenuity  and  perseverance  in  estab- 
lishing and  bringing  to  its  present  state  the 
Primate  Center  of  Oregon,  and, 

WHEREAS;  this  Center  is  the  first  of  its 
kind  in  America  and  is  in  itself  a pioneer 
venture,  and, 

WHEREAS;  The  Governor  of  Oregon  and 
other  prominent  citizens  and  scientists  have 
attested  to  the  scientific,  research  and  educa- 
tional significance  of  this  Center  in  Oregon, 
and, 
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WHEREAS;  leading  pediatric  groups  in  this 
country  have  recently  bestowed  honors  on 
Dr.  Pickering  for  his  research  contributions, 
and, 

WHEREAS;  The  Oregon  State  Medical  So- 
ciety and  its  members  are  keenly  aware  and 
appreciative  of  these  facts, 

THEREFORE  BE  IT  RESOLVED  that  the 
88th  Annual  Session  of  the  Oregon  State 
Medical  Society  extend  its  congratulations 
and  commendations  to  Dr.  Pickering  and  his 
Primate  Center  staff  for  a job  well  done  and 
a significant  venture  well  begun. 

The  Committee  on  New  Business  recommended 
the  adoption  of  this  resolution. 

Action  of  the  House  of  Delegates 

The  recommendation  of  the  Committee  on  New 
Business  was  adopted. 

Ill 

Resolution  No.  3,  introduced  by  the  Committee  on 
Pharmacy  and  Drugs  requesting  a one-hundred  day 
postponement  of  the  enforcement  of  the  new  drug 
regulations  by  the  Federal  Food  and  Drug  Admini- 
stration, reads  as  follows: 

WHEREAS,  the  Oregon  State  Medical  So- 
ciety, through  its  membership,  has  long 
ascribed  to  and  approved  of  the  present  laws 
governing  the  control  of  drugs,  the  introduc- 
tion of  new  drugs  and  the  activities  of  the 
Federal  Food,  Drug  and  Cosmetic  Adminis- 
tration in  the  protection  and  safeguarding  the 
public,  as  well  as  the  physician,  dentist  and 
veterinarian  with  respect  to  the  safety  and 
use  of  newly  introduced  drugs;  and, 

WHEREAS,  it  is  recognized  that  the  Food 
and  Drug  Administration  has  been,  and  is, 
under  strong  pressure  to  protect  the  public 
from  the  dangers  resulting  from  the  use  of 
drugs  and  the  introduction  of  those  drugs 
which  are  not  safe.  It  is  also  recognized  that 
some  improvements  and  modifications  should 
be  made  in  the  present  regulations  to  further 
protect  the  public  against  toxic  and  unsafe 
therapeutic  agents;  and, 

WHEREAS,  a new  set  of  proposed  amend- 
ments to  new  drug  regulations  (21  CRF 
130.3)  were  published  in  the  Federal  Register 
dated  August  7,  1962,  which  set  out  strict  and 
impracticable  new  regulations  governing  the 
preliminary  clinical  investigations  of  new 
drugs  on  all  human  beings.  While  the  intent 
of  these  changes  are  commendatory,  their  en- 
forcement would  stifle  and  greatly  impede 
the  early  clinical  investigation  of  new  drugs. 
Further,  rules  have  been  proposed  which 
would  interfere  unnecessarily  with  the  activ- 
ity of  those  physicians  qualified  to  study  the 
effects  of  drugs  on  themselves,  on  volunteers 
and  in  patients;  and, 

WHEREAS,  the  proposed  amendments  to 
these  drug  regulations  vest  unlimited  author- 
ity and  complete  decision  in  the  hands  of  the 
Commissioner  of  Food  and  Drugs  with  re- 
spect to  the  selection  and  approval  of  inves- 
tigators, the  initiation,  the  organizing  and 
the  prosecution  of  any  clinical  trials  of  new 
drugs  on  humans  by  physicians,  enforcement 
of  these  new  regulations  would  eliminate 
many  qualified  and  expert  physicians  from 
undertaking  clinical  studies  on  new  drugs; 
and, 


WHEREAS,  the  changes  introduced  by  the 
Senate  (Section  7,  S.1552)  in  these  amend- 
ments, requiring  clinical  investigators  study- 
ing new-  drugs  to  register  with  the  Secretary 
(of  HEW)  and  to  provide  records  of  all  tests 
performed  on  new  drugs  at  any  (reasonable) 
time  directly  to  the  Secretary,  and  to  further 
permit  all  records  dealing  with  the  trial  of 
new’  drugs  to  be  perused  and  copied  by  repre- 
sentatives of  the  FDA  at  any  time  . . . would 
be  a breach  of  ethics  in  the  doctor-patient  re- 
lationship, would  be  unnecessarily  overregu- 
latory,  and  would,  through  incessant  record- 
keeping, communication  directly  with  the 
FDA  ,etc.,  discourage  physicians  from  under- 
taking clinical  trial  which,  latter,  are  so  nec- 
essary and  important  for  the  welfare  of  the 
public  to  establish  safety,  efficacy  and  dosage 
range  of  new  drugs  in  the  human;  now, 

THEREFORE  BE  IT  RESOLVED,  that  the 
Oregon  State  Medical  Society,  through  its  Ex- 
ecutive Committee  and  President  be  instruct- 
ed to  write  a letter  to  the  Hearing  Clerk,  De- 
partment of  Health,  Education,  and  Welfare, 
Room  5440,  330  Independence  Avenue  S.W., 
Washington  25,  D.C.,  requesting  that  the  en- 
forcement of  the  proposed  regulations  be 
postponed  for  a reasonable  period  such  as  100 
days  so  that  designated  officers  and/or  mem- 
bers of  the  American  Medical  Association  be 
permitted  to  appear  personally  before  ap- 
propriate officials  of  the  Department  of  HEW 
to  present  their  recommendations  concerning 
modifications  of  these  regulations;  and, 

BE  IT  FURTHER  RESOLVED,  that  copies 
of  the  aforesaid  letter  and  this  resolution,  and 
other  material  be  sent  to  Hon.  Oren  Harris, 
House  of  Representatives,  Washington  25, 
D.C.,  to  other  Congressmen  concerned  with 
this  legislation,  and  to  the  Board  of  Trustees, 
American  Medical  Association,  Chicago  10, 
Illinois. 

The  Committee  on  New  Business  recommended 
the  adoption  of  this  resolution. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  adopted  the  recommenda- 
tions of  the  Committee  on  New'  Business. 

IV 

The  Committee  on  New’  Business  recommended 
that  the  report  of  the  Special  Committee  to  study 
the  Relationship  Between  Doctors  of  Medicine  and 
Doctors  of  Osteopathy  be  commended  and  its  report 
approved.  The  Committee  on  New  Business  recom- 
mended further  that  the  Special  Committee  be  con- 
tinued for  another  year  to  conduct  whatever  addi- 
tional studies  it  considers  advisable,  and  that  any 
recommendations  requiring  legislation  be  referred 
to  the  Committee  on  Public  Policy. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  adopted  the  recommenda- 
tions of  the  Committee  on  New  Business. 

V 

The  report  of  the  Committee  on  Publication,  com- 
posed of  members  of  the  Society  serving  on  the 
Board  of  Trustees  of  Northwest  Medical  Publishing 
Association,  contained  the  following  recommenda- 
tions: 

1.  That  the  Oregon  State  Medical  Society  con- 
tinue to  participate  in  Northwest  Medicine. 


962 

Northwest  Medicine,  November  1962 


2.  That  the  Society  endorse  the  policy  of  “bud- 
getary retrenchment”  instituted  by  the  Board 
of  Trustees  of  Northwest  Medical  Publish- 
ing Association  during  the  current  years  of 
reduced  advertising  income. 

3.  That  the  Society  support  the  Board  of  Trus- 
tees of  Northwest  Medical  Publishing  As- 
sociation in  its  action  making  a change  in  the 
Association’s  national  advertising  representa- 
tive. 

4.  That  the  Society  approve  the  recent  actions 
of  the  Board  of  Trustees  of  the  Northwest 
Medical  Publishing  Association  relative  to 
“editorial  considerations.” 

The  Committee  on  New  Business  recommended 
that  recommendations  No.  1 and  2 of  the  Committee 
on  Publication  be  amended  to  read  as  follows  and 
the  report  then  be  adopted  as  amended: 

1.  That  the  Oregon  State  Medical  Society  con- 
tinue to  participate  in  Northwest  Medicine 
and  that  it  take  every  opportunity  to  further 
its  usefulness  to  the  physicians  of  Oregon. 

4.  That  all  matters  of  editorial  consideration  be 
restricted  to  the  Board  of  Trustees  and  the 
Editor  of  Northwest  Medicine. 

Action  of  the  House  of  Delegates 

The  House  of  Delegates  voted  to  adopt  the  re- 
port of  the  Committee  on  Publication  as  amended 
by  the  Reference  Committee  on  New  Business. 

Report  of  the  Committee  on  Resolutions 

Winifred  H.  Clark,  Portland,  Chairman  of  the 
Committee  on  Resolutions,  submitted  the  following 
commendations  for  members  and  others  who  have 
made  exceptional  contributions  to  the  affairs  of  the 
Society  during  the  year  and  toward  the  success  of 
the  1962  Annual  Session: 

1.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  honor 
Blair  J.  Henningsgaard,  its  88th  president,  for 
the  courageous  and  conscientious  discharge  of 
his  duties  of  this  high  office;  for  his  willing- 
ness to  serve  when  called  upon  to  represent 
this  Society  on  frequent  occasions,  and  for  the 
high  recognition  which  he  earned  for  himself 
and  this  Society  as  its  official  spokesman. 

2.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  give  high 
commendation  to  Daniel  K.  Billmeyer  for  the 
careful  attention  he  has  given  to  the  arrange- 
ments for  the  meeting  of  this  House  of  Dele- 
gates and  the  capable  manner  in  which  he  has 
guided  its  deliberations. 

3.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  express  its  gratitude  to 
Raymond  M.  McKeown,  trustee  of  the  Ameri- 
can Medical  Association,  for  his  faithful  and 
effective  service  to  the  medical  profession 
and  to  this  Society. 

4.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  acknowledge  with  grat- 
itude the  services  of  our  delegates  to  the 
American  Medical  Association,  Max  H.  Par- 
rot and  A.  O.  Pitman,  who  have  given  unself- 
ishly of  their  time. 


5.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  commend 
its  officers,  trustees,  and  members  of  commit- 
tees for  their  untiring  service  and  devotion  to 
affairs  of  the  Society,  often  performed  at  con- 
siderable personal  sacrifice. 

6.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  acknowl- 
edge the  great  contributions  of  the  trustees 
and  the  Advisory  Committee  to  the  Sommer 
Memorial  Lecture  Fund  and  the  Sisters  of 
Charity  of  Providence  of  St.  Vincent  Hospital 
to  the  advancement  of  medicine  in  Oregon 
and  the  Pacific  Northwest,  by  offering  at  this 
1962  Annual  Session  such  outstanding  clini- 
cians and  teachers  as  Max  S.  Sadove,  H.  Wil- 
liam Scott,  Jr.,  and  George  W.  Thorn,  whose 
instructive  and  interesting  addresses  have 
contributed  a great  deal  to  the  sucess  of  this 
88th  Annual  Session. 

7.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  give  high 
commendation  to  its  guest  speakers,  Irwin  H. 
Kaiser,  Arthur  W.  Proetz,  J.  Neill  Garber  and 
Richard  W.  Olmsted,  who  presented  scientific 
papers  of  great  interest  and  value  to  its  mem- 
bers. 

8.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  give  high 
commendation  to  its  members  who  have  pre- 
sented scientific  papers  and  participated  in 
panel  discussions. 

9.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  give  high  praise  to 
Werner  E.  Zeller  and  Huldrick  Kammer, 
chairman  and  vice-chairman  respectively  of 
the  Committee  on  Annual  Session  and  to  all 
of  the  members  of  that  Committee,  for  ar- 
ranging a scientific  program  of  exceptionally 
high  caliber  for  this  Annual  Session. 

10.  BE  IT  RESOLVED,  that  the  Oregon 
Physicians  Artists  Association  be  highly  com- 
mended for  their  sponsorship  of  the  second 
Annual  Physicians  Art  Exhibit  which  has 
contributed  so  much  to  the  success  of  this 
Session. 

11.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  appreciates  the  services 
of  Mr.  John  J.  Coughlin,  legal  counsel;  Mr. 
John  P.  Misko,  legislative  representative;  and 
Mr.  Hollis  H.  Goodrich,  Jr.,  public  relations 
consultant,  throughout  the  years. 

12.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  express  its  appreciation 
to  Mrs.  Ian  D.  Macdonald,  president  of  the 
Woman’s  Auxiliary,  and  to  the  Woman’s 
Auxiliary,  for  their  devoted  service  to  the 
Society  and  for  their  assistance  in  our 
combined  efforts  to  prevent  socialized  medi- 
cine. 

13.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  express  its  genuine  ap- 
preciation to  Haack  Laboratories,  Inc.,  and 
especially  to  its  president,  Mr.  Jesse  C.  Jen- 
sen, for  commissioning  and  presenting  to  the 
Society  an  oil  portrait  by  Portland  artist  Mr. 
H.  Elmer  House,  of  Dr.  John  McLoughlin,  the 
“Father  of  Oregon.” 

14.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  acknowledge  its  appre- 
ciation to  the  management  of  the  Memorial 
Coliseum  for  the  efficient  and  able  conduct 
of  the  facilities  for  the  88th  Annual  Session. 

15.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  considers  the  technical 
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exhibits  presented  at  its  Annual  Session  to  be 
of  great  educational  value,  and  express  its 
gratitude  to  the  many  firms  which  participat- 
ed in  the  technical  exhibits  at  this  Session  and 
commend  them  for  the  high  quality  of  their 
displays. 

16.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  express  its  appreciation 
to  the  news  media  of  this  state  for  their  ex- 
cellent reporting  of  the  events  and  activities 
related  to  this  Session,  and  for  their  excellent 
cooperation  throughout  the  entire  year. 

17.  BE  IT  RESOLVED,  that  the  Oregon 
State  Medical  Society  does  hereby  express  its 
appreciation  to  Mr.  Roscoe  K.  Miller,  execu- 
tive secretary;  Mr.  Harry  C.  Clair  III,  assist- 
ant executive  secretary;  Mrs.  Verda  Snyder 
and  Mrs.  Doris  Bennett,  office  secretaries; 
and  all  other  members  of  the  Society’s  head- 
quarters staff,  for  the  excellent  manner  in 
which  they  have  conducted  its  affairs  during 
the  past  year,  and  especially  their  work  in 
connection  with  this  Annual  Session,  and  also 
to  Mr.  Richard  G.  Layton,  executive  secre- 
tary, Multnomah  County  Medical  Society,  for 
his  able  assistance  during  this  Annual  Meet- 
ing. 

Action  of  the  House  of  Delegates 

The  Resolutions  presented  by  the  Committee  on 
Resolutions  were  unanimously  adopted. 


COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 

CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — 1962  - 1963 

ANESTHESIA— INHALATION,  ENDOTRACHEAL,  REGIONAL 

— by  appointment 

SURGICAL  TECHNIC,  Two  weeks,  February  18,  1963 
SURGERY  OF  COLON  AND  RECTUM,  One  Week  November 
26 

VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week,  De- 
cember 17 

GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks,  April 
I,  1963 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks,  Novem- 
ber 23,  March  1 1,  1963 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  Decem- 
ber 17,  January  28,  1963 

VARICOSE  VEINS,  One  Week,  December  17,  January  28,  1963 
GENERAL  SURGERY,  One  Week,  February  25  1963 
ADVANCES  IN  SURGERY,  One  Week,  December  10 
BOARD  OF  SURGERY  REVIEW,  PART  II,  Two  Weeks,  Novem- 
ber 26,  March  4,  1963 

BASIC  INTERNAL  MEDICINE,  Two  Weeks  March  4 1963 
MANAGEMENT  OF  COMMON  FRACTURES  AND  DISLO- 
CATIONS, One  Week,  December  3 
BOARD  OF  INTERNAL  MEDICINE  REVIEW,  PART  II,  One 

Week,  December  3 

BREAST  AND  THYROID  SURGERY,  One  Week,  December  3 
GALLBLADDER  SURGERY,  Three  Days,  March  II  1963 
SURGERY  OF  HERNIA,  Three  Days,  March  14  1963 
CLINICAL  COURSES  IN  FRACTURES,  DERMATOLOGY 
PEDIATRICS,  RADIOLOGY,  by  appointment 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 

TEACHING  FACULTY  — ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


THE 


lovejoy  RehABilitation  hospital 

(Physician  Referrals  Only) 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

APPROVED  LISTING  BY 
AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 

BROCHURE  ON  REQUEST 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and 
RADIANT  HEAT  TREATMENT 


PARALLEL  BARS 


SHOULDER 

WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 


I 

ft 

¥. 
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lary  likely  to  acquire  a spastic  colon:  the  oversensitive  woman 

P ients  with  irritable  bowel  tend  to  be  oversensitive,  overconscientious  or  resentful,  according  to  psychological  studies .* 
S:h  patients  need  relief  from  anxiety  as  well  as  from  physical  symptoms. 

E<\RAX  provides  both.  Its  anticholinergic,  oxyphencyclimine,  gives  uninterrupted  relief  of  pain,  spasm,  and  hypermotility  through 
pilonged  action  that  is  chemically  "built  in."  Atarax  (hydroxyzine  HCI)  calms  without  increasing  gastric  acid  secretion. 
Cnbined  in  ENARAX,  they  successfully  control  symptoms  of  peptic  ulcer,  functional  bowel  syndrome  and  many  other  G.l. 
c orders.  We  think  you’ll  find  ENARAX  most  likely  to  succeed  with  your  G.l.  patients.  For  complete  prescription  information, 

C lSUlt  product  brochure.  *Alexander,  F.:  Psychosomatic  Medicine,  New  York,  W.  W.  Norton,  1950,  p.  119. 


nost  likely  to  control  the  symptoms 


ENARAX 

(oxyphencyclimine  plus  Atarax®) 


This  is  the  third  of  a series  of  anatomical  plates  by  Bernhard  Albinus  (1697-1770). 
Reproductions  without  printing  and  suitable  for  framing  are  available  upon  request. 


in  skeletal  muscle  spasm 
. . . relief  begins  with 
just  two  tablets  a day 

NORFLEX' 

BY  RIKER 

Brand  of  orphenadrine  citrate* 


Prescribe  Norflex ...  1 tablet  b.i.d. 
Norflex  restores  mobility  quickly  — usually  within 
2 days.  Relieves  associated  pain  by  the  prompt 
relaxation  of  the  muscle  in  spasm. 
Norflex  also  provides  mood  elevation. 
Norflex  tablets:  Each  tablet  contains  100  mg. 

orphenadrine  citrate. 
In  acute,  disabling  muscle  spasm  use 
Norflex  injectable.  (2cc.). 
Norflex  injectable:  For  intramuscular  or 
intravenous  use. 
Each  2cc.  ampul  contains  60  mg.  orphenadrine 
citrate  in  aqueous  isotonic  solution. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

Physician’s  brochure  accompanies  each  package 
and  is  available  upon  request. 


RIKER  LABORATORIES,  INC. 
Northridge,  California 


“U.S.  Pat.  Nos.  2,567,351;  2,991,225 


your  patient  becomes 


with 


effective  tranquilizer  and  skeletal  muscle  relaxant 

THE  TRUE  "TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 


■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 


AVAILABLE:  200  mg.  Caplets®  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily:  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing,  consult  Winthrop's  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 


LABORATORIES,  New  York  18,  N.Y. 


1738M 


968 

Northwest  Medicine,  November  1962 


relieve 


<§> 


■ relieve  sneezing,  runny  nose 
• ease  aches  and  pains 
■ lift  depressed  feelings 
■ reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


distress  rapidly 

% CORI  FORTE 


available  on  prescription  only 


! Brand  of  Analgeslc-Antihistamlnic-Antlpyretic  Compound) 

capsules 


tach  C0RIF0RTC  Capsule  contains: 

CHLOR-TRIMUON ® 4 mg. 

I brand  of  chlorpktniramini  maltato) 

salicytamide 0.19  6m. 

phtnacitln 0.1 3 6m. 

caffilm 30  mg. 

methampbotamino  hgdrochlorldt 1.35  mg. 

ascorbic  odd 50  mg. 


:"r r 


benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours1 


NaClex  works  fast.  Does  its  work  quickly, 
thoroughly,  safely— then  lets  your  patient 
rest.  Completes  82%  of  its  excess  fluid  loss 
within  6 hours,  over  96%  within  12  hours1 
. . . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
50  mg.  tablets. 

1.  Ford,  R.  V.:  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic:  Benzthiazide,’’ 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write: 


A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia 


Available  in  Canada  under 
trade  name  ExNa. 


1962  REPORT 

Nationwide  hospital  survey  of 
bacterial  susceptibility  pattern  in  9,872 
cultures  of  common  pathogenic  bacteria 
isolated  from  patients 


With  each  passing  year,  determination  of  antibiotic  effectiveness  becomes 
more  critical,  and  shifting  patterns  of  resistance  emerge. 

What  is  the  current  geographical  status  of  in  vitro  bacterial  susceptibility  to 
antibiotics? 


To  get  the  answer,  23  geographically-dispersed  hospitals  contributed  to  a 
susceptibility  survey.  Each  hospital  supplied  its  own  antibiotic  sensitivity 
results  which  were  then  tabulated  and  statistically  analyzed.  The  results 
of  this  unprecedented  survey — covering  five  widely-used  antibiotics  against 
9,872  pure  cultures  of  common  bacteria  isolated  from  patients — are  sum- 
marized on  the  next  page. 


CONCLUSION:  overall  results  showed 


higher  percentage  of  bacterial  susceptibility 
to  TAO  than  to  the  other  antibiotics 
tested.  For  the  results  with  the  specific 
bacteria  see  the  following  page. 
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1962  HOSPITAL  REPORT 


RESULTS  FROM  A NATIONWIDI 


Overall  Results* 

■BUM 


ERYTHROMYCIN 


88.4% 


81.5% 


TETRACYCLINE 


61.6% 


CHLORAMPHENICOL 


PENICILLIN 


60.5% 


♦Percentage  of  cultures  reported  susceptible  in  9,872  clinical  isolates 
of  staphylococcus,  streptococcus,  pneumococcus  and  H.  influenzae. 


85.5% 


Of  6,725  staphylococcal  isolates  tested  tao  showed  a clear  superiority; 
of  2,488  streptococcal  and  463  pneumococcal  isolates  tested  results  were 
about  equal.  Of  196  II.  influenzae  isolates  tested  tao  was  less  effective. 


SURVEY  OF  ANTIBIOTICS 


taphylococcus , streptococcus,  pneumococcus  and  H. 
nfluenzae  isolated  from  patients  were  the  organisms 
hallenged  by  five  widely  used  antibiotics.  All  the  an- 
biotics  have  been  in  clinical  use  at  least  five  years: 
enicillin,  erythromycin,  triacetyloleandomycin, 
'tracycline  and  chloramphenicol.  Only  results  ofsus- 
eptibility  studies  on  pure  cultures  were  considered 
alid;  the  disc  testing  technique  was  utilized.1 

.clive  against  common  pathogenic  bacteria, 
iven  after  five  years  of  general  use,  triacetyl- 
leandomycin  (tao)  is  highly  active  against  com- 
ion  pathogens.  For  specific  information  on  the 
lany  tao  dosage  forms,  its  uses  in  acute  pedia- 
ric,  skin  and  soft  tissue,  and  respiratory  infec- 
10ns,  turn  the  page. 

"Bacterial  Susceptibility  Patterns:  A Geographic  Survey.”  Fowler,  J. 
ilph,  M.D.,  and  Watters,  John  L.,  M.D.  Scientific  Exhibit  presented  at  the 
inual  Meeting  of  the  American  Society  of  Clinical  Pathologists,  Chicago, 
August  31  to  September  8,  1962. 


m A an  antibiotic 

/\  1 I that  time 

hasn’t  changed 

(triacetyloleandomycin;  ^ 


(triacetyloleandomycin) 


an  antibiotic 
that  time 
hasn’t  changed 


You  can  expect  tao  to  produce  a rapid,  decisive  response  in 
acute  common  infections  caused  by  most  Gram-positive  and 
some  Gram-negative  bacteria,  including  those  resistant  to 
many  other  antibiotics: 


Acute  respiratory  infections: 


otitis  media,  sinusitis,  tonsillitis,  pharyngitis,  bron- 
chitis, lobar  and  bronchopneumonia,  lungabcess, 
bronchiectasis. 


Acute  skin  and  soft  tissue  infections : !uruncles’  carbuncles,  impetigo  con- 

J J tagiosa,  ecthyma,  eczema,  infected 

cysts,  abscesses,  infected  contact  dermatitis,  celluli- 
tis, infected  traumaticorsurgical  ulcers  and  wounds. 

Acute  pediatric  infections:  particularly  streptococcal. 

Other  acute  genitourinary , gastrointestinal  and  miscella- 

neous  infections:  pyelonePhritls-  pye- 

J litis,  ureteritis,  cys- 

titis, urethritis  (including  gonococcal  urethritis), 
acute  salpingitis,  endometritis,  bartholinitis, 
staphylococcal  enterocolitis,  osteomyelitis,  septic 
arthritis. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


a TAO  form  for  use  ...  in  patients  of  all  ages 
...  in  home,  office  or  hospital 


TAO  capsules  (250  mg.;  125  mg.) 


TAO  Ready-Mixed  Oral  Suspension 
(raspberry-flavored)  (125  mg./5  cc.) 


TAO  Pediatric  Drops  (100  mg./cc.) 


Parenteral 

(as  oleandomycin  phosphate) 


For  complete  prescription  information,  includ- 
ing dosage,  indications  and  precautions,  con- 
sult product  brochure 


Tareyton 


4 <X> 


DUAL  FILTER 


Flavor  you  never  thought  you’d  get 
from  any  filter  cigarette ! 

If  you’re  hungry  for  flavor,  Tareyton’s  got  plenty — and  it’s  plenty 
good!  Quality  tobaccos  at  their  peak  go  into  Tareyton.  Then  the 
famous  Dual  Filter  brings  out  the  best  taste  of  these  choice  tobaccos. 
Try  a pack  of  Dual  Filter  Tareytons— you’ll  see! 


Hungry 
for  flavor? 
Tareytons 

r/M 

'MMm 


Dual  Filter  makes  the  difference 


Product  of  •J&njL'u&cvn  Lufwi£jeo-U(rT7y2&Ti^  — 

'Ju&zecr  is  our  middle  name 


DUAL  FILTER  Tareyton 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  1, Washington 

president  Dean  K.  Crystal,  M.D.,  Seattle 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-18,  1963,  Seattle 


Strauss  Lecture  at  UW 

The  Thirteenth  Annual  Alfred  A.  Strauss  Lecture, 
sponsored  by  Dr.  Strauss  and  the  Department  of 
Surgery,  University  of  Washington  School  of  Medi- 
cine, will  be  given  November  30,  8:15  p.m.,  in 

Health  Sciences  Audi- 
torium, University  of 
Washington.  Speaker 
will  be  Charles  G.  Rob, 
M.D.,  F.R.C.S.,  profes- 
sor and  chairman,  De- 
partment of  Surgery, 
University  of  Rochest- 
er School  of  Medicine, 
New  York,  whose  topic 
will  be  The  Surgery  of 
Atherosclerosis.  All 
members  of  the  medical 
and  nursing  profession 
are  invited  to  attend. 
Dr.  Rob  has  achieved 
wide  recognition  for  his  work  in  vascular  surgery. 
He  was  educated  at  Cambridge  and  was  awarded 
its  M.D.  degree  in  1960.  Before  coming  to  the 
United  States  he  was  professor  of  surgery  at  the 
University  of  London  and  surgeon  of  St.  Mary’s 
Hospital,  London.  Among  other  international  hon- 
ors, he  holds  an  honorary  degree  in  surgery  from 
Trinity  College,  Dublin,  and  is  Honorary  Fellow 
of  the  Venezuelan  Surgical  Society.  He  was  Visit- 
ing Surgeon-in-Chief  of  U.C.L.A.  Medical  Center  in 
1959  and  guest  speaker  at  the  27th  Congress  of 
Soviet  Surgeons  in  Moscow  in  1960. 

Dr.  Rob  serves  on  the  editorial  boards  of  the 
Journal  of  Cardiovascular  Surgery  and  the  Journal 
of  Surgical  Research. 


CHARLES  G.  ROB,  M.D. 


Clifton  E.  Benson,  chairman  of  the  board  of  Kitsap 
Physicians  Service  Corporation,  signs  contract  covering 
employees  of  the  corporation  under  a new  dental  accident 
insurance  plan.  Observers  are  Mr.  James  Borgen  of  the 
physicians’  organization  and  Edward  H.  Derrig,  D.  D.  S., 
president  of  Kitsap  County  Dental  Society. 


Dental  accident  insurance  initiated 

Dentists  in  Kitsap  County  are  pioneering  in  a pro- 
gram of  insuring  against  loss  due  to  dental  accident. 

The  pilot  program  will  not  cover  dental  disease, 
but  is  limited  to  dental  accidents,  including  repair  of 
broken  dentures.  The  program  is  established  on  a 
service  basis  under  which  the  individual  will  have 
free  choice  of  participating  dentists  in  the  Kitsap 
County  area.  In  the  case  of  hospital  costs  and  dental 
prosthetics,  reimbursement  will  be  made  up  to  $250. 
Premiums  run  from  $3  annually  for  an  individual 
member  of  a group  to  maximum  of  $12  per  year  for  a 
family. 
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PRESIDENTS  page 

The  calendar  of  the  Washington  State  Medical  Asso- 
ciation necessarily  runs  from  one  September  meeting 
to  another.  A newly  inaugurated  president  finds  him- 
self with  an  interval  during  which  he  can  be  lulled 
into  thinking  that  there  is  no  urgency  about  any  of  his 
tasks.  After  all,  there  will  be  little  of  any  moment,  he 
tells  himself  until  a month  or  two  before  the  annual 
meeting  of  the  following  year.  Probably  the  hardest 
job  for  a new  president  is  that  of  accelerating  the 
pace  of  his  own  education.  During  his  year  as  presi- 
dent-elect he  thinks  that  he  is  abreast  of  most  of  the 
unsolved  matters  which  face  MEDICINE  and  par- 
ticularly those  which  face  the  Washington  State 
Medical  Association.  Suddenly,  however,  he  finds 
that  many  items  not  only  require  a solution:  they 
require  insight  and  education  before  a solution  even 
can  be  attempted.  During  next  January  and  February, 
possibly  even  longer,  the  legislature  of  the  State  of 
Washington  will  attempt  to  prepare  adequately  for 
the  affairs  of  our  state  for  the  ensuing  two  years. 
Amongest  those  issues  which  will  be  considered  will 
be  a number  which  have  bearing  on  the  health  care 
of  our  people. 

Not  the  least  of  these  is  the  recurring  riddle  of  the 
care  of  the  aged.  Your  officers  are  learning  more  thor- 
oughly all  the  time  that  there  are  few  simple  answers 
to  the  problems  of  welfare  care.  A philosophy  gov- 
erning the  care  of  our  less  fortunate  citizens  and  those 
of  the  older  age  groups  is  tending  to  become  a matter 
of  reluctant  acceptance  by  the  profession.  The  most 
important  issue  is  that  of  being  sure  that  each  and 
every  one  of  our  citizens  has  the  best  obtainable  care. 

There  are  other  problems  which  must  be  faced. 
The  education  and  training  of  medical  students  and 
the  younger  graduate  physicians  cannot  be  wished 
out  of  existence.  Traditionally  our  less  fortunate  citi- 
zens have  participated  in  a most  honorable  and  meri- 
torious manner  in  the  education  of  the  young  doctor 
and  the  continuing  training  of  the  graduate. 

Within  the  new  (enlightened)  framework  of  laws 
the  same  responsibilities  would  appear  to  exist.  Phy- 
sicians are  learning  to  their  sorrow  that  they  must  be 
practical  economists  and  politicians  as  well  when  they 
endeavor  to  make  their  views  felt  in  these  knotty 
problems. 

The  recent  assembly  of  the  House  of  Delegates  of 
the  Washington  State  Medical  Association  affirmed 
a belief  in  the  Kerr-Mills  principle  of  supplying  medi- 
cal care  to  the  elderly  patient  who  is  indigent  only 
from  the  standpoint  of  a heavy  medical  load.  It  was 
learned  that  in  our  state,  which  always  has  been  gen- 
erous with  less  fortunate  citizens,  recognition  of  that 
special  principle  seems  to  have  been  ignored  in  the 
last  session  of  the  legislature.  Your  officers  are  deter- 
mined that  this  time  implementation  of  a good  pro- 
gram will  be  facilitated. 


DEAN  K.  CRYSTAL,  M.D. 


One  almost  would  feel  that  the  individual  care  of 
the  patient  now  is  secondary  to  repeated  struggles 
with  our  changing  social  order  as  reflected  in  our 
laws.  We  refuse  to  bow  to  such  a thought.  It  is  our 
judgement  that  our  primary  function  always  has 
been,  and  always  will  continue  to  be,  to  take  care  of 
the  individual  patient.  We  nevertheless  find  that  Fed- 
eral law  both  as  it  is  written  and  administered  makes 
for  matters  of  critical  concern  to  the  profession.  The 
Hill-Burton  Act  is  one  which  has  assisted  in  the  con- 
struction of  many  hospital  facilities  as  well  as  those 
for  diagnosis  and  treatment.  Close  scrunity  of  the  law 
and  of  its  practical  application  shows,  however,  that 
there  are  a number  of  inequities  which  have  been  al- 
lowed to  creep  in.  There  is  in  the  law,  for  example,  a 
provision  which  demands  that  all  construction  of  hos- 
pital facilities  be  limited  to  new  construction.  The 
well-established  institution  performing  a good  service 
to  the  community  cannot  use  these  moneys  for  re- 
modeling—a proposition  which  in  a number  of  in- 
stances would  be  more  effective  and  considerably 
more  reasonable.  There  is  evidence  also  to  suggest 
that  the  construction  of  diagnostic  and  treatment 
centers  substantially  could  alter  all  of  medical  prac- 
tice. One  would  feel  almost  that  the  recently  con- 
summated battle  of  the  King-Anderson  bill  might 
have  to  be  fought  again  and  again  on  a number  of 
fronts  possibly  not  within  the  Congress  itself,  but  in- 
stead against  administrative  decision  which  governs 
the  very  method  by  which  we  practice. 

All  this  pre-occupation  with  social,  political  and 
economic  ideas  does  not  blind  us  to  the  need  for  con- 
tinued scientific  growth.  The  committee  planning  the 
scientific  program  for  September  1963  already  is  in 
operation  and  has  plans  for  an  ever-widening  role  for 
the  State  Medical  Association  in  the  science  and  art 
of  medicine. 
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dr.  e.  f.  s.  chambers,  Seattle,  age  76,  died  in  a 
nursing  home  October  22  after  suffering  a cerebral 
hemorrhage  September  16.  He  obtained  his  degree 
at  the  University  of  Pennsylvania  School  of  Medi- 
cine, graduating  in  1907.  He  served  in  Europe  during 
World  War  I and  after  the  war  took  training  in  ortho- 
pedics under  Robert  Jones  in  England.  After  practice 
in  Pennsylvania,  he  came  to  Seattle  in  1945  to  join 
the  staff  of  the  Veterans  Administration.  He  had  been 
in  private  practice  since  1957. 

dr.  carl  c.  hills,  77,  died  at  his  home  in  Custer, 
on  September  5.  He  received  his  medical  training  at 
University  of  Colorado  School  of  Medicine  and  grad- 
uated in  1913.  He  was  licensed  in  1914  and  began 
his  practice  in  Custer  in  the  same  year.  In  1957 
residents  of  Custer  held  a Recognition  Day  to  honor 
Dr.  Hills  for  his  long  service  as  physician  and  surgeon 
and  for  his  work  in  community  affairs.  He  teas  school 
director  for  Custer  and  Ferndale  for  36  years,  and  a 
member  of  the  Ferndale  Lions  Club. 

dr.  william  l.  ross,  jr.,  of  Yakima,  died  October 
13,  aged  72.  He  graduated  from  Rush  Medical  Col- 
lege in  1916  and  practiced  in  Omaha  before  moving 
to  Tacoma  in  1927.  He  established  his  practice  in 
Yakima  in  1933. 

dr.  homer  e.  russell,  aged  80,  of  Seattle,  died 
October  2,  of  a ruptured  abdominal  aneurism.  He 
participated  in  the  Alaska  gold  rush  at  the  age  of 
17  and,  after  returning,  obtained  his  medical  edu- 
cation at  the  University  of  Oregon  Medical  School, 
graduating  in  1910.  He  had  been  retired  since  1947. 

dr.  s.  maimon  samuels,  Seattle,  died  October  18, 
of  uremia.  He  was  90.  He  was  born  in  Germany  in 
1873  and  came  to  this  country  as  a child.  His  medical 
degree  was  obtained  at  Atlanta  College  of  Physicians 


and  Surgeons  followed  by  training  in  EENT  at  New 
York  City  and  New  Orleans.  He  came  to  Seattle  in 
1909,  at  the  time  of  the  Alaska-Yukon-Pacific  Exposi- 
tion. All  of  the  benefits  of  Dr.  Samuel’s  philanthropy 
may  never  be  known.  He  made  many  unannounced 
gifts  to  individuals  and  small  organizations.  He  was 
interested  in  research  and  sponsored  projects  in  the 
fields  of  heart  disease  and  cancer.  The  S.  Maimon 
Samuels  Institute  for  Heart  and  Cancer  Research  at 
the  University  of  Washington  School  of  Medicine, 
is  the  result  of  his  generosity.  He  also  made  pos- 
sible the  development  of  the  King  County  Central 
Blood  Bank  by  donating  the  valuable  real  estate  on 
which  the  building  now  stands. 

dr.  carl  w.  silverberg,  86,  of  Seattle,  died  on 
September  6,  of  cerebral  thrombosis.  He  was  a native 
of  Finland,  who  received  his  medical  degree  in  1908 
from  the  University  of  Illinois  College  of  Medicine. 
He  practiced  in  Seattle  from  1909  until  his  retirement 
six  years  ago. 

dr.  Frederick  a.  slyfield  of  Seattle,  died  October 
21  after  cerebral  hemorrhage.  He  was  77.  He  t cas  a 
graduate  of  the  University  of  Iowa  College  of  Medi- 
cine and  obtained  his  degree  in  1909.  He  was  a native 
of  London  but  took  his  postgraduate  training  in  Edin- 
burgh. He  came  to  Washington  in  1912,  to  specialize 
in  diseases  of  the  chest.  He  was  one  of  the  founders 
of  Laurel  Beach  Sanitarium  and  was  active  in  affairs 
of  the  King  County  Medical  Society,  serving  as  presi- 
dent in  1932. 

dr.  Sylvester  wilhelmy,  formerly  of  Seattle, 
died  at  his  home  near  Federal  Way,  October  14.  He 
was  84  and  had  been  in  partial  retirement  for  six 
years.  He  graduated  from  the  Cincinnati  College  of 
Medicine  and  Surgery  in  1901  and  was  licensed  in 
Washington  in  1912. 


AMA  conference  on  medical  aspects  of  sports 

The  Fourth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American  Medi- 
cal Association,  will  be  held  at  the  Statler  Hilton 
Hotel,  Los  Angeles,  on  November  25,  1962.  The 
program  will  relate  to  training  and  conditioning, 
and  the  prevention  and  treatment  of  injuries.  This 
meeting  is  planned  in  conjunction  with  the  Clinical 
Session  of  AMA,  November  26-29.  Those  interested 
in  receiving  announcements  concerning  the  confer- 
ence should  write  to  the  Secretary,  Committee  on 


the  Medical  Aspects  of  Sports,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago  10, 
Illinois. 

AMA  medicolegal  symposium 

A medicolegal  symposium  will  be  conducted 
by  the  American  Medical  Association  at  the  Ameri- 
cana Hotel  in  Miami  Beach,  Florida,  on  March  8 and 
9,  1963.  This  one  meeting  will  take  the  place  of  the 
three  meetings  held  biennially  in  different  sections 
of  the  country  since  1955. 
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in  alcoholism : vitamins  are  therapy 


A full  "comeback”  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished. ..from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Manley  Shaw,  M.D.,  Boise 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


Idaho  State  officers  and  councilors  meet 

First  meeting  of  the  association’s  officers  and 
councilors  since  June  was  held  at  Sun  Valley,  Sep- 
tember 19-21,  in  connection  with  a Mental  Health 
workshop,  sponsored  by  the  Idaho  Department  of 
Health. 

President  Manley  B.  Shaw  presided  at  the  sessions 
during  which  time  many  association  activities  of  the 
past  few  months  and  plans  for  the  coming  year  were 
considered.  Officers  and  Councilors  attending  in- 
cluded: President-Elect  Paul  B.  Heuston,  Twin  Falls; 
Past-President  Robert  E.  Staley,  Kellogg;  Secretary- 
Treasurer  A.  Curtis  Jones,  Boise;  Councilors  Wallace 
H.  Pierce,  Lewiston;  William  B.  Jewell,  Emmett; 
James  R.  Kircher,  Burley;  and  Corwin  E.  Groom, 
Pocatello.  A.M.A.  Delegate  Alexander  Barclay,  Coeur 
d’Alene,  and  A.M.A.  Alternate  Delegate  Donald  K. 
Worden,  Lewiston,  also  attended. 

Highlights  of  Council  action  were: 

Approval  of  a sparkling  new  format  for  the  71st 
annual  meeting  to  be  held  at  Sun  Valley,  June  26-29, 
1 963,  with  emphasis  on  scientific  information,  includ- 
ing an  increase  in  the  number  of  Guest  Speakers. 

Review  and  approval  of  association  sponsored 
measures  for  presentation  to  the  1963  State  Legis- 
lature. 

Approval  of  plans  for  a statewide  membership  sur- 
vey. 

Approval  of  attendance  of  officers  and  committee 
chairmen  at  a number  of  national  meetings  during 
the  next  two  months. 

Designation  of  the  president  and  the  four  coun- 
cilors to  serve  as  top-level  liaison  committee  with 
the  Idaho  State  Bar  Association. 

Discussion  regarding  an  Interim  Session  of  the 
House  of  Delegates  in  Boise  in  January  1963,  final 
action  deferred  until  later  in  the  year. 

Presentation  of  an  excellent  report  by  Mr.  Bill 
Child,  State  Commissioner  of  Public  Assistance  con- 


cerning the  successful  operation  of  the  Kerr-Mills 
program  in  Idaho.  A number  of  modifications  in  the 
program  were  considered. 

Giving  the  green  light  to  officers  and  members  of 
the  Board  of  Directors  of  South  Idaho  Medical  Serv- 
ice Bureau  to  initiate  a program  of  prepaid-medical 
care  in  the  34  south  Idaho  counties  at  the  earliest 
possible  time  following  the  filing  of  the  articles  of 
incorporation  and  other  documents. 

Presentation  of  a report  concerning  Idahoans  for 
Good  Government-American  Medical  Political  Ac- 
tion Committee  and  urging  of  all  physicians  in  the 
state  to  participate  in  the  coming  general  election. 

Review  of  legislation  prepared  by  other  associa- 
tions calling  for  legislation  to  permit  self-employment 
retirement  programs.  Discussion  of  the  relationship 
of  possible  congressional  passage  of  H.R.  10. 

Giving  Dr.  Barclay  and  Dr.  Worden  a vote  of  con- 
fidence in  their  efforts  in  representing  the  association 
at  meetings  of  the  A.M.A.  House  of  Delegates. 

Official  minutes  available 

The  official  minutes  of  the  House  of  Delegates 
meetings  held  in  conjunction  with  the  70th  annual 
meeting  of  the  Association  at  Sun  Valley  in  June 
have  been  mailed  to  the  presidents  of  each  of  the 
component  societies  and  to  the  officers  and  coun- 
cilors. Additional  copies  are  available  on  a loan 
basis  from  the  state  office. 

South  Idaho  Medical  Service  Bureau 

The  South  Idaho  Medical  Service  Bureau  gets 
underway  on  September  10,  1962,  Articles  of  Incorp- 
oration for  the  South  Idaho  Medical  Service  Bureau 
were  approved  by  the  State  Insurance  Commissioner 
and  filed  with  the  Secretary  of  State.  This  action 
brings  to  reality  the  possibility  of  initiating  the 
bureau.  The  Articles  of  Incorporation  were  signed 
by  Manley  B.  Shaw,  Joseph  M.  Thomas,  A.  Curtis 
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Jones,  William  D.  Forney,  and  James  J.  Coughlin,  all 
of  Boise. 

The  Incorporators  have  approved  By-Laws  for  the 
corporation  and  designated  the  following  as  members 
of  the  Board  of  Directors: 

For  One-Year  Terms:  S.  D.  Simpson,  Caldwell, 
Southwestern  Idaho  District  Medical  Society;  Russell 
Tigert,  Jr.,  Soda  Springs,  Bear  River  District  Medical 
Society;  Reuben  C.  Matson,  Jerome,  Councilor, 
District  No.  Three. 

For  Two-Year  Terms:  Fred  E.  Wallber,  Idaho 
Falls,  Idaho  Falls  Medical  Society;  Dean  H.  Ma- 
honey, Burley,  South  Central  Idaho  District  Medical 
Society;  William  D.  Forney,  Boise,  Councilor,  District 
No.  Two. 

For  Three- Year  Terms:  Joseph  M.  Thomas,  Boise, 
Ada  County  Medical  Society;  O.  D.  Hoffman,  Rex- 
burg,  Upper  Snake  River  Valley  Medical  Society; 
Lloyd  S.  Call,  Pocatello,  Southeastern  Idaho  District 
Society;  Corwin  E.  Groom,  Pocatello,  Councilor, 
District  No.  Four. 

Automatic  members  of  the  Board  of  Directors  in- 
clude association  President  Manley  B.  Shaw  and 
Secretary-Treasurer  A.  Curtis  Jones. 

Officers  of  the  bureau  are:  Joseph  M.  Thomas, 
President,  Lloyd  S.  Call,  Vice-President,  and  William 
D.  Forney,  Secretary. 

Idaho  Academy  session 

The  annual  Idaho  Academy  of  General  Practice 
session  was  held  at  Twin  Falls,  September  21-22. 
Otto  A.  Moeller,  Rupert,  was  the  retiring  president. 
New  Officers  include:  President,  P.  Blair  Ellsworth, 
Idaho  Falls  ;President-elect,  W.  Paul  Shrum,  Hayden 
Lake. 

Idaho  state  nurses  meet 

The  annual  meeting  of  the  Idaho  State  Nurses 
Association  was  held  in  Coeur  d’Alene  October  5-6. 
Immediate  Past-president  of  ISMA,  Robert  E.  Staley, 
Kellogg,  participated  in  a panel  discussion  of  Legisla- 
tion. 

Idaho  Hospital  Association  annual  meeting 

The  annual  meeting  of  the  Idaho  Hospital  Asso- 
ciation was  held  at  Sun  Valley,  October  15-16.  An 
outstanding  array  of  speakers  discussed  “Financing 
Health  Care  in  the  60  s,”  including:  Mr.  R.  E.  Brown, 
vice-president  for  administration,  University  of  Chi- 
cago; Raymond  L.  White,  director,  Division  of  En- 
vironmental Medicine,  American  Medical  Association, 
Chicago;  Mr.  Nelson  H.  Cruikshank,  Director,  De- 
partment of  Social  Security  AFL-CIO,  Washington, 
D.C.;  Mr.  Robert  M.  Ball,  Commissioner  of  Social 
Security,  Washington,  D.C.;  Mr.  Walter  J.  McNer- 
ney,  President,  Blue  Cross  Association,  Chicago. 


Several  association  officers  attended.  The  Ada 
County  Medical  Society  sent  the  chiefs  of  staff  of 
St.  Alphonsus  and  St.  Luke’s  Hospitals,  Boise,  to  the 
meeting.  Major  addresses  were  delivered  in  the 
Opera  House  on  Monday,  October  15. 

State  Board  of  Medicine  section 

October  1 marks  the  end  of  the  period  for  renewal 
of  Idaho  licenses  to  practice  medicine  and  surgery. 
Of  the  896  physicians  renewing  their  license,  571 
practice  in  the  state,  325  reside  out  of  state.  Six 
Idaho  physicians  of  the  14  who  had  their  licenses 
cancelled  for  non-payment  of  fees  failed  to  renew. 

Two  physicians  received  temporary  licenses  in 
September: 

Don  F.  Kimmerling,  Gooding.  Graduate,  Yale 
University  School  of  Medicine,  New  Haven,  1947. 
Internship  San  Joaquin  General  Hospital,  French 
Camp,  California,  1948.  State  Tuberculosis  Hospital. 

William  H.  Bond,  Lewiston,  Graduate,  Baylor  Uni- 
versity College  of  Medicine,  Houston,  Texas,  1954. 
Internship  University  of  Oregon  Medical  School  Hos- 
pitals and  Clinics,  Portland,  1955.  General. 

The  next  regular  meeting  of  the  State  Board  of 
Medicine  will  be  held  in  Boise,  beginning  January 
7,  1963. 

Meetings  held 

November  2-3,  BOISE,  Fourth  Annual  Cancer 
Conference,  Hotel  Boise.  An  excellent  program  ar- 
ranged by  Robert  E.  Lloyd,  Boise,  Chairman  of  the 
Society’s  Professional  Education  Committee. 

November  9-10,  SEATTLE,  Fourteenth  Annual 
Symposium  on  Heart  Disease.  University  of  Washing- 
ton Health  Sciences  Building. 

Boise  Regional  Blood  Center  news 

With  Community  oral  polio  immunization  pro- 
grams developing,  the  question  of  blood  donor  eligi- 
bility has  been  brought  up  by  a number  of  societies. 
The  latest  ruling  of  the  National  Institutes  of  Health 
and  the  Red  Cross  Blood  Program  states  there  is  no 
waiting  period  required  for  a donor  after  receiving 
oral  vaccine. 

OBITUARIES 

dr.  Arthur  curtis  jones,  SR.,  75,  Boise,  died  on 
September  6,  after  a short  illness.  Born  on  June  26, 
1887  at  Shamrock,  Nevada,  Dr.  Jones  graduated 
from  Shattuck  Military  School,  Fairbault,  Minn.,  in 
1908  and  obtained  his  medical  degree  from  the  Uni- 
versity of  Michigan  Ann  Arbor,  in  1912.  He  received 
his  internship  training  at  the  Murray  Hospital,  Butte, 
Mont.,  the  following  year.  Following  two  years  of 
practice  in  association  with  Henry  Cunningham  at 

Continued  on  page  983 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 


Essentials  of  gynecology,  2nd  edition. 

By  E.  Stewart  Taylor,  M.D.,  Professor  and  Chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Colorado  School  of  Medicine,  Denver. 
566  pp.  Illustrated.  Price  $12.00.  Lea  & Febiger. 
1962. 

Virgin  wives:  a study  of  unconsummated  marriages. 

By  Leonard  J.  Friedman,  M.D.  Foreword  by 
Michael  Balint,  M.D.,  Ph.D.,  M.Sc.  161  pp.  Tables. 
Price  $4.50.  Charles  C Thomas,  Springfield,  111. 
1962. 

Smooth  muscle  tumors  of  the  alimentary  tract: 
leiomyomas  and  leiomyosarcomas  — a review  of 
2525  cases. 

By  John  E.  Skandalakis,  M.D.,  F.A.C.S.,  Attending 
Surgeon  and  Director  Surgical  Training  Program, 
The  Piedmont  Hospital;  Associate  Professor  of  Anat- 
omy, Emory  University,  Atlanta,  Georgia,  and  Ste- 
phen W.  Gray,  Ph.D.,  Professor  of  Anatomy,  Emory 
University,  Atlanta,  Georgia,  with  Duncan  Shepard, 
M.D.,  M.S.  (Surg.),  F.A.C.S.,  and  Geoffrey  H. 
Bourne,  D.Sc.,  D.  Phil.,  F.Z.S.  468  pp.  Illustrations, 
figures  and  charts.  Price  $17.50.  Charles  C Thomas, 
Springfield,  111.  1962. 

A history  of  syphilis. 

By  Charles  Clayton  Dennie,  M.D.,  D.Sc.,  (Hon.). 
Professor  Emeritus,  University  of  Kansas  Medical 
School;  Consultant  in  Dermatology,  University  of 
M issouri  School  of  Medicine.  137  pp.  Price  $7.50. 
Charles  C.  Thomas,  Springfield,  111.  1962. 


SOME  BOOKS  ARE  TO  BE  TASTED,  OTHERS  TO  BE 
SWALLOWED,  AND  SOME  FEW  TO  BE  CHEWED  AND 
DIGESTED.  —FRANCIS  BACON 


The  chemistry  and  chemotherapy  of  diabetes 
mellitus. 

By  Alexander  Marble,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Medicine,  Harvard  Medical  School;  Physi- 
cian, Joslin  Clinic  and  New  England  Deaconess  Hos- 
pital; Senior  Associate  in  Medicine,  Peter  Bent  Brig- 
ham Hospital;  Consultant  in  Internal  Medicine,  Vet- 
erans Administration,  Boston;  and  George  F.  Cahill, 
Jr.,  M.D.,  Associate  in  Medicine  and  Tutor  in  Medi- 
cal Science,  Harvard  Medical  School;  Senior  Asso- 
ciate in  Medicine  and  Director,  Endocrine  Metabolic 
Unit,  Peter  Bent  Brigham  Hospital,  Boston.  204  pp. 
Tables  and  figures.  Price  $7.75.  Charles  C Thomas, 
Springfield,  111.  1962. 

Textbook  of  pathology.  2nd  edition. 

By  Stanley  L.  Robbins,  M.D.,  Professor  of  Pathology, 
Boston  University  School  of  Medicine;  Associate  Di- 
rector of  the  Mallory  Institute  of  Pathology,  Boston; 
Lecturer,  Harvard  Medical  School  and  Tufts  Uni- 
versity School  of  Medicine.  1189  pp.  Illustrated. 
Price  $19.00.  W.  B.  Saunders  Company,  Philadel- 
phia and  London.  1962. 

The  past  is  not  the  past.  American  Lecture  Series. 

By  Eugen  Kahn,  M.D.,  Professor  of  Psychiatry,  Bay- 
lor University  College  of  Medicine,  Houston,  Texas. 
66  pp.  Price  $3.75.  Charles  C Thomas,  Springfield, 
111.  1962. 

Behavioral  changes  in  patients  following  strokes. 
American  Lecture  Series. 

By  Montague  Ullman,  M.D.,  Director  of  Psychiatry, 
Maimonides  Hospital  of  Brooklyn,  Associate  Profes- 
sor of  Psychiatry,  State  University  of  New  York, 
Downst’ate  Medical  Center,  formerly  Psychiatrist, 
Stroke  Study,  Bellevue  Hospital,  New  York  City.  103 
pp.  Price  $5.25.  Charles  C Thomas,  Springfield,  III. 
1962. 
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Marquette,  Mich.,  Dr.  Jones  left  for  the  continent 
to  study  in  London  and  Vienna.  In  1915  he  returned 
to  the  United  States  and  started  his  practice  at  Butte, 
remaining  there  until  1918,  when  he  became  staff 
physician  at  Mayo  Clinic  specializing  in  oral  and 
plastic  surgery. 

In  1921  Dr.  Jones  established  his  practice  in  Boise 
and  in  1926  returned  to  Harvard  University  for  post- 
graduate work.  He  was  also  an  instructor  at  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology and  the  Midwestern  Clinical  Course  at  Los 
Angeles. 

Dr.  Jones  served  as  President  of  the  Idaho  State 
Medical  Association  in  1928-29.  He  was  also  a past- 
president  of  the  Boise  Rotary  Club  and  the  Pacific 
Coast  Oto-Ophthalmological  Society.  He  was  affiliat- 
ed with  the  National  Research  Council  and  served 
as  first  vice-president  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  in  1947. 


He  was  also  a member  of  the  Bohemian  Club  of 
San  Francisco,  guest  lecturer  at  Gill  Memorial  Hos- 
pital, Roanoke,  Virginia,  and  a medical  school  in 
Kansas  City,  Chief  of  Staff  at  St.  Luke’s  Hospital, 
Boise  from  1942-44,  and  Head  of  the  Eye,  Ear,  Nose, 
and  Throat  Department  since  1944,  Supervising 
Opthalmologist,  Idaho  Department  of  Public  Assist- 
ance, 1938-50;  and  Reserve  Ophthalmologist,  United 
States  Public  Health  Service  since  1943. 

Dr.  Jones  was  a diplomate  of  the  American  Board 
of  Otolarygology  and  a fellow  of  the  American  Col- 
lege of  Surgeons,  and  served  as  President  of  the 
Idaho  Chapter  in  1953. 

dr.  Clifford  m.  cline,  78,  Idaho  Falls,  died  Sep- 
tember 9,  1962.  He  received  his  medical  education  at 
Northwestern  University  Medical  School,  Chicago, 
graduating  in  1905  and  had  practiced  in  Idaho  Falls 
since  March  3,  1907.  From  1927  to  1929,  he  served 
as  a member  of  the  State  Medical  Examining  Com- 
mittee. 


U.S.  Army  Medical  Department  in  World  War  II. 
Volume  19:  Wound  ballistics. 

By  Medical  Department,  U.S.  Army,  Colonel  John 
Boyd  Coates,  Jr.,  M.C.,  Editor  in  chief.  883  pp. 
Illustrated.  Price  $7.50.  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  Washington,  D.C. 
1962. 

U.S.  Army  Medical  Department  in  World  War  II. 
Volume  20:  Activities  of  surgical  consultants  (I). 

By  Medical  Department,  U.S.  Army,  Colonel  John 
Boyd  Coates,  Jr.,  M.D.,  Editor  in  chief.  621  pp. 
Illustrated.  Price  $6.50.  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Armv,  Washington,  D.C. 
1962. 

Between  us  women:  a woman  doctor's  handbook  on 
pregnancy  and  birth. 

By  Dr.  Laura  E.  Weber.  153  pp.  Figures.  Price 
$1.95.  Paperbound.  Doubleday  & Company,  Inc., 
Garden  City,  New  York.  1962. 

Drug  addiction. 

By  Lawrence  Kolb,  M.D.,  Assistant  Surgeon  General 
(Retired)  United  States  Public  Health  Service  Con- 
sultant, National  Institute  of  Mental  Health,  Bethes- 
da,  Maryland.  183  pp.  Illustrated.  Price  $7.25. 
Charles  C Thomas,  Springfield,  111.  1962. 

Doctors , patients,  and  health  insurance:  the  organi- 
zation and  financing  of  medical  care.  Abridged 
Edition. 

By  Herman  Miles  Somers  and  Anne  Ramsay  Somers. 
544  pp.  Price  $1.95.  Anchor  Books,  Doubleday  & 
Company,  Inc.,  Garden  City,  New  York.  1962. 


Dermatoses  due  to  environmental  and  physical 
factors. 

By  Rees  B.  Rees,  M.D.,  Associate  Clinical  Professor 
and  Chairman,  Division  of  Dermatology,  University 
of  California  School  of  Medicine,  San  Francisco, 
Calif.  303  pp.  Illustrated.  Price  $12.25.  Charles 
C Thomas,  Springfield,  111.  1962. 

Clinical  biochemistry.  6th  edition. 

By  Abraham  Cantarow,  M.D.,  Professor  of  Biochem- 
istry, Jefferson  Medical  College,  formerly  Associate 
Professor  of  Medicine,  Jefferson  Medical  College 
and  Assistant  Physician,  The  Jefferson  Hospital,  Phil- 
adelphia, and  Max  Trumper,  M.D.,  formerly  Lec- 
turer in  Clinical  Biochemistry  and  Basic  Science  Co- 
ordinator, Naval  Medical  School,  National  Naval 
Medical  Center,  Bethesda,  Maryland.  776  pp.  Fig- 
ures and  tables.  Price  $13.00.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.  1962. 

Manual  of  anesthesiology  for  residents  and  medical 
students.  2nd  edition. 

By  Herman  Schwartz,  M.D.,  S.H.  Ngai,  M.D.,  and 

E. M.  Papper,  M.D.,  all  of  Anesthesiology  Service, 
The  Presbyterian  Hospital  Department  of  Anesthes- 
iology, Columbia  University  College  of  Physicians 
and  Surgeons,  New  York  City.  189  pp.  Illustrated. 
Price  $6.00.  Charles  C Thomas,  Springfield,  111. 
1962. 

Clinical  nutrition.  2nd  edition. 

Edited  by  Norman  Jolliffe,  M.D.  23  contributors. 
Foreword  by  W.  Henry  Sebbell,  M.D.,  D.Sc.(hon.), 

F. A.C.P.  1012  pp.  137  illustrations.  Price  $23.50. 
A Hoeber  Medical  Book  — Harper  & Brothers,  New 
York.  1962. 
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Correlative  neuroanatomy  and  functional  neurology. 
Eleventh  edition. 

By  Joseph  G.  Chusid,  M.D.,  Associate  Director, 
Neurological  Division,  St.  Vincent’s  Hospital,  New 
York,  Clinical  Associate  Professor  of  Medicine  (Neu- 
rology), Seton  Hall  College  of  Medicine  and  Den- 
tistry, Jersey  City,  N.J.,  and  Joseph  J.  McDonald, 
M.D.,  Dean  of  the  School  of  Medicine,  American 
University  of  Beirut,  Beirut,  Lebanon,  formerly  Pro- 
fessor of  Surgery  Columbia  University,  New  York. 
386  pp.  Price  $5.50.  Illustrated.  Lange  Medical 
Publications,  Los  Altos,  California.  1962. 

Skin  surgery.  2nd  edition. 

By  Ervin  Epstein,  M.D.,  Associate  Clinical  Professor 
of  Dermatology,  University  of  California  Medical 
School;  Chief  of  Dermatology  and  Syphilology.  High- 
land-Alameda  County  Hospital.  339  pp.  Illustra- 
tions, figures  and  charts.  Price  $10.00.  Lea  & Fe- 
biger,  Philadelphia,  Pa.  1962. 

The  reluctant  surgeon:  a biography  of  John  Hunter. 

By  John  Kobler.  439  pp.  Price  $1.45  paperbound. 
Doubleday  & Company,  Inc.,  Garden  Citv,  N.Y. 
1962. 

Fundamental  skills  in  surgery. 

By  Thomas  F.  Nealon,  Jr.,  M.D.,  Associate  Professor 
of  Surgery,  Jefferson  Medical  College.  289  pp.  Il- 
lustrations. Price  $8.50.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1962. 

Diagnosis  and  management  of  pain  syndromes. 

By  Bernard  E.  Finneson,  M.D.,  F.A.C.S.,  Neuro- 
surgeon, The  Episcopal  Hospital,  Philadelphia.  261 
pp.  Illustrations.  Price  $8.50.  W.  B.  Saunders 
Company,  Philadelphia  and  London.  1962. 

Fundamentals  of  diabetic  management. 

By  James  M.  Moss,  M.D.,  F.A.C.P.,  Clinical  Profes- 
sor of  Medicine,  Georgetown  University,  Washing- 
ton, D.C.  70  pp.  Illustrations,  tables  and  figures. 
Price  $4.75.  Charles  C Thomas,  Springfield,  111. 
1962. 

Castro-intestinal  physiology. 

By  D.  F.  Magee,  M.A.,  B.M.,  B.Ch.  (Oxon.),  Ph.D., 
Associate  Professor  of  Pharmacology,  University  of 
Washington,  Seattle,  Washington.  225  pp.  Illustra- 
tions, tables  and  figures.  Price  $11.50.  Charles  C 
Thomas,  Springfield,  111.  1962. 

Tobacco  and  health. 

Edited  by  George  James,  M.D.,  Deputy  Commission- 
er, Department  of  Health,  Adjunct  Associate  Profes- 
sor, Public  Health  Practice,  Columbia  University 
School  of  Public  Health  and  Administrative  Medi- 
cine, New  York  City,  and  Theodore  Rosenthal,  M.D., 
Assistant  Commissioner,  Department  of  Health,  Clin- 
ical Professor  of  Preventive  Medicine,  New  York 
University  College  of  Medicine,  New  York  Citv.  408 
pp.  Illustrations,  tables  and  figures.  Price  $13.75. 
Charles  C Thomas,  Springfield,  III.  1962. 


Synopsis  of  obstetrics.  6th  edition. 

By  Charles  E.  McLennan,  M.D.,  Professor  of  Gyne- 
cology, Stanford  University  School  of  Medicine,  Palo 
Alto,  California.  464  pp.  157  illustrations.  Price 
$6.75.  The  C.  V.  Mosby  Company,  St.  Louis.  1962. 

The  consumers  union  report  on  family  planning. 

By  Alan  F.  Guttmacher,  M.D.  and  the  editors  of 
Consumer  Reports.  146  pp.  Illustrations,  tables  and 
figures.  Price  $1.75  paperbound.  Consumers  Union 
of  U.S.,  Inc.,  Mount  Vernon,  N.Y.  1962. 

Gynecology  and  obstetrics. 

By  John  William  Huffman,  M.D.,  Professor  of  Ob- 
stetrics and  Gynecology,  Northwestern  University 
Medical  School,  Attending  Gynecologist,  Passavant 
Memorial  Hospital,  Attending  Gynecologist  and 
Head  of  Department  of  Gynecology,  Children’s  Me- 
morial Hospital.  1190  pp.  Illustrated.  Price  $28.00. 
W.  B.  Saunders  Company,  Philadelphia  and  London. 
1962. 

Gynecology. 

By  Langdon  Parsons,  M.D.,  Professor  of  Obstetrics 
and  Gynecology,  Boston  University  School  of  Medi- 
cine, Chief  of  Gynecology,  Massachusetts  Memorial 
Hospitals,  and  Sheldon  C.  Sommers,  M.D.,  Patholo- 
gist, Scripps  Memorial  Hospital.  1250  pp.  Illustrat- 
ed. Price  $20.00.  W.  B.  Saunders  Company,  Phila- 
delphia and  London.  1962. 

Lung  structure. 

By  Stefan  Engel,  M.D.,  Research  Associate,  The 
Royal  College  of  Surgeons  of  England.  300  pp.  Il- 
lustrations, figures  and  tables.  Price  $15.50.  Charles 
C Thomas,  Springfield,  111.  1962. 

Psychosomatic  medicine:  the  first  Hahnemann  sym- 
posium. 

Edited  by  John  H.  Nodine,  M.D.,  Assistant  Profes- 
sor of  Medicine,  Director  of  Special  Medical  Clinic, 
Head,  Section  of  Clinical  Pharmacology,  Department 
of  Medicine,  Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia,  and  John  H.  Moyer,  M.D.,  Pro- 
fessor and  Chairman  of  the  Department  of  Medicine, 
Hahnemann  Medical  College  and  Hospital,  Philadel- 
phia. 1002  pp.  Illustrated.  Price  $16.50.  Lea  & 
Febiger,  Philadelphia.  1962. 

The  chemical  basis  of  carcinogenic  activity.  American 
Lecture  Series. 

By  G.  M.  Badger,  Ph.D.,  D.Sc.,  Professor  of  Organic 
Chemistry,  University  of  Adelaide,  South  Australia. 
72  pp.  Tables  and  figures.  Price  $5.00.  Charles  C 
Thomas,  Springfield,  111.  1962. 

Radiodermatitis.  American  Lecture  Series. 

By  Ervin  Epstein,  M.D.,  Associate  Clinical  Professor 
of  Dermatology,  University  of  California  Medical 
School,  Chief  of  Dermatology  and  Syphilology,  High- 
land-Alameda  County  Hospital.  With  chapters  by 
five  contributors.  178  pp.  Illustrated.  Price  $7.75. 
Charles  C Thomas,  Springfield.  111.  1962. 
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Coma:  biochemistry , physiology  and  therapeutic 

principles.  American  Lecture  Series. 

By  Joseph  F.  Fazekas,  M.D.,  F.A.C.P.,  Neurologist, 
Pratt  Clinic,  New  England  Center  Hospital,  Associ- 
ate Professor  of  Neurology,  Tufts  University  School 
of  Medicine,  and  Ralph  W.  Allman,  M.D.,  Assistant 
Research  Physician,  Attending  Staff,  Pratt  Clinic, 
New  England  Center  Hospital,  Boston,  Mass.  114 
pp.  Tables  and  figures.  Price  $5.75.  Charles  C 
Thomas,  Springfield,  111.  1962. 


Handbook  of  psychiatric  treatment  in  medical 
practice. 

Nathan  S.  Kline,  M.D.,  F.A.C.P.,  Director  of  Re- 
search, Rockland  State  Hospital,  Orangeburg,  New 
York;  Department  of  Psychiatry,  Columbia  Univer- 
sity, College  of  Physicians  and  Surgeons,  and  Heinz 
Lehmann,  M.D.,  Clinical  Director,  Verdun  Protestant 
Hospital,  Montreal;  Department  of  Psychiatry,  Mc- 
Gill University  Faculty  of  Medicine.  124  pp.  Price 
$3.50.  W.  B.  Saunders  Company,  Philadelphia  and 
London.  1962. 


big  reasons 

why  you  will  prefer 


vi-syneral  vitamin  drops  fortified 

1.  provides  vitamin  Bi2. 

2.  100%  natural  vitamin  A complex. 

3.  100%  natural  vitamin  D complex. 

4.  vitamin  E to  reduce  susceptibility  of  red  blood  cells 
to  hemolysis. 

5.  vitamins  A,  D,  and  E made  aqueous*  for  far  faster 
and  more  complete  absorption  and  utilization. 

6.  vitamin  B5  . . . anticonvulsant  vitamin. 

7.  lipotropic  agents. 

8.  other  essential  B complex  factors  and  vitamin  C. 

9.  delicious  fruity  flavor. 

10.  no  burps  ...  no  fish  oil  taste  or  odor  . . . allergens 
removed. 

*Protected  by  U.S.  Pat.  No.  2,417,299  owned  and  controlled  by 
U.S.  Vitamin  and  Pharmaceutical  Corporation. 

SAMPLES  of  VI-SYNERAL  VITAMIN  DROPS  FORTIFIED  on  request 

u.s.  vitamin  & pharmaceutical  corporation  • pharmaceuticals 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York  17,  N.Y. 
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Transactions  of  the  American  Society  for  Artificial 
Internal  Organs,  Atlantic  City,  N.J.,  April  9-10,  1961. 
Vo I.  VIII. 

Edited  by  George  E.  Schreiner,  M.D.  Papers  con- 
tributed bv  various  members.  402  pp.  Price  $8.00. 
Georgetown  University  Printing  Department,  Wash- 
ington, D.C.  1962. 

Heart  disease:  some  ways  to  prevent  it. 

By  A.  R.  Southwood,  M.  D.,  M.S.,  M.R.C.P.,  Con- 
sulting Physician,  Royal  Adelaide  Hospital,  formerly 
Director  General  of  Public  Health,  South  Australia, 
and  Lecturer  in  Public  Health  and  Preventive  Medi- 
cine, University  of  Adelaide.  153  pp.  Figures. 
Price  $4.00.  Charles  C Thomas,  Springfield,  111. 
1962. 

Endocrine  tissue  transplantation.  American  Lecture 
Series. 

By  John  R.  Brooks,  M.D.,  Clinical  Associate  in  Sur- 
gery, Harvard  Medical  School,  Senior  Associate  in 
Surgery,  Peter  Bent  Brigham  Hospital,  Boston,  Mass. 
113  pp.  Illustrated.  Price  $6.00.  Charles  C Thomas, 
Springfield,  111.  1962. 

Novak's  gynecologic  and  obstetric  pathology.  Fifth 
edition. 

By  Edmund  R.  Novak,  A.B.,  M.D.,  Assistant  Pro- 
fessor of  Gynecology,  The  Johns  Hopkins  Medical 
School;  Gynecologist,  Johns  Hopkins,  Bon  Secours, 
Hospital  for  the  Women  of  Maryland,  and  Union 
Memorial  Hospitals,  Baltimore,  Maryland,  and  J. 
Donald  Woodruff,  B.S.,  M.D.,  Associate  Professor 
of  Gynecology,  The  Johns  Hopkins  Medical  School, 
Associate  Professor  of  Pathology,  The  Johns  Hopkins 
Medical  School;  Gynecologist,  Johns  Hopkins  and 


Union  Memorial  Hospitals,  Chief  of  Gynecology, 
Hospital  for  the  Women  of  Maryland,  Baltimore, 
Maryland.  713  pp.  Illustrated.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.  1962. 

Surgery  of  the  chest. 

Edited  by  John  H.  Gibbon,  Jr.,  M.D.,  Samuel  D. 
Gross  Professor  of  Surgery  and  Chairman  of  the 
Department  of  Surgery,  The  Jefferson  Medical  Col- 
lege. With  the  collaboration  of  35  authorities.  902 
pp.  Price  $27.00.  Illustrated.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.  1962. 

Peripheral  vascular  diseases.  Third  edition. 

By  Edgar  V.  Allen,  B.S.,  M.A.,  M.D.,  M.S.  in  Medi- 
cine, F.A.C.P.,  Section  of  Medicine,  Mayo  Clinic, 
Late  Professor  of  Medicine,  Mayo  Foundation,  Grad- 
uate School,  University  of  Minnesota;  Nelson  W. 
Barker,  B.A.,  M.D.,  M.S.  in  Medicine,  F.A.C.P., 
Professor  of  Medicine,  Mayo  Foundation,  Graduate 
School,  University  of  Minnesota;  Edgar  A.  Hines, 
Jr.,  B.S.,  M.A.,  M.D.,  M.S.  in  Medicine,  F.A.C.P., 
Section  of  Medicine,  Mayo  Clinic,  Professor  of 
Medicine,  Mayo  Foundation,  Graduate  School,  Uni- 
versity of  Minnesota,  and  other  associates  of  the  Mayo 
Clinic  and  the  Mayo  Foundation.  1044  pp.  W.  B. 
Saunders  Company,  Philadelphia  and  London.  1962. 

Advances  in  rheumatic  fever,  1940-1961 . 

By  May  G.  Wilson,  M.D.,  Professor  of  Clinical  Pedi- 
atrics, Emeritus,  Cornell  University  Medical  College; 
Consulting  Pediatrician  and  Director,  Rheumatic 
Fever  Research,  The  New  York  Hospital,  New  York 
City.  249  pp.  Price  $10.00.  Illustrated.  Hoeber  Medi- 
cal Division,  Harper  & Row,  Publishers,  Inc.,  New 
York.  1962. 


Reviews 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed  by 
any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian,  King  County  Medical 
Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The  library  appreciates, 
but  does  not  demand,  reimbursement  for  postage. 


Basic  anxiety,  a new  psychobiological  concept. 

By  Walter  J.  Garre,  M.D.  123  pp.  Price  $5.00.  Philosophical 
Library,  Inc.  1962. 

The  author  presents  a concept  of  basic  anxiety 
that  is  arresting  and  yet  vastly  appealing— put  sim- 
ply, this  anxiety  is  universal  and  stems  from  the 
primordial  relationship  to  the  mother.  His  basic 
postulate  is  that  “basic  anxiety  is  present  in  every 
human  infant.  It  will  vary  only  in  degree  depend- 
ing upon  the  degree  to  which  the  mother  or  the 
significant  person  basically  rejected  the  infant.”  De- 
pendent upon  how  the  child  sees  this  most  signifi- 
cant person,  whether  she  be  perceived  as  innately 
protecting  even  to  being  willing  to  die  for  her  child, 
or  whether  she  basically  rejects  him  thereby  inducing 
a lasting  feeling  of  danger  to  his  life,  and  to  the 
extent  that  the  infant  feels  mother’s  rejection  as  a 


death  threat  he  typically  responds,  because  of  his 
overwhelming  dependency  for  his  very  survival  upon 
her,  as  though  he  is  not  permitted  to  succeed  or  to 
assert  himself.  Dr.  Garre  develops  his  hypothesis 
in  many  vital  contexts.  He  divides  life  into  four 
major  aspects:  physical,  socio-mental,  economic  self 
sustaining  and  reproductive  and  proceeds  to  discuss 
how  basic  anxiety  produces  distortions  in  their  evolu- 
tion and  adaptation.  He  feels  that  emotional  health 
must  encompass  gratifying  integration  and  perform- 
ance in  these  major  areas  of  life. 

The  uniqueness  and  value  of  this  contribution 
lies  in  the  simplicity  with  which  he  draws  his  major 
points.  “The  more  the  parents  approve  of  each 
other,  the  more  the  child  will  be  welcome  and  the 
fewer  difficulties  he  will  have  in  identifying  himself 
successfully  with  the  parent  of  his  own  sex.”  Exqui- 
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sitely  simplified,  yet  it  has  the  sound  of  truth  without 
being  superficial.  He  has  similar  clear  statements 
consistent  with  basic  research  on  the  psychosomatic- 
mechanism  and  the  contest  between  the  organic 
and  the  functional  concepts  of  emotional  illness, 
concluding  the  dynamic  approach  more  important 
than  the  organic  orientation. 

His  most  appealing  points  concerned  the  ration- 
ale of  psychotherapy  and  the  innate  role  of  the  psy- 
chotherapist. This  is  broadly  equated  with  the  con- 
sistent depth  of  empathy  the  therapist  supplies  the 
patient  as  he  tests  out  his  innate  fears  either  of 
abandonment,  massive  retaliative  destruction,  or  of 
inadequacy.  Garre  holds  the  matured  deeply  em- 
pathetic  therapist  can  permit  himself  to  be  used  by 
the  patient  according  to  his  needs  without  feeling 
exploited  and  in  fact  can  have  a strong  sublimative 
feeling  of  rendering  service.  For  one  who  has  grown 
to  feel  that  unifying  integrative  psychotherapy  by 
whatever  label  is  an  affective  sharing  interchange 
under  structured  conditions  dedicated  to  the  after- 
rearing of  diseased  children-patients,  this  concept 
has  the  ring  of  truth. 

Some  of  the  author’s  speculations  about  minu- 
tiae of  assorted  subjects  seem  somewhat  fanciful 
and  clutter  his  arguments  somewhat.  However,  his 
major  premise  is  certainly  provocative.  Doubtless 
many  readers  will  be  critical  but  they  will  have  to 
agree  that  they  were  forced  to  think  hard  about 
some  fundamental  issues. 

E.  s.  C.  FORD,  M.D. 

The  human  adrenal  gland. 

By  Louis  J.  Softer,  M.D.,  Attending  physician  and  Head  of  En- 
docrinology, The  Mt.  Sinai  Hospital,  New  York;  Ralph  I.  Dorf- 
man,  Ph.D.,  Director  of  Laboratories,  Worcester  Foundation  for 
Experimental  Biology,  Shrewsbury,  Mass.;  and  J.  Lester  Gabri- 
love,  M.D.,  Associate  Attending  Physician,  The  Mt.  Sinai  Hos- 
pital, New  York.  591  pp.  Illustrated.  Price  $18.50.  Lea  & 
Feb'ger,  Philadelphia.  1961. 

This  triumvirate  of  authors  bring  together  uni- 
versally accepted,  expert  opinion  in  the  triad  of  dis- 
ciplines of  steroid  and  catecholamine  chemistry  and 
physiology,  and  the  clinical  manifestations  of  dis- 
ease states  of  the  adrenal  gland.  This  exceptionally 
well-organized  and  informative  book  serves  a great 
need  in  synthesizing  the  accumulated  data  pertain- 
ing to  steroid  chemistry  with  the  aberrations  of 
adrenal  physiology  in  hypo-  and  hyperfunctioning 
disease  states  of  the  adrenal  gland.  Of  particular 
significance  to  the  endocrinologist  are  the  chapters 
in  which  Dorfman  illustrates  with  lucid  succinct- 
ness the  numerous,  heretofore  confusing  pathways  of 
steroid  biogenesis  and  catabolism.  The  several 
graphically-portrayed  synthetic  routes  clarify  the 
fundamental  processes  of  steroid  precursor  formation 
and  provide  a background  for  comprehension  of  the 
pathological  states  described  in  the  clinical  sections. 

The  portion  of  the  book  devoted  to  clinical 
syndromes  of  the  adrenal  gland  are  detailed  in  the 


eloquently  descriptive  style  associated  with  Soffer’s 
previous  publications,  and  the  extensive  account  of 
the  various  clinical  manifestations  in  relation  to 
adrenal  pathophysiology  will  serve  undoubtedly  as 
a valuable  reference  to  both  student  and  specialist 
in  the  field. 

Although  the  authors  have  covered  exhaustively 
the  significant  progress  in  adrenal  disease  states,  and 
have  corroborated  their  presentation  with  an  exten- 
sive bibliography,  they  do  not  deal  at  any  length 
with  the  problems  of  management  of  patients  on 
long-term  steroid  therapy  or  the  sequelae  of  cessa- 
tion of  glucocorticoids,  both  of  which  I consider 
pertinent  to  the  subject  matter  of  this  book.  A useful 
addendum  to  Soffer’s  previous  textbook.  Disease  of 
the  Endocrine  Glands,  was  the  glossary  of  clinical 
and  laboratory  procedures  in  diagnosis;  and  with  the 
recent  advances  in  steroid  analyses  of  body  fluids,  it 
would  have  been  fitting  to  have  included  a brief 
survey  and  critique  of  this  methodology  as  a supple- 
mentary chapter  in  this  edition. 

JOHN  W.  ENSINCK,  M.D. 

Aphorisms. 

Sir  William  Osier,  collected  by  Robert  B.  Bean,  M.D.  (1874- 
1944).  Edited  by  William  B.  Bean,  M.D.  164  pp.  Price  $4.00. 
Charles  C Thomas,  Springfield.  1961. 

“One  swallow  does  not  make  a summer,  but  one 
tophus  makes  gout  and  one  crescent  malaria.0*0 
Jaundice  is  disease  that  your  friends  diagnose.000 
The  training  of  the  medical  school  gives  a man  his 
direction,  points  him  the  way,  and  furnishes  him 
with  a chart,  fairly  incomplete,  for  the  voyage,  but 
nothing  more.000  Superfluity  of  lecturing  causes 
ischial  bursitis.000  Teach  him  how  to  observe,  give 
him  plenty  of  facts  to  observe,  and  the  lessons  will 
come  out  of  the  facts  themselves.” 

From  Osier  to  Bean  to  Bean,  these  and  many 
more  like  them  come  as  a fine  medical  legacy,  stim- 
ulating, uplifting,  entertaining,  and  pertinent,  now 
as  much  as  they  were  nearly  seventy  years  ago  when 
William  Bean’s  father  wrote  most  of  them  on  mar- 
gins of  his  student  notes. 

H.  L.  HARTLEY,  M.D. 


T acoma 

Electrophysics  Laboratory 

Electroencephalography 

Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1 104-06  South  4th  Street 
Tacoma  5,  Washington 
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PROFESSIONAL  classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  otolarynology, 
orthopedics  and  general  practice.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

GENERAL  PRACTITIONER  WANTED-SEATTLE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  overly  busy  north  end  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
Charles  R.  Leighton,  M.D.,  1556  N.E.  177th,  Se- 
attle 55,  Wash. 

OB-GYN  RESIDENT  WANTED 

Available  immediately,  unexpected  opening  for  first- 
year  resident  in  a fnlly  accredited  3-year  program. 
Full  complement  of  15  interns.  Contact  Dr.  Abrams, 
Director  of  Medical  Education,  Sacred  Heart  Hos- 
pital, Spokane,  Wash. 

PHYSICIAN  WANTED 

To  share  in  rental  of  new  modern  office.  Established 
practice  and  location  in  S.E.  Seattle.  Completely 
equipped  and  furnished  2,000  sq.  ft.,  air-conditioned 
office.  MA  3-2144,  Seattle. 

GP'S  NEEDED-SANTA  CRUZ  COUNTY  HOSPITAL 

Five  vacancies  for  general  practice  for  1963-64  to 
be  filled  on  the  second  year  level.  Due  to  illness, 
there  are  two  vacancies  for  the  remainder  of  1962- 
63.  This  is  an  excellent  opportunity  for  experience 
under  board  certified  and  board  eligible  men  in  medi- 
cine, surgery  and  allied  specialties,  orthopedics, 
obstetrics  and  gynecology,  urology,  anesthesiology 
and  pathology.  There  will  be  a full-time  board  in- 
ternist who  will  be  Director  of  Medical  Services 
and  Education.  An  excellent  program  for  teaching  is 
in  effect  in  all  specialties.  Bed  capacity  is  173,  which 
may  be  expanded.  Stipend  is  $600  per  month. 
Santa  Cruz  is  75  mile  south  of  San  Francisco,  a 
coastal  city  with  mild  weather  all  year  round.  Con- 
tact Stanley  Monteith,  M.D.,  Santa  Cruz  County 
Hospital,  P.O.  Box  721,  Santa  Cruz,  Calif. 

GP  ASSOCIATE  WANTED-OREGON  COAST 

Busy  physician  in  Coast  town  will  sell  or  share  of- 
fice space  and  equipment.  Write  Box  25-D,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 


OB-GYN  OPPORTUNITY 

Opening  for  a young  man,  in  an  established  clinic 
North  of  Seattle.  Contact  Doctors  Clinic,  18504 
Bothell  Way  N.E.,  Bothell,  Wash. 

Locations  Desired 

SURGEON  DESIRES  ASSOCIATION 

Canadian  physician,  age  34,  board  eligible  in  general 
surgery,  desires  association  with  group  or  community 
offering  opportunity  to  establish  a surgical  practice. 
Would  also  consider  a GP  and  surgical  practice.  Write 
Box  26-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 

GENERAL  PRACTITIONER  WISHES  TO  RELOCATE 

With  GP  or  group  in  Washington  or  Oregon.  Two 
years  experience.  Military  obligation  completed. 
Married  with  family.  Write  Box  27-D,  Northwest 
Medicine,  Seattle,  Wash. 


WESTINGHOUSE  X-RAY 

Used  200  ma  Westinghouse  console,  rotating  anode 
tube,  complete  dark  room.  Can  be  seen  in  Medical- 
Dental  Bldg.,  Seattle.  Also  other  good  used  x-rays 
available.  Johnson  X-ray  Supply,  1106  Pike  St., 
Seattle,  Wash. 


MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Deluxe  space  available  for  physician  in  group  of 
offices,  arranged  to  individual  specifications.  Seven 
schools  within  walking  distance  but  no  physicians  in 
area.  Income  potential  very  high,  and  if  needed,  fi- 
nancing should  be  no  problem.  D.D.S.  now  practic- 
ing on  premises  and  prospective  M.D.  would  have 
no  competition  until  established.  Please  write  or  call 
Norman  Anderson,  91st  and  Hiway  99  South,  Ever- 
ett, Wash.,  Phone  EL  3-2485. 


Equipment 


Office  Space 


m 
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HEART  OF  LYNNWOOD-NEW  MEDICAL  OFFICE 

Space  available  February  15,  1963.  G.P.’s  and  all 
specialists  — 19,000  children  in  school  district  — new 
hospital  due  1963.  Write  B.  P.  Deason,  D.D.S.,  P.O. 
Box  366,  Lynnwood,  Washington,  PR  8-4333. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

DES  MOINES  AREA  NEEDS  PHYSICIANS 

One  of  the  fastest  growing  communities  needs  more 
physicians.  Exceptional  opportunity  for  specialists 
such  as  pediatricians  and  obstetricians.  Building  lo- 
cated on  main  street  of  Des  Moines.  Complete  in 
every  detail,  including  air  cond.,  off-street  parking 
and  a panoramic  view  of  the  Sound.  Call  MU  2-3750 
or  evenings  WE  8-4744,  Seattle. 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 


TIME  SCHEDULE  ORGANIZER 


DESK  CALENDAR 

Exclusive  daily  visible  margins  show  the  whole 
week’s  schedule  at  one  glance.  Beautifully  styled 
stand  in  five  modern  colors.  Bright  gold  colored 
metal  parts. 

Let  us  show  you  the  UNMATCHED  EFFICIENCY 

of  this  outstanding  new  product. 


Services 


PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


TRICK  & MURRAY 


1 15  Seneca  Street  Seattle  1,  Washington 
Phone  MAin  2-1440  Free  Parking 


RALEIGH  HILLS  HOSPITAL* 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM , Inc. 
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Meetings  OF  medical  societies 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Los  Angeles, 
Nov.  26-29,  1962;  Portland,  Nov.  18- 
21,  1963. 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 

Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec.,  Donald  Beck,  Vancouver,  B.C. 

Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDonagh,  Vancouver,  B.C. 

Biennial  Western  Conference  on  Anes- 
thcs. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

Northw.  Urologic  Soc. — Nov.  3,  1962, 
Yakima. 

Pres.,  Thomas  Mathieu,  Yakima 
Sec.,  Rex  McClune,  Yakima 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres..  M Harvey  Johnson,  Portland 
Sect..  D.  W.  McDaniel,  The  Dalles 

Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 

Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 

Oregon  Radiological  Society — Univer- 
sity' Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 


Oregon  Society  of  Obstetricians  and 
Gynecologists  — Portland,  Park 
Heathman  Hotel,  3rd  Friday  (Oct., 
Nov.,  Jan. -May) 

Pres.,  W.  R.  Frazier,  Portland 
Sec.,  T.  A.  Treanor,  Portland 
Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 
Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 
Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark,  Jr. 

Sec.,  J.  W.  Bussman 
Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 
Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 

WASHINGTON 
Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 
Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 
Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 
Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 
Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 


Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O’Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  G.  C.  Kohl 
Sec.,  E.  E.  Banfield 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph.D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion— March  30,  1963,  Seattle 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Wash.  St.  Soc  of  Anesthesiologists. 
Pres..  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 
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anxiety  and  angina 
are  often  interlocked 


you  can  manage  both  with  Equanitrate 


Equanitrate  contains  Equanil^,  outstand- 
ing anti-anxiety  agent,  and  PETN  (penta- 
eryth ritol  tetranitrate),  a preferred  long- 
acting  vasodilator. 

As  a result  of  these  components,  angina 
patients  receiving  Equanitrate  are  less 


heart-conscious  and  their  cardiac  reserve 
is  also  protected.  Patients  are  more  able 
to  perform  normal  activities  with  new 
calmness  and  freedom  from  pain.  Does 
not  impair  alertness,  as  may  occur  with 
barbiturates. 


meprobamate  and  pentaerythritol  tetranitrate,  Wyeth 


For  further  information  on  limitations,  administration  and  prescribing  of 
Equanitrate,  see  descriptive  literature  or  current  Direction  Circular. 

Wyeth  Laboratories  Philadelphia  1,  Pa. 


IN  HEPATIC  COMA 


DUAL  ACTION 


R-gene 

CUTTER 


' 1 • 


ARGININE  MONOHYDROCHLORIDE 


: REDUCES  HIGH  BLOOD  AMMONIA  LEVELS . . . 
^ HELPS  OVERCOME  THE  ACCOMPANYING  ALKALOSIS 


R-gene  can  be  used  to  prevent  impending  hepatic 
coma  and  has  dramatically  increased  the  survival 
rate  in  patients  in  deep  coma  where  the  mortality 
rate  is  normally  extremely  high.1 * *  It  provides  arginine 
to  detoxify  circulating  blood  ammonia  by  acceler- 
ating its  conversion  to  urea  in  the  liver.1-3  In  addi- 
tion, R-gene  supplies  chloride  which  combines  with 
excess  sodium  to  overcome  the  alkalosis  induced  by 


vomiting  which  usually  accompanies  ammonia  in- 
toxication.4 

Because  of  this  dual  action,  R-gene  is  of  potential 
benefit  in  all  cases  where  elevated  ammonia  levels 
exert  a toxic  effect  as  in  hepatic  coma,  ammonia  in- 
toxication due  to  ingestion  of  ammonium  salts,  acute 
hepatic  insufficiency,  and  following  massive  upper 
gastrointestinal  hemorrhage. 


The  R-gene  package  consists  of  a half  liter  Saftiflask®  containing 
400  cc.  of  a 5 % solution  of  L-arginine  monohydrochloride,  a 100  cc. 
Ambot®  of  50%  dextrose,*  and  administration  set.  Each  100  cc.  of 
R-gene  contains:  L-arginine  monohydrochloride  5.0  Gm.,  non- 
pyrogenic  distilled  water  q.s. 


•Administration  of  dextrose  in  conjunction  with  arginine  appears  to  aid  the 
total  ammonia  utilization. 

For  maximum  effectiveness,  measures  to  reduce  ammonia  intake 
should  be  started  with  R-gene  administration  including  reduction 
or  withdrawal  of  protein  intake,  control  of  gastrointestinal  bleeding, 
prompt  removal  of  blood  from  the  intestine,  supression  of  ammonia 
production  in  the  intestine  with  large  oral  doses  (4-12  Gm.  daily) 

of  neomycin.3,5 

1.  Najarian.  J.  S.,  el  al.:  Am.  J.  Surg.  99:172,  1958.  2.  Wolle,  S.  J.,  et  al.:  cited  by  Fast. 

B.  B.,  Arch.  Int.  Med.  10: 467, 1958.  3.  Editorial,  New  England  J.  M.  .’59:1181, 1958.  4.  Edi- 

torial, J.A.M.A.  169: 1076,  1959.  5.  Britton,  R.  C.:  Connecticut  M.  J.  22:537,  1958. 


CUTTER  LABORATORIES 

BERKELEY,  CALIFORNIA 

Full  information  available 
from  your  Cutter  man, 
or  write  to  Dept.  2-6L 


DrarxDesi 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1-2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
eoliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  Chloromycetin 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes .3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 

Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References : (1)  Malone,  F.  J..  Jr. : Mil.  Med.  125  :836.  1960.  (2)  Martin,  W.  J. ; Nichols,  D.  R.,  & Cook.  E.  N. : Proc.  Staff  Meet.  Mayo  Clin. 
34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W. ; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (6)  Jolliff,  C.  R. ; 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidrick,  R J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11 :392,  1960.  cesei 
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Good  Wall  Street  connection 


. . . begins  with  modern  communications  and 
on-the-scene  reporting.  The  phone  in  your  hand 
puts  you  just  about  as  close  to  the  New  York 
Stock  Exchange  as  the  man  who  is  actually  on 
Wall  Street. 

How?  Your  phone  order  to  any  of  our  47  offices 
is  carried  to  our  Wall  Street  office  on  the  high- 
speed Dean  Witter  private  wire  system.  The 
capacity  of  our  communications  installation 
is  enormous — equivalent  to  the  equipment 
serving  a town  of  25,000  people! 

And  communication  with  Wall  Street  works 
two  ways  when  Dean  Witter  & Co.  is  working 
for  you.  Vital  market  information  comes  back 
to  you  as  swiftly  as  your  orders  go  the  other 
way.  Late  stock  prices,  daily  business  news 
developments,  word  of  new  investment  oppor- 
tunities detected  by  our  84  member  research 
team  are  all  yours  by  phone.  You  can  even  dial 


for  an  up-to-the-hour  transcribed  market  re- 
port in  many  cities  we  serve. 

Yes,  you  may  regard  your  telephone  as  an  in- 
strument for  successful  investing.  With  all  due 
regard  for  modesty,  we  feel  we’ve  helped  make 
it  that. 

And  we’d  like  it  if  you’d  give  us  a ring.  When 
you  do,  ask  for  a copy  of  “Market  Comments” 
reported  that  day  by  one  of  our  four  Floor 
Partners  on  the  New  York  Stock  Exchange. 


Dean  Witter  & Co. 

Members  New  York  Stock  Exchange  • Pacific  Coast  Stock  Exchange 

1603  Hewitt#  Everett — AL  9-3156 
440  Washington  Building,  Seattle — MA  4-6800 
944  Pacific  Ave.,  Tacoma— FU  3-4535 
220  Equitable  Bldg.,  Portland — CA  6-6571 
935  Lloyd  Center,  Portland— AT  2-7211 


AN  AMES  CLINIQUICK’ 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY 

TEST 

URINE 

ROUTINELY 

FOR 

PROTEIN 

7 

■ 


In  a recent  series  of  278  diabetic  patients,  34.2  per  cent  (95)  had  proteinuria. 
Of  this  group,  almost  3 out  of  5 had  previously  unrecognized  renal  disease,  usually 
asymptomatic  and  untreated.1  Proteinuria  may  give  valuable  warning  not  only  of 
infectious  and  other  renal  disorders,  but  also  of  degenerative  diabetic  nephropathy.2 

With  Uristix  Reagent  Strips,  testing  for  proteinuria  and  glucosuria  may  be  conven- 
iently done  at  the  same  time.  Uristix  is  . . reliable  for  routine  clinical  use.”1  It  will 
not  give  false-positive  protein  reactions  with  oral  hypoglycemic  agent  metabolites. 
Uristix  is  simple  for  patients  to  use  at  home  and  is  timesaving  for  technicians.1 

References:  (1)  Moss,  J.  M.;  Schreiner,  G.  E.,  and  Sweeney,  V.:  M.  Times  89:12  (Jan.)  1961.  (2)  El  Mahallawy,  M., 
and  Sabour,  M.  S.:  J.A.M.A.  J7J:1783  (Aug.  20)  1960. 


for  broader  day-to-day  protection  of  the  diabetic  patient 


DIP 

AND 

READ 


uristix 


urine  proiein  • g/ucose 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Conodo 


1 dip  ...  10  seconds  ...  2 readings 


available:  Uristix  Reagent  Strips,  bottles  of  125 
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Inflammation  Takes  Flight 


Tandearir 

brand  of  oxyphenbutazone 

a new 

development 
in  nonhormonal 
anti-inflammatory 
therapy 

Geigy 


Remarkably  useful  in  a wide  variety  of 
inflammatory  conditions,  including: 
rheumatoid  arthritis,  spondylitis, 
osteoarthritis1'4;  gout,17  8;  acute  superficial 
thrombophlebitis910;  painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute 
arthritis  of  that  joint)'-7;  severe  forms  of  a 
variety  of  local  inflammatory  conditions. "-'2  I3 

The  physician  should  be  thoroughly  familiar 
with  the  dosage,  side  effects,  precautions 
and  contraindications  of  Tandearil  before 
prescribing. 

Full  product  information  available 
on  request. 

more  specific  than  steroids  — Acts  directly 
on  the  inflammatory  lesion  without  altering 
pituitary-adrenal  function . . .without 
impairing  immunity  responses."14 

more  dependably  absorbed  than  enzymes  — 

Tandearil,  a simple,  non-protein  molecule, 
is  rapidly  and  completely  absorbed,414 
consistently  providing  effective  blood  levels. 

1081-61 


far  more  potent  than  salicylates  — 

Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin.215 

availability: 

Round,  tan,  sugar-coated  tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Surg.  97:429,  1959.  13.  Summary  of  individual  case 
histories  submitted  to  Geigy.  14.  Domenjoz,  R.: 
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shadow 

or 

substance 


In  tense,  anxious  patients,  even  a minor  problem  can  assume 
overwhelming  proportions,  like  a huge  shadow  obscuring  the 
substance  of  reality.  And  in  such  patients,  the  “Librium  Effect’ 
can  help  you  restore  better  emotional  perspective.  With  a 
wide  range  of  usefulness,  Librium  has  been  found  effective  in 
patients  with  all  degrees  of  anxiety-from  simple  “nervousness”  to 
severe,  incapacitating  fears  and  phobias.  Of  very  practica 
importance,  too  — the  “Librium  Effect”  leaves  the  patient  mentally 
alert,  free  from  the  sedative  or  flattening  effects  of 
tranquilizers  and  barbiturates.  Consult  literature  and  dosage 
information,  available  on  request,  before  prescribing.  dEF%fa 


LI  BRIU  M®  Hydrochloride  — 7-chloro-2-methylamino-5-phenyl-3H-l,4-benzodiazepine  4-oxide  hydrochloride 


ROCHE 


I 


Carry  H ... 

Even  a petite  nurse  can  easily  pick  up  and  carry  a Sanborn  Visette®  electrocardiograph 
wherever  it’s  needed  — in  the  office,  on  house  calls,  in  the  clinic  or  laboratory.  Not  much 
bigger  than  a doctor’s  bag,  the  Visette  weighs  only  18  pounds  — with  all  accessories. 

And  as  portable  as  it  is,  a Visette  nevertheless  equals  any  “office  standard”  ECG  in  recording 
quality  and  accuracy.  Every  record  is  sharp,  clean,  permanent  and  — as  you  expect  from 
Sanborn  Company  — diagnostically  accurate.  Compactness  and  ruggedness  for  travel  are 
achieved  by  the  practical  means  of  modern  miniaturized  circuitry,  not  by  sacrificing  accuracy. 
If  you  prefer  the  greater  versatility  of  two  chart  speeds,  three  recording  sensitivities  and 
provision  for  recording  and  monitoring  other  phenomena,  the  Model  100  Viso-Cardiette  is  a 
logical  choice.  And  when  these  capabilities  are 
needed  in  a mobile  instrument,  the  mobile  cabinet 
version  (Model  100M)  is  designed  to  be  easily 
rolled  to  bedsides  in  hospital  or  clinic. 

Regardless  of  which  of  these  three  instruments 
you  choose,  each  has  a valuable  and  unique  fea- 
ture: Sanborn  service.  It  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and  value 
your  satisfaction. 


you  need 
“ on-the-spot " 
cardiography 

SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Seattle  Branch  Office  111  Second  Ave.  North,  Mutual  2-1144 
Portland  Sales  & Service  Agency  Corvek  Medical  Equipment  Co. 
1005  N.  W.  16th  Ave.,  Capitol  7-7559 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 

‘EMPRAZIL-C’ 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  "ANALGESIC 


Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

'Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsa I icyl ic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ 

■EMPRAZIL’ 

TABLETS 


♦Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  TUCKAHOE,  l\I.Y. 
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ORResponoenoe 


This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted,  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 


Bureau  organization  and  procedure 

EDITOR,  NORTHWEST  MEDICINE 

In  the  October,  1962,  issue  of  Northwest  Med- 
icine there  appeared  a letter  from  a Seattle  physician 
registering  a complaint  against  the  King  County 
Medical  Service  Bureau.  The  letter  may  reflect  some 
misunderstanding  of  Bureau  organization  and  pro- 
cedure. 

There  has  always  been,  in  our  Bureau,  a demo- 
cratic mechanism  for  receipt  and  adjudication  of 
complaints  of  doctors.  The  Advisory  Committee  of 
the  Bureau  is  composed  of  20  physicians  in  the  pri- 
vate practice  of  medicine  representing  all  specialties, 
including  general  practice.  These  physicians  are  se- 
lected by  their  various  groups  and  elected  annually 
by  the  general  membership.  It  is  the  function  and 
responsibility  of  this  Advisory  Committee  to  decide 
and  act  on  all  matters  and  requests  of  doctors  that 
pertain  to  special  situations  and  to  render  their 
judgment  of  all  claims  based  on  the  merits. 

The  Board  of  Trustees,  composed  also  of  doc- 
tors in  private  practice  and  elected  annually  by  the 
general  membership,  serve  not  only  as  officers  of  the 
Bureau,  but  represent  all  the  physician  members  in 
matters  of  policy. 

Physicians  are  thus  assured  that  complaints  are 
reviewed  and  judged  by  their  own  colleagues. 

Yours  very  truly, 

DAVID  P.  CHRISTIE,  M.D. 

Secretary,  Board  of  Trustees 
King  County  Medical  Service  Bureau 
Seattle,  Washington 

Readers  should  reexamine 

EDITOR,  NORTHWEST  MEDICINE 

R.  A.  Lyman,  M.D.,  writes  a very  scholarly  ar- 
ticle on  “The  Socialization  of  Two  Professions”,  in  the 
current  issue.  He  traces  for  us  the  socialization  of  the 


teaching  profession,  and  then  applies  this  to  the 
medical  profession.  He  very  carefully  uses  a great 
deal  of  space  in  the  Journal,  a scientific  journal,  and 
concludes  with  such  items  as  “I  suspect  that  the 
socialization  of  medicine  will  result  in  more  good 
than  harm”  and  “perhaps  it  will  even  diminish  a little 
the  world’s  stock  of  fear.”  He  then  proceeds  to  cast 
away  all  of  the  history  available,  which  documents 
mankind’s  primitive  society  as  socialistic  or  even 
communistic,  and  states,  “I  hope  that  medicine  can 
avoid  some  of  the  mistakes  and  some  of  the  evils  that 
befell  the  academic  profession  in  its  conversion  from 
the  primitive  to  the  socialized  state.” 

He  then  documents  his  “socialized  teaching  pro- 
fession’s” failure  to  instill  into  students  a love  for 
knowledge  by  stating,  “Where  are  they  (physicians) 
to  come  from  in  this  day  of  academic  mediocrity, 
when  the  pursuit  of  knowledge  is  the  least  popular 
way  to  earn  recognition  and  reward?”  The  entire 
article  is  fraught  with  lapses  in  fact  and  logic,  how- 
ever, having  only  a letter  to  reply  to  an  article,  I hope 
all  of  the  readers  will  re-examine  this  with  a view 
to  the  logic,  rather  than  the  beautiful  flow  of  rhetoric 
and  powerful  sounding  phrases. 

Max  Eastman,  in  his  short  informative  book, 
“Reflections  on  the  Failures  of  Socialism”,  points  out, 
“Science  requires  a scientist,  or  at  least  an  engineer, 
and  the  engineer  in  this  case  would  have  to  have 
dictatorial  power.” 

Sincerely  yours, 

CHARLES  R.  WOLFE,  M.D. 

Spokane,  Washington 

Fifty  thousand  votes 

EDITOR,  NORTHWEST  MEDICINE 

Below  you  will  find  a copy  of  a letter  I wrote 
to  Senator  Magnuson  a few  days  after  the  November 
election.  It  is  hoped  that  you  will  find  it  of  suffi- 
cient interest  to  publish  as  follows: 
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Honorable  Warren  G.  Magnuson 
United  States  Senator 
c/o  Olympic  Hotel 
Seattle,  Washington 
Dear  Senator  Magnuson: 

Sometime  in  June  or  July  I sent  you  a telegram 
expressing  my  disappointment  in  your  negative  vote 
on  the  motion  to  table  the  Anderson-Javits  Amend- 
ment to  Social  Security  Amendments  and  pointed 
out  some  of  the  reasons  why  I objected  to  this  legis- 
lation. I received  a very'  courteous  letter  from  you 
explaining  your  vote,  which  letter  was  re-copied  and 
extensively  distributed  around  the  State  of  Wash- 
ington to  physicians  and  their  patients,  none  of 
whom  seemed  impressed  by  y'our  reasons. 

For  your  information,  there  are  approximately 
3500  practicing  physicians  in  the  State  of  Wash- 
ington. In  your  previous  campaigns  \'ou  have  re- 
ceived from  40  to  60  per  cent  of  this  vote,  includ- 
ing families.  I would  estimate  that  in  the  election 
this  year  y ou  received  not  greater  than  ten  per  cent 
of  the  medical  vote  in  this  state.  The  doctors  are 
all  married,  they  and  members  of  their  families, 
parents  and  close  friends  comprise  approximately 
10,000  votes.  The  great  majority  of  our  doctors  talk  to 
their  patients  explaining  the  evils  of  government 
control  of  the  practice  of  medicine  to  them,  as  the 


doctors  have  done  in  many  other  states.  When  dis- 
cussing this  type  of  legislation  with  them,  the  pa- 
tients are  told  that  “if  the  Federal  Government  be- 
gins to  control  medicine  the  good  medical  care  that 
y'ou,  as  my  patient,  have  today,  may  be  impaired.” 
They  are  furthermore  told,  that  there  are  only 
half  as  many  applicants  for  each  freshman  class  in 
the  medical  schools  as  there  were  ten  years  ago, 
and  if  legislation  like  this  is  enacted,  our  medical 
schools  may  not  even  have  the  full  quota  for  their 
freshman  classes.  Therefore,  the  next  generation, 
the  patients  are  told,  which  includes  their  children 
or  grandchildren,  might  not  have  the  quality'  of 
medical  care  which  they  have  today  due  to  the  lack 
of  competent  doctors. 

Senator,  I doubt  if  you  gained  one  vote  in  the 
State  of  Washington  by  voting  not  to  table  this 
Anderson-Javits  Amendment,  and  I believe  that  the 
medical  profession  influenced  50,000  people  to  vote 
against  you.  I hope  that  in  the  next  Congress  you 
will  vote  for  the  good  of  the  people  and  the  preser- 
vation of  our  fine  medical  care,  the  finest  in  all  the 
world,  and  not  to  place  medical  care  under  politics. 

Yours  very  truly, 

M.  SHELBY  JARED,  M.D. 

Seattle,  Washington 


MEDICAL  TREATMENT  FOR  ALCOHOLISM 


A member  of  the  American  Hospital  Association  and  ap- 
proved by  the  American  Medical  Association.  Devoted 
exclusively  to  providing  medical  and  psychiatric  care  for 
alcoholics  and  medical  research  in  the  field  of  alcoholism. 


7106  35th  AVE.,  S.W.  • SEATTLE  6,  WASHINGTON  • WEst  2-7232 
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And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story: 

“No  case  of  acute  mastoiditis  should  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remained  so  for  at  least 
six  months.”* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  quality 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  — if  he  had  had  the  choice. 

♦Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice/* 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card  of 
this  ad  for  your  waiting  room  is  available.  Write : 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


How  far  apart  car 


two  coughs  get? 


Up  to  8 hours  with  ULO 

Non-narcotic  ULO  puts  a long,  soothing  pause  be- 
tween acute  cough  spasms.  A teaspoonful  usually 
carries  the  patient  comfortably  through  the  night. 

■ Suppresses  acute  cough  longer  than  narcotics  . . . spares 
your  patient  narcotic  after  effects.  ■ Produces  neither  respir- 
atory depression  nor  somnolence.  Daytime  doses  will  not  dull 
your  patient.  ■ Non-habituating.  Patient  does  not  develop  a 
tolerance.  No  constipation  or  laxation . . . no  gastric  irritation 
...no  effect  on  intestinal  motility.  ■ Compatible  with  most 
other  medications. 


RIKER  LABORATORIES,  INC.,  Northridge,  California 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 
For  full  product  information,  see  Physicians'  Brochure  accom- 
panying each  package. 


your  patient  becomes 


effective  tranquilizer  and  skeletal  muscle  relaxant 


THE  TRUE  "TRANQUILAXANT” 

FOR  A RELAXED  MIND  IN  A RELAXED  BODY 

■ quiets  the  anxiety  of  the  tense  patient 

■ eases  tense  muscles,  relaxes  the  patient 

■ reported  side  effects  are  rare  and  usually  mild. 


AVAILABLE:  200  mg.  Caplets®  (green  colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored),  each  in  bottles  of  100. 

DOSAGE:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily:  children 
(5  to  12  years),  from  50  to  100  mg.  three  or  four  times  daily. 

Before  prescribing,  consult  Winthrop's  literature  for  addi- 
tional information  about  dosage,  possible  side  effects  and 
contraindications. 


LABORATORIES,  New  York  18,  N.Y. 


1728M 
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Goliath  David 


Reminder 
advertisement. 
Please  see 
package  insert  for 
detailed  product 
information. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


Against  the  formidable  and  ubiquitous  Staphylococcus  aureus, 
PANALBA*  gives  you  a powerful  weapon.  PANALBA  is  a selective 
combination  of  novobiocin  (for  its  unique  effectiveness  against 
staph)  and  tetracycline  (for  its  breadth  of  coverage).  From  the  outset, 
your  treatment  has  broader  antibacterial  coverage  resulting  from 
the  simultaneous  administration  of  two  antibiotics  that  complement 
each  other.  They  were  carefully  chosen  for  this  purpose. 

That  is  why  PANALBA  offers  excellent  chances  for  therapeutic  success. 

Trademark,  reg.  u.s.  pat.  off. 

COPYRIGHT  1962,  THE  UPJOHN  COMPANY 


When  you  choose  an  anorectic— 


“Does  it  help  the  patient 


maintain  the  proper  diet, 
is  it  free  of  dangerous 


side  effects,  and  does 


the  patient  like  it?”1 

Perhaps  you’ll  find,  as 
Stevenson  did,  “[‘Eskatrol’] 
seems  to  meet  these 
criteria  better  than  most.” 

1.  Stevenson,  L.E.:  M.  Ann.  District  of  Columbia  30  A09  (July)  1961. 

ESKATROL* 

SPANSULE* 

brand  of  sustained  release  capsules 


PRESCRIBING  INFORMATION 

Formula:  Each  ‘Eskatrol’  Spansule  sustained  release  capsule  contains  Dexedrjne® 
(brand  of  dextro  amphetamine  sulfate),  15  mg.,  and  Compazine®  (brand  of 
prochlorperazine),  7.5  mg.,  as  the  dimaleate. 

Recommended  Dosage:  One  ‘Eskatrol’  Spansule  capsule  daily,  taken  in  the  morning. 
Side  Effects:  Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent, 
and  usually  mild  and  transitory. 

Cautions:  Clinical  experience  has  demonstrated  that  ‘Eskatrol’  (containing  the 
phenothiazine  derivative,  prochlorperazine)  has  a wide  margin  of  safety  and  that 
there  is  little  likelihood  of  blood  or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms).  The  physician  should  be  aware,  however,  of  their 
possible  occurrence. 

‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe 
hypertension,  advanced  cardiovascular  disease,  or  extreme  excitability. 


Prescribing  information  adopted  Jan.  1961 


Smith  Kline  & French  Laboratories 
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These  leading  antihypertensive  combinations  are 
practically  all  alike. 


This  one  is  different... 

because  Ser-Ap-Es  offers  a unique  benefit  which  makes  blood  pressure 
control  more  certain:  the  central  and  peripheral  antihypertensive  actions  of 
Apresoline.  By  adding  Apresoline  to  the  regimens  of  their  patients,  Dupler  eta/' 
succeeded  in  bringing  blood  pressure  down  after  rauwolfia-diuretic 
therapy  failed.  Using  Ser-Ap-Es,  Hobbs2  reduced  average  blood  pressure 
from  175/100  mm.  Hg  to148/85  mm.  Hg  in  74  hypertensive  patients.  Side 
effects?  Rarely  a problem  with  Ser-Ap-Es  because  effective  dosage  is  low. 

SUPPLIED:  SER-AP-ES  Tab  lets,  each  containing  0.1  mg.  SERPASIL®(reserpine  CIBA),25  mg. 
APRESOLINE®  hydrochloride  (hydralazine  hydrochloride  Cl  BA),  and  1 5 mg.  ESIDRIX® 
(hydrochlorothiazide  CIBA).  For  complete  information  about  Ser-Ap-Es  (including  dosage, 
cautions,  and  side  effects),  see  current  Physicians'  Desk  Reference  or  write  CIBA. 

1.  Dupler,  D.A.,  Greenwood,  R.J., and  Connell,  J.T.:  J.A.M.A.  174:1  23  (Sept.  10)  1 960. 

2.  Hobbs,  L.F.:  To  be  published-.  2/3026MB 

CIBA 

SUMMIT,  N . J . 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder”  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  €20 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS’ 

Stress  Formula  Vitamins  Lederle 


THE 


lovejoy  RehABilitAtion  hospitAl 

(Physician  Referrals  Only) 


The  latest  rehabilitation  hospital 
in  the  Northwest  for  complete 
physical,  occupational  and 
speech  therapy 

REGISTERED  BY 

AMERICAN  HOSPITAL  ASSOCIATION 

MEMBER  OF  NATIONAL  REHABILITATION 
ASSOCIATION 

52  Beds 

Complete  In  and  Out-Patient  Service 


933  N.W.  25th  Ave.  Portland  10,  Ore.  CA  6-4946 

BROCHURE  ON  REQUEST 


Leona  Mendelson,  R.N. 
Mr.  Albert  A.  Mendelson 
Owners 


ULTRA  SOUND  and  PARALLEL  BARS 

RADIANT  HEAT  TREATMENT 


SHOULDER 

WHEEL 


REHABILITATION  ROOM 

PROFESSIONAL  THERAPY 
FOR  CERVICAL  TRACTION 

PARAFFINE  BATH 


c 

V^_>4oca-Cola,  too,  is  compatible 
with  a well  balanced  diet. 

As  a pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed 
after  work  or  play.  It  contributes 
to  good  health  by  providing 
a pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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METAMUCIL 

BRAND  OF  PSYLLIUM  HYDROPHILIC  MUCILLOID 


STRENGTHENS  THE  COLONIC  REFLEX 


((  The  natural  stimulus  to  peristalsis' ... 
is  the  distension  of  the  intestinal  u all 99 

The  effectiveness  of  Metamucil  in  correct- 
ing constipation  is  a direct  result  of  its 
physiologic  action. 

The  stimulus  which  initiates  the  defeca- 
tory reflex  is  the  fecal  mass  in  the  lower  sig- 
moid colon  and  rectum.  Metamucil  provides 
that  mass  as  a bland,  nonirritating,  easily 
compressed  bulk,  similar  in  consistency  to 
the  normal  protective  mucus  of  the  colon. 


Taken  regularly,  Metamucil  tends  to  cor- 
rect the  insensitive  reflex  of  a bowel  abused 
by  laxatives  and  to  restore  the  natural 
responsiveness  to  the  urge  to  stool. 

Metamucil  is  available  as  Metamucil 
powder  in  4,  8 and  16-oz.  containers  and  as 
lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  and  30  single-dose  packets. 

1.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis 
of  Medical  Practice,  ed.  6,  Baltimore,  The  Williams  & 
Wilkins  Company,  1955,  p.  578. 


e.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


1016 

Northwest  Medicine,  December  1962 


M ental  health,  as  a subject  for  conversation,  at- 
tention arresting  headlines,  and  activities  of  num- 
erous organizations,  seems  to  have  been  blown 
out  of  sensible  proportion.  This  has  occurred  in 
spite  of  several  studies  showing  the  relative  im- 
portance of  various  diseases  as  seen  by  physicians 
in  practice.  Mental  illness,  as  the  physician  sees 
it,  is  distinctly  not  the  great  problem  some  would 
have  the  country  believe.  This  fact  is  confirmed 
once  more  by  two  articles  in  this  issue,  prepared 
and  submitted  independently.  Authors  of  the  two 
articles  did  not  know  that  another  study  was  in 
progress  at  the  same  time,  the  two  papers  were 
submitted  within  three  days  of  each  other  and  the 
findings  yield  similar  conclusions.  All  non-psy- 
chiatrist physicians  see  patients  with  various  de- 
grees of  mental,  or  emotional,  distress,  but  they 
do  not  constitute  a large  medical  problem  and 
few  of  such  patients  deserve  to  be  called  mentally 
ill. 

The  confusion,  which  some  think  is  being  ex- 
ploited by  certain  groups,  seems  to  have  stem- 
med from  differences  in  interpretations  of  the 
word  illness  quite  as  much  as  it  has  from  differ- 
ences in  understanding  of  emotional  reactions  of 
normal  persons.  A rational  view  makes  it  appear 
unwise  to  lump  paranoia  and  manic  depressive 
psychosis  with  anxiety  induced  by  a fall  in  prices 


on  the  New  York  Stock  Exchange,  and  call  all  of 
them  mental  illness.  Under  such  all  inclusive 
terminology,  few  normal,  healthy,  reactive  indi- 
viduals could  escape  occasional  application  of  the 
stigma,  in  this  century  at  least.  And  it  is  not  even 
too  difficult  to  understand  that  people  living 
in  New  York  might,  in  some  numbers,  be  includ- 
ed under  the  uncritical  terminology  being  em- 
ployed, as  used  in  the  newspaper  story  quoted  by 
Lagozzino  and  Tidwell.  Trying  to  live  a normal 
life  in  that  city  could  be  difficult. 

Fortunately,  as  shown  in  the  excellent  study  by 
medical  students  Millard  and  Jacobson,  most  phy- 
sicians recognize  the  importance  of  emotional 
factors  in  medical  practice  and  many,  notably 
the  pediatricians,  are  also  beginning  to  recognize 
the  significance  of  family  counseling  when  things 
go  awry,  psychologically,  for  one  or  more  mem- 
bers of  the  basic  group.  With  this  growth  in  un- 
derstanding, and  more  efforts  to  bring  reason 
into  consideration  of  the  normal  relationships  of 
diseases,  there  is  ample  cause  to  believe  that  the 
medical  profession  will  be  able  to  meet  its  obliga- 
tion to  care  for  all  illnesses,  mental  or  physical, 
serious  or  trivial.  Irresponsible  and  unwarranted 
use  of  the  term  mental  illness  to  describe  symp- 
toms of  those  showing  only  normal  reaction  to 
stress  is  not  merely  inaccurate.  It  can  lead  to 
promotion  of  false  and  dangerous  concepts.  ■ 
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Is  ‘The  Good  Samaritan  Law  A Legal  Placebo ? 


Do  physicians  have  occasional  opportunity  to 
save  a life  or  to  alleviate  suffering  at  the  scene 
of  an  accident?  Do  they  usually  render  such  serv- 
ice? If  they  do  so,  are  they  apt  to  become  in- 
volved in  a lawsuit?  If  they  do  render  aid,  are 
they  bound  to  continue  caring  for  the  patient 
afterward? 

Answers  to  these  questions  become  important 
when  considering  the  need  for  Good  Samaritan 
type  legislation.  Answer  to  the  first  is  yes  but  to 
the  others  an  unqualified  no.  There  follows, 
therefore,  a final  question— is  a Good  Samaritan 
law  necessary?  This  answer  must  be  qualified. 
Such  legislation  may  be  needed  but  not  for  the 
reasons  usually  given. 

It  is  argued  that  if  doctors  are  granted  legal 
immunity  from  suit,  they  will  stop  to  render 
whatever  care  may  be  possible.  The  Good  Sa- 
maritan Law,  under  this  interpretation,  consti- 
tutes a legal  release  of  the  physician  from  the  in- 
hibition that  keeps  him  from  doing  what  instinct 
and  training  tell  him  he  ought  to  do.  This  plai- 
doyer  is  based  on  false  assumptions. 

The  law  does  not  now  require  anything  of  the 
physician  except  that  he  use  ordinary  care  in 
rendering  aid.  He  does  not  enter  into  a contract 
and  need  not  continue  care  unless  he  demands 
a fee  for  service  or  intends  to  submit  a bill.  He 
is  not  expected  to  do  more  than  circumstances 
permit.  Limitation  of  his  service  by  the  materials 
and  equipment  at  hand  is  given  adequate  recog- 
nition. He  is  expected  to  assume  no  more,  and  no 
less,  responsibility  than  he  would  have  in  any 
other  situation,  as  far  as  the  type  of  care  given 
is  concerned. 


For  these  reasons,  some  attorneys  who  have 
studied  the  problem,  are  convinced  that  Good 
Samaritan  legislation  is  not  necessary.  Careful 
researches  by  unrelated  groups,  working  inde- 
pendently and  to  different  purposes,  produce  the 
same  answer.  They  have  not  discovered  a single 
appellate  court  decision  holding  a physician 
liable  for  negligence  in  rendering  emergency  care 
at  the  scene  of  an  accident.  A somewhat  less 
thorough,  but  revealing,  survey  of  attorneys  for 
national  carriers  of  malpractice  insurance  indi- 
cates that  few  even  recall  a claim  having  been 
filed  against  a physician  who  had  rendered  aid 
in  an  emergency  situation. 

The  usually  accepted  reason  for  this  type  of 
legislation,  therefore,  appears  to  be  without  foun- 
dation. It  seems  clear  that  what  prevents  the 
physician  from  stopping  to  give  aid  at  the  scene 
of  an  accident  is  merely  his  fear  of  an  unpleasant 
sequel.  The  fact  that  the  fear  is  groundless  seems 
to  have  little  to  do  with  the  problem  which 
fundamentally,  of  course,  is  that  of  making  good 
medical  care  available  to  the  public  when  and 
where  it  is  needed.  The  fear  remains  and  the 
care  people  may  need  is  being  withheld  from 
them. 

Perhaps  this  yields  a qualified  yes  in  answer 
to  the  question  of  need  for  a law  protecting  the 
physician.  Perhaps,  in  an  odd  reversal  of  circum- 
stances, the  Good  Samaritan  Law  is  a sort  of 
legal  placebo  for  physicians.  Perhaps  the  reas- 
surance of  such  a statute  will  overcome  the  phy- 
sician’s present  dis-inclination  to  render  the  aid 
of  which  he  is  capable— truly  in  the  manner  set 
forth  in  the  parable  of  the  Good  Samaritan.  ■ 


A Al  l at  Los  A ngeles 


H ealth  care  for  the  aged,  medical  ethics,  graduate 
medical  education,  expansion  of  the  AM  A Board 
of  Trustees  and  a study  of  the  sections  and  scientific 
program  of  the  AMA  were  among  the  major  subjects 
acted  upon  by  the  House  of  Delegates  at  the  Ameri- 
can Medical  Association’s  Sixteenth  Clinical  Meeting 
held  November  25-28  in  Los  Angeles. 

The  House  reaffirmed  the  Association’s  present 
policy  of  opposition  to  the  King-Anderson  type  of 
legislation  and  support  for  the  Kerr-Mills  program. 
It  also  approved,  in  principle,  the  following  sug- 
gested amendments  to  the  Kerr-Mills  Law: 

1.  Remove  the  requirement  that  both  Old  Age 


Assistance  (OAA)  and  Medical  Assistance  for  the 
Aged  (MAA)  programs  be  administered  by  the 
same  agency; 

2.  Provide  flexibility  in  the  administration  of  the 
income  limitations  proposed  under  state  law  so  that 
a person  who  experiences  a major  illness  may  qualify 
for  benefits  if  the  expense  of  that  illness,  in  effect, 
reduces  his  money  income  below  the  maximum  pro- 
vided; 

3.  Include  a provision  in  the  law  requiring  state 
administering  agencies  to  seek  expert  advice  from 
physicians  or  medical  societies  through  medical  ad- 
visory committees;  and 
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4.  Provide  for  free  choice  of  hospital  and  doctor 
under  state  programs. 

At  the  same  time,  the  House  also  endorsed,  in 
principle,  four  proposed  amendments  to  the  Internal 
Revenue  Code,  designed  to  assist  in  financing  the 
medical  and  hospital  expenses  of  the  aged.  These 
amendments  would:  liberalize  tax  deductions  for 
medical  expenses  of  dependents  over  age  65;  remove 
the  1 per  cent  drug  limitation  and  include  drugs 
as  medical  expenses;  permit  taxpayers  over  age  65 
to  receive  full  tax  benefit  for  medical  expenses  by 
use  of  the  carry-forward  and  carry-back  principle, 
and  provide  a tax  credit  for  medical  expenses  paid 
by  the  over  age  65  taxpayers,  proportionate  to  the 
relation  between  his  medical  expense  and  taxable 
income. 

In  considering  seven  so-called  “pledge”  reso- 
lutions, involving  professional  freedom,  the  House 
adopted  a substitute  resolution  urging  that  all  phy- 
sicians be  encouraged  to  support  the  position  taken 
by  the  House  of  Delegates  in  June,  1961.  That  policy 
statement  said: 

“The  House  of  Delegates  invites  attention  to  the 
fact  that  the  medical  profession  is  the  only  group 
which  can  render  medical  care  under  any  system 
and  that  the  medical  profession  is  best  qualified  to 
determine  how  the  best  medical  care  can  be  deliv- 
ered. 

“The  House  of  Delegates  believes  that  the  medi- 
cal profession  will  see  to  it  that  every  person  receives 
the  best  available  medical  care  regardless  of  his 
ability  to  pay,  and  it  further  believes  that  the  pro- 
fession will  render  that  care  according  to  the  system 
it  believes  is  in  the  public  interest  and  that  it  will 
not  be  a willing  party  to  implementing  any  system 
which  is  detrimental  to  the  public  welfare.” 

The  House  approved  a report  in  which  the  Coun- 
cil on  Medical  Education  and  Hospitals  recommend- 
ed numerous  changes  in  the  Essentials  of  an  Ap- 
proved Internship.  The  House  declared  that  “their 
acceptance  will  further  strengthen  the  educational 
values  of  the  internship  and  advance  American  medi- 
cine’s contribution  to  worthy  goals  of  international 
educational  exchange.” 

The  House  modified  one  Council  recommendation 
to  read  as  follows: 

“In  order  to  maintain  high  standards  of  education 
and  better  assure  the  patients’  welfare,  at  least  25 
per  cent  of  the  total  house  staff  (interns  and  resi- 
dents) of  a hospital  should  be  graduates  of  accredited 
United  States  or  Canadian  medical  schools.  When 
United  States  and  Canadian  graduates  represent  a 
lesser  portion  of  the  house  staff  for  two  successive 
years,  this  will  warrant  that  serious  consideration  be 
given  to  disapproving  the  internship.” 

The  House  instructed  the  Council  on  Medical 
Education  and  Hospitals  to  exert  every  possible  ef- 
fort and  influence  so  that  all  hospitals  with  approved 
house  officer  training  programs  accept  a reasonable 


number  of  foreign  medical  school  graduates. 

The  House,  by  a vote  of  130  to  48,  adopted 
changes  in  the  Constitution  and  Bylaws  which  would 
have  implemented  the  June,  1962,  recommendations 
of  the  Ad  Hoc  Committee  on  the  Board  of  Trustees, 
including  expansion  of  the  Board  from  11  to  15 
members.  However,  the  Judicial  Council  later  in- 
formed the  House  that  the  affirmative  votes  neces- 
sary to  amend  the  Constitution  should  have  totalled 
at  least  144,  or  two-thirds  of  the  216  voting  delegates 
registered  at  the  Wednesday  session.  The  House  then 
adopted  a motion  to  vote  on  the  proposed  Constitu- 
tional amendments,  in  accord  with  the  changes  made 
in  the  Bylaws,  at  the  opening  session  of  the  June, 
1963,  meeting. 

A report  by  the  Committee  to  Study  the  Scientific 
Sections,  recommending  major  changes  in  the  or- 
ganizational structure  and  scientific  programs  of  the 
Association,  was  presented  to  the  House  by  the 
Board  of  Trustees.  The  House  instructed  the  Speaker 
to  appoint  an  Ad  Hoc  Committee  to  study  the  sub- 
ject and  report  next  June. 

In  considering  a wide  variety  of  resolutions  and 
annual  and  supplementary  reports,  the  House  also: 

Instructed  the  Board  of  Trustees  to  use  every  influ- 
ence in  their  command  to  have  the  Hill-Burton  Law 
amended  in  such  a manner  as  to  eliminate  all  cate- 
gorical grants,  eliminate  the  term  “diagnostic  and 
treatment  centers”  from  any  listings  in  the  act  and 
prevent  federal  funds  being  awarded  under  existing 
law  as  a grant  to  closed  panel  medical  corporations 
to  build  diagnostic  and  treatment  centers. 

Declared  that  it  is  both  the  responsibility  and  duty 
of  the  AMA  to  submit  testimony  before  Congress  on 
the  subject  of  research  appropriations  in  the  health 
field. 

Urged  state  and  county  medical  societies  to  con- 
tinue promoting  the  aggressive,  consistent  develop- 
ment of  Blue  Shield  senior  citizen  programs. 

Encouraged  medical  societies  and  physicians  to 
provide  cooperation  and  leadership  in  the  formula- 
tion and  operation  of  regional  hospital  planning 
bodies. 

Approved  Essentials  of  Acceptable  Schools  for  In- 
halation Therapy  Technicians,  Cytotechnology  and 
Medical  Technology  and  of  Approved  Residencies  in 
Pediatric  Cardiology. 

Recommended  that  a Board  report  and  two  resolu- 
tions dealing  with  the  “Liberty  Amendment”  be  re- 
referred to  the  Council  on  Legislative  Activities  for 
further  study. 

Warned  against  the  dangerously  low  level  of  im- 
munization for  smallpox  and  urged  physicians  and 
their  patients  to  maintain  the  needed  protection. 

Pointed  out  that  state  and  county  medical  societies 
should  collaborate  with  departments  of  public  health 
in  the  interest  of  community  health,  always  keeping 
in  mind  the  need  for  a proper  balance  between  local 
public  programs  and  the  practice  of  medicine.  ■ 
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(flurandrenolone,  Lilly)  • (flurandrenolone  with  neomycin  sulfate,  Lilly) 

effective 


. . . even  m psoriasis 

Topical  application  of  Cordran  promptly  relieves  itching,  reduces  swell- 
ing, erythema,  and  scaliness,  and  causes  involution  of  superficial  lesions 
in  chronic  resistant  dermatoses — even  in  psoriasis. 

Occlusive  dressings  markedly  enhance  the  effectiveness  of  Cordran  by 
promoting  percutaneous  absorption  and  providing  more  intimate  contact 
with  the  medication.  A suggested  technic  when  psoriasis  proves  especially 
resistant:  Use  pliable  plastic  sheets  or  gloves  over  the  treated  area. 

Each  Gm.  of  Cordran  cream  or  ointment  contains  0.5  mg.  Cordran.  Each 
Gm.  of  Cordran-N  cream  or  ointment  contains  0.5  mg.  Cordran  and  5 
mg.  neomycin  sulfate  (equivalent  to  3.5  mg.  neomycin  base).  All  forms 
are  supplied  in  7.5  and  15-Gm.  tubes. 


This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult  manufacturer's 
literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Mental  Illness  - Is  It  a Major  Problem? 

DANIEL  A.  LAGOZZINO,  M.D.  Everett,  Washington  / ROBERT  A.  TIDWELL,  M.D.  Seattle,  Washington 


A random  survey  of  patients  as  they  were  seen 
in  the  doctor’s  office  or  admitted  to  the  hospitals 
in  Snohomish  and  King  County  in  1962  reveals 
that  mental  illness  comprised  a small  percentage 
of  the  presenting  complaints.  This  is  at  sharp 
variance  with  reports  that  one  in  ten'  and  even 
four  out  of  every  five  persons  (reported  in  one 
particular  city)2  are  considered  to  be  mentally  ill. 

This  survey  was  designed  to  get  some  indica- 
tion of  the  pattern  of  illness  in  the  community  by 
means  of  sampling  private  physicians’  practices 
and  the  discharge  diagnosis  from  local  hospitals 
according  to  twenty-one  general  categories  of 
illness.  While  such  a survey  excludes  illnesses  not 
medically  attended,  as  well  as  routine  physical 
examinations  (insurance,  pre-school,  well-baby, 
annual  physical  examinations  and  routine  ad- 
ministration of  immunizations  or  medicines)  it 
nevertheless  gives  a perspective  as  to  trends  in 
illnesses  most  commonly  encountered  in  our 
locale. 

In  the  category  of  mental  illness  ( in  spite  of 
exclusions  mentioned  above)  our  findings  paral- 
lel the  reports  published  in  “Why  Patients  See 
Doctors”  in  1955, 3 as  well  as  those  of  the  National 
Disease  and  Therapeutic  Index  (N.D.T.I.)  in  the 
annual  report  for  July  1961-June  1962. 4 

definitions 

Mr.  Edward  L.  Rosling,  legal  counsel  for  the 
Washington  State  Medical  Association,  gives  an 
excellent  commentary  on  Mental  Illness  in  the 
November  1957  issue  of  Northwest  Medicine.5  He 
quotes  the  law  of  the  State  of  Washington  rela- 
tive to  the  detention  of  the  mentally  ill  as  fol- 
lows: 

RCW.  Volume  5,  71.02.010 

“Mentally  ill  persons”  shall  mean  any  per- 
son found  to  be  suffering  from  psychosis  or 
other  disease  impairing  his  mental  health, 
and  the  symptoms  of  such  disease  are  of  a 


suicidal,  homocidal,  or  incendiary  nature,  or 
of  such  nature  which  would  render  such  per- 
sons dangerous  to  his  own  life  or  the  lives  or 
property  of  others. 

If  we  accept  the  above  definition,  we  can  de- 
fine a mentally  healthy  person  as  one  who  is  not 
suffering  from  psychosis  or  any  other  disease 
which  impairs  his  mental  health,  or  who  does  not 
have  the  symptoms  of  impaired  mental  health 
which  would  be  suicidal,  homocidal  or  of  such 
a nature  that  would  render  such  a person  danger- 
ous to  his  own  life  or  the  lives  or  property  of 
others. 

These  definitions  are  legal  and  reasonable. 
Therefore,  we  believe  that  there  is  a clear  delinea- 
tion to  be  made  between  mental  illness  and 
mental  health  and  that  these  are  two  separate 
and  distinct  entities. 

Whereas  all  of  our  investigators  recognized 
that  there  is  an  emotional  component  with  any 
organic  illness,  it  was  generally  conceded  that  the 
symptoms  it  produces  are  recognizable,  reason- 
able, and  resolvable  with  subsidence  of  the  pri- 
mary condition.  They  are  not  to  be  confused  with 
those  referred  to  in  the  definition,  by  law,  as  be- 
ing characteristic  of  “mentally  ill  persons.” 

We  take  issue  with  such  references  as  four  out 
of  five  people  suffer  from  mild  to  severe  mental 
disturbances 2 and  articles  captioned  such  as 
“Mental  Disorders  Lead ”.1  These  articles  tend  to 
equate  emotional  disturbance  with  mental  illness. 

The  family  physician,  pediatrician,  internist, 
psychiatrist,  and  counselor  readily  recognize  that 
daily  challenges  and  road  blocks  encountered  in 
one’s  everyday  life  can  promote  frustration  and 
tension,  but  all  can  and  should  be  quick  to  point 
out  that  these  encounters  can  serve  as  stepping 
stones  to  greater  understanding,  happiness  and 
achievement.  Failure  in  attempting  to  surmount 
an  obstacle,  attendant  with  all  of  its  mental  stress, 
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Table  1 

Order  of  Illness  Frequency 


Doctor’s  Office 
Infections 
Musculoskeletal 
G.  I. 

Skin  and  connective 
tissue 
O.  B. 

Cardiovascular 
Nervous  Svstem 
E.  N.  T. 

Allergv 
G.  U.  ' 


Hospital 

1 O.  B. 

2 Musculoskeletal 

3 Infections 

4 E.  N.  T. 

5 G.  I. 

6 Cardiovascular 

7 G.  Y.  N. 

8 G.  U. 

9 Nervous  System 

10  Skin  and  connective 

tissue 


is  not  enough  to  justify  labeling  the  individual 
as  mentally  ill. 


pected  to  continue  high  in  both  lists,  considering 
the  rising  incidence  of  accidents.  It  is  not  sur- 
prising to  see  obstetrical  patients  rise  as  a cate- 
gory from  a frequency  of  5 in  the  office  to 
number  1 position  in  the  hospital.  Cardiovascular 
problems  which  parallel  at  6 will  offer  a continu- 
ing challenge  in  the  future.  With  improved  tech- 
niques allergy  can  be  expected  to  be  managed 

RELATIONSHIP 

0 f 
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physicians'  offices 

2637  PATIENTS 


method 

Ten  physicians  and  four  general  hospitals  took 
part  in  this  study.  Five  physicians  in  general  prac- 
tice, three  pediatricians  and  two  internists  in 
Snohomish  County  ranked  the  patients  examined 
in  their  offices  according  to  twenty-one  broad 
illness  categories  over  a thirty  day  period  in 
August-September  1962.  Two  Seattle  and  two 
Everett  general  hospitals  categorized  the  dis- 
charge diagnoses  in  a similar  manner  for  a thirty 
day  period  in  1962. 

Routine  physical  examinations  ( insurance,  pre- 
school, well-babv  and  annual  physical  examina- 
tions) and  routine  administration  of  immuniza- 
tions or  medications  were  excluded  from  the  of- 
fice evaluation.  The  newborns  were  eliminated 
from  the  hospital  reports. 

Personal  communication  with  the  counseling 
and  guidance  clinics  and  agencies  in  the  Metro- 
politan area  of  Seattle  revealed  the  number  of 
patients  involved  in  active  therapy  and  on  the 
waiting  list  for  both  children  and  adults  in  1962. 

The  number  of  commitments  to  state  mental 
institutions  for  Washington  is  on  record  and 
lends  insight  to  the  problem. 

results  and  commentary 

The  top  ten  broad  illness  categories  most  fre- 
quently seen  by  the  physician  in  the  office  or  the 
hospital  include  the  same  groups  except  allergy 
(ranked  9 in  order  of  frequency  for  the  doctor’s 
office)  and  gyn  (ranked  7 for  the  hospital) 
(Table  1). 

As  would  be  expected,  infections  still  present 
a major  problem,  ranking  high  in  the  order  of 
frequency  in  both  office  and  hospitalized  pa- 
tients (1  and  3 respectively).  Musculoskeletal 
problems  parallel  in  frequency  and  can  be  ex- 
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mainly  in  the  office  and  is  ranking  in  the  first 
ten  in  the  office  categories  only. 

The  nervous  system  broad  illness  category, 
which  ranks  7 in  the  office  and  9 in  the  hospital, 
makes  up  4.6  per  cent  and  5.1  per  cent  of  the 
total  number  of  patients  seen  in  the  doctor’s  office 
and  hospital  respectively.  The  non-organic  por- 
tion, the  functionally  and  psychotically  disturbed 
individuals,  made  up  3.4  per  cent  and  2.9  per 
cent  of  the  total  seen  in  the  physicians’  office  and 
hospital  respectively.  The  functional  disorders 
(i.e,  anxiety  tension  states,  psvchoneuroses,  psy- 
chosomatic conditions)  made  up  the  majority  of 
this  subgroup— 3.2  per  cent  of  the  office  total  and 
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Fig.  3. 

2.8  per  cent  of  the  hospital  total.  The  comparison 
is  startling  when  plotted  graphically  against  the 
nervous  system  (Figs.  2 and  4). 

discussion 

The  findings  of  this  study  indicate  that  mental 
illness  does  not  present  a major  problem  in  this 
locale.  This  is  further  supported  by  the  Wash- 
ington State  Survey  conducted  in  1953,  published 
in  1955. :i  The  general  practitioners’  visits  in  this 
survey  by  broad  illness  categories  revealed  that 
mental  disturbances  constituted  1.9  per  cent  of 
the  visits  or  780  patients  of  the  4,210  total  patients 
examined.  The  internist,  as  would  be  expected, 
saw  a greater  number  in  this  category— 404  pa- 
tients comprising  6.5  per  cent  of  the  6,216  pa- 
tients seen  in  the  office.  The  pediatrician  thus 
categorized  14  patients  out  of  a total  2,491  for 

0.6  per  cent  of  pediatric  visits. 

The  annual  report  of  the  National  Disease  and 
Therapeutic  Index*  for  July  1961-June  1962,  in- 
volving 1500  physicians,  reveals  that  of  1,015,993 
patients  examined  across  the  United  States  only 
35,647  are  classified  in  the  Mental,  Psychoneurotic 
and  Personality  Disorder  category  which  amounts 
to  3.5  per  cent  of  the  total  number  of  patients 
examined.  This  survey  differs  a little  from  ours 
inasmuch  as  it  makes  the  classification,  Diseases 
of  The  Nervous  System  and  Sense  Organs,  which 
includes  vascular  lesions  affecting  the  central 
nervous  system,  epilepsy  and  multiple  sclerosis. 
If  these  are  added  to  the  Mental,  Psychoneurotic 
and  Personality  Disorders,  the  total  category 
amounts  to  4.5  per  cent  of  the  total  number  of 
patients  examined.6  This  is  in  keeping  with  the 
percentages  in  figure  1. 

Although  we  have  been  led  to  believe  that  we 
have  a large  number  of  people  admitted  and  on 
the  waiting  list  to  our  State  institutions,  actually 
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the  number  is  relatively  small.  There  were  306 
patients  admitted  in  August  1961  (all  ages  and 
all  institutions),  261  in  September  1961  and  for 
the  year  1961  a total  of  2,995. 

Personal  communication  would  lead  us  to  be- 
lieve that  the  combined  active  treatment  and 
waiting  list  for  children  and  adults  in  the  coun- 
seling and  guidance  clinics  and  agencies  in  the 
Metropolitan  area  of  "Seattle  does  not  exceed  950 
patients.  Less  than  one-third  are  awaiting  ap- 
pointments. The  patient  requiring  immediate 
care  is  not  kept  waiting  but  rather  is  referred  to 
temporary  private  care  under  the  auspices  of  the 
referring  agency.  We,  of  course,  cannot  ascertain 
the  numbers  under  private  care  or  private  sana- 
torial  care  but  this  group  presents  no  problem 
to  the  community  since  they  are  receiving  ther- 
apy. 


conclusion 

1.  Mental  Illness,  by  definition,  is  not  a major 
medical  problem  in  the  State  of  Washington. 

2.  Confusion  exists  in  the  minds  of  many  rela- 
tive to  the  differentiation  between  mental 
illness  and  “every  day  problems.’’ 

3.  A plea  is  made  for  a better  understanding 
of  the  situation  as  it  exists  today  so  that 
the  people  will  not  be  led  into  false  evalu- 
ation of  our  communities.  ■ 

3030  Hoyt  Ave.  (Dr.  Lagozzino) 
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Mental  Illness  eis  Seen  by  Five  Medical  Specialties  in 
King  County,  Washington 

P.  RONALD  MILLARD,  B.  S.  / ROBERT  B.  JACOBSON,  B.  A.,  B.  S.  Seattle,  Washington 


This  survey  was  initiated  in  an  attempt  to  ascer- 
tain the  different  categories  of  psychiatric  pa- 
tients seen  in  each  of  five  specialties  (general 
practice,  obstetrics  and  gynecology,  pediatrics, 
internal  medicine  and  surgery);  the  methods 
utilized  in  the  diagnosis  of  psychiatric  illness;  the 
form  of  therapy  utilized  in  treating  psychiatric 
patients;  the  percentage  of  psychiatric  patients 
referred;  to  whom  they  are  referred  and  the  re- 
sults of  these  referrals;  the  type  and  adequacy  of 
psychiatric  training  in  medical  school;  and  the 
need  for  postgraduate  psychiatric  training. 

Prom  the  accumulated  data  we  wish  to  sug- 
gest methods  for  improving  the  teaching  of  psy- 
chiatry to  both  medical  students,  and  physicians 
on  a post-graduate  level,  and  to  establish  a bet- 
ter working  relationship  between  psychiatrists 
and  physicians  in  other  fields  of  medicine. 

method 

A random  sample  of  39  doctors  (graduates  of 
medical  school  between  1935  and  1955)  in  each 
of  five  specialty  groups  was  selected,  giving  us 
a total  of  195  physicians,  60  of  whom  were  to  be 
interviewed  personally.  However,  due  to  incon- 
venience to  the  physicians,  the  limited  amount  of 
time  available  for  an  interview,  and  because  of 
broken  appointments  only  one-half  (33)  of  the 
interview  group  was  actually  interviewed. 

Appointments  were  arranged  with  those  in  the 
interview  group  through  a personal  letter  and 
a telephone  call  several  weeks  in  advance  of  the 
actual  interview.  The  interviews,  which  lasted 
from  20  minutes  to  one  hour,  depending  on  the 
doctor’s  time  and  interest,  were  conducted  on 
an  informal  basis  in  the  doctors’  offices. 


From  the  Department  of  Psychiatry.  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington. 
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Table  1 

Number  of  Contacts,  Responses  and  Interviews 


Physicians  contacted  195 

Questionnaires  mailed 162 

Questionnaires  returned 86 

Physicians  contacted  for  an  interview  60 

Physicians  interviewed  33 

Physicians  surveyed 119 


Members  of  the  second  group  received  a letter 
of  introduction  explaining  the  survey,  and  an 
enclosed  questionnaire.  They  were  asked  to  fill 
in  the  questionnaire  and  return  it  to  us  at  their 
convenience.  A second  letter  was  sent  to  those 
who  had  not  returned  the  questionnaire,  urging 
them  to  do  so  as  soon  as  possible. 

The  questionnaire  consisted  of  21  forced  an- 
swer questions  and  four  open  ended  questions, 
and  covered  the  subjects  mentioned  in  the  intro- 
duction. 

results 

Out  of  a total  of  195  doctors  contacted,  119 
responded.  Thirty-three  were  personally  inter- 
view and  86  responded  by  mail,  giving  us  a 61 
per  cent  return.  The  response  ranged  from  a 71 


Table  2 

Percentage  Distribution  of  Replies 


% 

Total  number 61 

Pediatricians  71 

General  practitioners 69 

Internists  67 

Obstetrician  - Gynecologists  51 

Surgeons  48 


per  cent  return  by  the  pediatricians  to  a 48  per 
cent  return  by  the  surgeons  (Tables  1 and  2). 

In  the  opinion  of  the  physicians  interviewed 
the  basic  cause  of  mental  illness  was  environ- 
mental stress,  closely  followed  by  interpersonal 
problems  (family  problems)  and  lack  of  ade- 
quacy in  meeting  stressful  situations  because  of 
lack  of  training  and  poor  upbringing.  However, 
the  surgeons  placed  more  emphasis  on  heredity 
as  the  basic  cause  of  mental  illness  (Table  3). 

The  major  psychiatric  illness  seen  in  the  prac- 
tices of  those  questioned  was  psychophysiologic 
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Percent  of  Physicians  Selecting  Each  Illness 
In  Order  of  Clinical  Frequency 

Most  Frequent 
2nd  Most  Frequent 
3rd  Most  Frequent 
4th  Most  Frequent 


Fig.  1.  Psychiatric  Illness  Most  Frequently  Seen  in 
Practice. 


Table  3 

Physicians  Opinions  as  to  the  Basic  Cause  of  Mental  Illness 


% 

Environmental  stress 27 

Lack  of  training  or  poor  upbringing 26 

Interpersonal  problems  25 

Heredity*  16 

Somatic  causes  6 


♦Emphasized  primarily  by  surgeons. 


said  that  less  than  1 per  cent  of  their  patients 
required  hospitalization. 

Forty-five  per  cent  of  the  physicians  stated 
that  they  treat  95  to  100  per  cent  of  their  pa- 
tients having  psychiatric  problems  on  an  outpa- 
tient basis.  A smaller  group,  23  per  cent,  treated 
only  1 to  20  per  cent  of  these  patients.  Again,  it 
is  of  interest  to  note  that  68  per  cent  of  the  sur- 
geons treat  none  of  their  patients  having  psychi- 
atric problems  on  an  outpatient  basis,  and  that 
the  surgeons  and  the  obstetrician-gynecologists 
make  up  most  of  the  1 to  20  per  cent  group 
mentioned  above. 

The  major  form  of  therapy  utilized  in  treating 
psychiatric  patients  was  free  expression  of  con- 
flicts (letting  the  patient  talk,  and  listening) 
with  reassurance  and  drug  therapy  (tranquil- 
izers, psychic  energizers)  as  second  and  third 


disorder  with  psychoneurotic  disorder  being  a 
distant  second.  However,  the  pediatricians  felt 
that  the  neurotic  disorders  were  more  common 
in  their  practice  (Fig.  1). 

Ninety-three  per  cent  of  the  physicians  ques- 
tioned stated  that  they  could  usually  distinguish 
between  the  patient  with  an  emotional  illness 
and  the  patient  with  an  organic  illness.  The  ma- 
jor tools  used  in  making  the  diagnosis  were  the 
history  and  physical  examination  with  90  per 
cent  of  the  physicians  selecting  history  as  the 
most  important  tool.  The  third  major  tool  util- 
ized was  a trial  of  therapy.  This  was  chosen 
most  often  by  the  surgeons  and  the  obstetrician- 
gynecologists. 

One-half  of  the  doctors,  primarily  internists 
and  obstetrician-gynecologists,  said  that  they 
always  inquired  about  personal  problems  while 
taking  a history,  while  the  remaining  half  said 
that  they  often  did  so.  It  is  to  be  noted  that  sev- 
eral surgeons  replied  that  they  rarely  inquired 
into  persona]  problems  when  taking  a history. 

Approximately  90  per  cent  of  the  doctors  ques- 
tioned stated  that  less  than  5 per  cent  of  their 
patients  had  psychiatric  problems  requiring  hos- 
pitalization. Sixty-one  per  cent  of  the  doctors 


Table  4 

Form  of  Therapy  Used  in  Treating  Psychiatric  Patients 


% 

Free  expression  of  conflicts 35 

Reassurance 19 

Drugs  15 

Advice  12 

Family  counseling** 11 

Analysis  of  personality 5 

Modification  of  the  environment 2 

Hypnosis 1 


♦♦Emphasized  primarily  by  pediatricians. 

choices.  However,  the  primary  means  of  ther- 
apy for  the  pediatrician  was  family  counseling 
(Table  4).  Sixty-one  per  cent  of  the  physicians 
stated  that  they  obtained  only  fair  results  with 
the  therapy  they  used,  while  35  per  cent  said 
that  they  got  good  results. 

Forty  per  cent  of  the  doctors  referred  less  than 
one-fifth  of  their  patients  having  psychiatric 
problems.  However,  most  surgeons  and  obstetri- 
cian-gynecologists referred  90  to  100  per  cent 
of  these  patients.  Psvchoneuroses  made  up  the 
major  proportion  of  this  referral  group,  with 
psychoses  being  a close  second.  The  general 
practitioners  and  the  surgeons  stated  that  the 
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Table  5 

Major  Psychiatric  Illness  Referred 


% 

Psychoneuroses  39 

Psychoses  25 

Personality  disorders 23 

Psychophvsiologic  disorders  13 


psychotic  patient  was  more  commonly  referred 
by  them  (Table  5).  The  man  who  received  most 
of  these  referrals  was  the  psychiatrist,  but  a 
small  percentage  went  to  a clinical  psychologist, 
to  a social  worker  or  a social  agency,  or  to  a 
fellow  practitioner  with  special  psychiatric  in- 
terests (Table  6). 


Psychiatrist 60 

Clinical  psychologist 14 

Social  worker  or  social  agency 11 

Fellow  practitioner  with  special 

psychiatric  interests 10 

Other 6 


Sixty-four  per  cent  of  the  physicians  surveyed 
stated  that  they  were  adequately  informed  of 
their  patients’  progress  and  treatment  program 
when  the  patient  was  referred  back  to  them.  Ap- 
proximately the  same  number,  56  per  cent,  were 
satisfied  with  the  results  in  patients  that  they  had 
referred  to  a psychiatrist.  The  internists  and  ob- 
stetrician-gynecologists were  not  as  satisfied  with 
the  results  of  the  psychiatrists  with  their  referral 
patients  as  were  the  others  of  the  group. 

The  three  major  areas  in  which  the  psychiatrist 
failed  to  meet  the  needs  of  the  doctors  were  as 
follows: 

1.  He  failed  to  help  the  patient— 30  per 
cent.  “He  failed  to  understand  the  patients’ 
needs  and  sends  them  back  to  me  untreated 
and  dissatisfied.” 

2.  He  failed  to  communicate  with  the 
referring  physician— 20  per  cent.  “He  failed 
to  keep  me  informed  about  the  patient.” 

3.  His  fees  were  too  high  for  most  pa- 
tients—17  per  cent.  “Many  patients  are  un- 
able to  afford  psychiatric  care.” 

Forty-four  per  cent  of  the  physicians  stated 
that  the  psychiatrists  were  of  the  most  value  to 
them  in  the  treatment  of  mental  illness  and  es- 
pecially in  dealing  with  psychotics.  “He  aids  me 
most  in  the  diagnosis  and  disposition  of  psy- 
chotics.” 


Interestingly  enough,  a large  number  of  phy- 
sicians failed  to  answer  the  question  on  how  the 
psychiatrist  was  of  value  to  them  and  how  he 
failed  to  meet  their  needs. 

When  questioned  concerning  how  their  time 
was  spent  in  psychiatric  training  while  in  medi- 
cal school  most  of  the  doctors  replied  that  the 
time  was  evenly  divided  between  didactic  lec- 
tures, inpatient  experience  and  outpatient  ex- 
perience. Eight-one  per  cent  of  the  doctors  stated 
that  the  training  they  received  did  not  adequately 
prepare  them  for  treating  the  emotional  problems 
seen  in  their  practices.  The  three  primary  reasons 
given  for  this  inadequate  preparation  were: 

1.  Not  enough  time  was  available  for 
psychiatry  in  medical  school— 28  per  cent. 
“Too  little  time  to  spend  on  too  much  ma- 
terial.” 

2.  The  training  was  too  theoretical— 25 
per  cent.  “Too  theoretical.” 

3.  Not  enough  of  the  common  psychia- 
tric problems  were  seen— 19  per  cent. 
“Training  was  not  with  neuroses  or  psycho- 
physiologic  disorders,  but  with  psychoses.” 

Nineteen  per  cent  of  the  physicians,  primarily 
surgeons,  stated  that  they  had  received  adequate 
training  in  psychiatry  while  in  medical  school. 

The  areas  in  which  the  doctors  felt  that  their 
training  was  the  weakest  were: 

1.  In  the  treatment  of  mental  illness- 
33  per  cent. 

2.  In  the  teaching  of  the  underlying 
mechanisms— 31  per  cent. 

3.  In  the  methods  of  interviewing— 24 
per  cent. 

4.  In  the  diagnosis  of  mental  illness— 10 
per  cent. 

An  interesting  variation  in  the  response  to  this 
cpiestion  was  that  the  general  practitioner  felt 
that  his  training  was  the  weakest  in  the  area  of 
interviewing. 

Sixty  per  cent  of  the  physicians  felt  a need  for 
further  psychiatric  training  which  they  indicated 
could  best  be  obtained  by  group  discussion  mod- 
erated by  a psychiatrist  through  their  county 
medical  society  or  specialty  group.  Many  also 
felt  that  consultation  with  a psychiatrist  on  an 
individual  patient,  and  postgraduate  courses  at  a 
university  would  be  of  great  benefit  (Table  7). 
Generally  the  surgeons  did  not  feel  a need  for 
further  psychiatric  training. 

When  asked  about  postgraduate  training  in 
psychiatry,  30  per  cent  stated  that  they  had  par- 
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Table  7 

Best  Method  of  Obtaining  Further  Psychiatric  Training 


% 

Group  discussion  moderated  by  a psychiatrist  . 27 

Consultation  with  a psychiatrist 24 

Postgraduate  courses 21 

Case  presentations  at  hospital  staff  meetings  . 12 

Self-instruction 8 

Didactic  lectures  by  a psychiatrist 4 

Other 4 


ticipated  in  self-instruction  and  29  per  cent  in 
consultation  with  a psychiatrist  on  individual  pa- 
tients. Only  three  of  those  answering  this  ques- 
tion stated  that  they  had  not  benefited  from  this 
postgraduate  training,  the  reason  being  that  not 
enough  psychiatric  illness  was  seen  to  warrant 
the  time  required. 

discussion 

The  wide  range  of  responses  given  by  physi- 
cians as  to  the  basic  cause  of  mental  illness  sug- 
gests that  they  feel  that  a number  of  factors  play 
a role  in  the  development  of  emotional  problems. 

The  major  psychiatric  illness  seen  by  the  group 
of  physicians  was  psychophysiologic  in  nature, 
whereas  the  analytical  study  by  Peterson  et  al.,1 
of  general  practitioners  in  North  Carolina,  indi- 
cated that  psychoneurosis  was  the  emotional 
problem  most  frequently  seen.  Since  the  results 
of  therapy  utilized  in  treating  the  psychophysio- 
logic and  psychoneurotic  disorders  were  only 
fair,  perhaps  more  time  could  be  spent  in  medical 
schools  in  teaching  the  underlying  mechanisms, 
diagnosis,  and  treatment  of  these  types  of  dis- 
orders. 

Possibly  a better  working  relationship  between 
the  psychiatrist  and  physicians  in  other  fields  of 
medicine  could  be  established  if  the  psychiatrist 
were  made  aware  of  the  ways  in  which  he  failed 
to  meet  the  needs  of  the  referring  physician— 
mainly  by  failing  to  help  the  patient,  failing  to 
communicate  with  the  physician,  and  by  a fee 
that  is  too  high  for  most  patients.  The  report  of 
Lemere  and  Kraabel2  supports  these  findings.  In 
addition  they  state  that  lack  of  availability  of  the 
psychiatrist  was  one  of  the  ways  in  which  he 
failed  to  meet  the  needs  of  the  referring  phy- 
sician. 

In  this  survey  it  was  found  that  most  physicians 
felt  inadequately  prepared  by  their  medical 
school  training  to  deal  with  the  emotional  prob- 
lems they  saw  in  their  practices.  In  contrast, 
Lemere  found  that  60  per  cent  of  general  practi- 
tioners felt  that  their  psychiatric  training  was 
reasonably  adequate.  Perhaps  this  difference  is 


due  to  increasing  awareness  by  the  physician  of 
the  emotional  problems  of  his  patients. 

Many  physicians  felt  a need  for  further  psy- 
chiatric training.  However,  in  the  study  by  Stuen 
and  Howard3  less  than  half  of  the  general  prac- 
titioners expressed  such  a need.  In  both  this  sur- 
vey and  in  the  report  by  Lemere  the  physicians 
stated  that  this  training  could  best  be  obtained 
by  group  discussion  moderated  by  a psychiatrist. 
However,  Stuen  and  Howard  showed  that  the 
presence  or  absence  of  a psychiatrist  had  no  effect 
on  the  group  interaction. 

Taylor  4 5 stated  that  the  general  practitioner 
used  the  authoritarian  form  of  counseling  as  his 
major  means  of  therapy.  Our  survey,  however, 
indicated  that  both  the  general  practitioner  and 
physicians  in  general  utilized  free  expression  of 
conflicts  (letting  the  patient  talk  and  listening) 
as  the  primary  form  of  therapy.  Although  this 
latter  means  of  therapy  is  probably  somewhat 
idealistic  in  that  most  of  the  physicians  have  an 
economically  limited  amount  of  time  to  spend 
with  their  patients,  many  physicians  do  set  aside 
time  in  the  late  afternoon  to  see  patients  who  re- 
quire this  type  of  therapy. 

summary 

A survey  of  mental  illness  as  seen  by  119  doc- 
tors in  five  different  specialties  in  King  County, 
Washington,  was  carried  out  by  use  of  a question- 
naire and  personal  interviews.  The  following  re- 
sults were  obtained: 

1.  The  basic  cause  of  mental  illness  as 
stated  by  the  physicians  was  environmental 
stress  followed  by  interpersonal  problems 
and  lack  of  training  and  poor  upbringing. 

2.  The  major  psychiatric  illness  seen  was 
psychophysiologic  in  nature. 

3.  Over  half  of  the  physicians  stated 
that  less  than  1 per  cent  of  their  patients  had 
psychiatric  problems  requiring  hospitaliza- 
tion. 

4.  Ninety-five  to  one  hundred  per  cent 
of  patients  with  emotional  problems  are 
treated  on  an  outpatient  basis  by  the  ma- 
jority of  doctors.  The  primary  form  of  ther- 
apy was  free  expression  of  conflicts  follow- 
ed by  reassurance,  drugs  and  advice. 

5.  Psychneurosis  was  the  most  common 
emotional  illness  referred.  The  psychiatrist 
received  the  majority  of  these  referrals. 

6.  When  the  psychiatrist  failed  to  meet 
the  needs  of  the  referring  physician  he  did 
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so  by  failing  to  help  the  patient,  by  failing 
to  communicate  with  the  referring  physi- 
cian, and  by  fees  which  were  too  high  for 
most  patients. 

7.  The  psychiatrist  was  of  most  value  in 
the  treatment  of  severe  emotional  problems. 

8.  The  reasons  given  for  inadequate 
preparation  in  psychiatry  in  medical  school 
were: 

a.  Not  enough  time  was  available. 

b.  The  training  was  too  theoretical. 

c.  Too  few  common  psychiatric  prob- 
lems were  seen. 

9.  The  physicians  stated  that  the  best 
method  for  obtaining  postgraduate  psychia- 


tric training  was  through  group  discussion 
moderated  by  a psychiatrist.  ■ 

13749  Burke  Ave.  N.  (33)  (Mr.  Millard) 
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Prevention  oj  Rheumatic  Fever 

SAM  P O B A N Z,  M.D.  Ontario,  Oregon 


Rheumatic  fever  is  apparently  preventable,  if 
all  group  A,  beta-hemolytic  streptococcal  infec- 
tions are  found  and  treated  adequately.  A simple 
and  inexpensive  method  has  been  developed  for 
use  in  the  physician’s  office. 

Public  acquaintance  with  the  philosophy  of 
this  program  has  been  accomplished  in  office  con- 
versations, all  phone  discussions  of  respiratory 
infections,  and  in  numerous  PTA  meetings. 

treatment  plan 

Over  an  eight  year  period,  all  respiratory  in- 
fections and  some  miscellaneous  infections  seen 
in  my  practice  have  been  cultured.  Swabs  tipped 
with  a minimum  of  cotton  are  used  for  a five- 
second  nasopharyngeal  contact,  elevating  the 
uvula,  and  deliberately  producing  gagging.  In- 
oculation is  done  within  20  seconds,  on  human 
blood  agar,  and  a disc  containing  bacitracin  is 
applied  in  the  center  of  the  streaked  area.  This 
means  of  detecting  group  A has  been  shown  to 
be  95  per  cent  accurate.1-3  There  are  four  cul- 
tures per  plate.  In  18-24  hours,  plates  are  read 
for  beta-hemolysis,  and  for  inhibition  of  growth 
and  hemolysis  around  the  disc.  Colonies  from 
plates  showing  predominant  growth  of  that  type 
are  picked  for  microscopy,  and  search  is  made 


for  gram-positive  cocci  in  odd-numbered  chains. 
Persons  with  minimal  significant  growth  are 
swabbed  for  reculture  in  three  or  four  days,  or 
after  treatment  is  completed. 

Those  having  beta-hemolytic,  bacitracin-sensi- 
tive, gram  positive  cocci  in  predominant  growth 
are  treated  with  intramuscular  benzathine  peni- 
cillin G.  Dosage  is  600,000  units  for  children 
under  60  pounds,  and  1,200,000  units  for  chil- 
dren over  60  pounds,  and  for  adults.  In  people 
sensitive  to  penicillin,  either  erythromycin  or 
oxytetracycline  is  used,  in  doses  of  10  mg.  per 
pound  per  24  hours  for  two  days,  and  then  half 
that  amount  for  another  eight  days.4  Following 
oral  treatment,  repeat  culture  is  made  on  the 
11th  or  12th  day,  to  prove  effectiveness  of  treat- 
ment. 

results 

In  1,771  patients  with  streptococcal  infections, 
(as  of  March  1962)  there  have  been  no  new 
cases  of  acute  rheumatic  fever  or  glomerulone- 
phritis. Past  statistics  suggest  there  might  have 
been  60-100.  Follow-up  has  been  informal,  with 
dependence  on  community  stability,  patient  in- 
terest, fellow  physician  rapport,  and  subsequent 
incidental  physical  examinations.  Similar  ex- 
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perience  is  reported  from  other  parts  of  this 
country.5  6 During  this  period  of  eight  years,  21 
new  cases  of  rheumatic  fever,  and  5 new  cases 
of  nephritis  have  occurred  in  children  not  cul- 
tured, either  because  there  were  no  warning 
signs  ( 16  cases),  or  because  the  initial  complaints 
were  minimal,  and  ignored  ( 10  cases ) . One  pa- 
tient receiving  benzathine  penicillin  developed 
urticaria,  lasting  10  days. 

comments 

One  defect  in  this  program  is  occasional  un- 
certainty in  identification  of  bacteria,  as  might 
be  expected  with  limited  experience.  If  there 
was  doubt  about  the  coccus,  the  patient  was 
treated.  A second  weakness  is  the  lack  of  ques- 
tionnaire follow-up,  though  I believe  the  likeli- 
hood is  quite  high  that  failures  would  have  been 
brought  to  my  attention.  Third,  the  advantages 
of  sheep  blood  for  demonstrating  hemolysis  have 
been  detailed  elsewhere.7 

For  four  years,  the  charge  made  for  this  service 
was  one  dollar  per  culture.  Then,  after  crude 
cost-accounting  disclosed  that  the  cost  was  about 
one  dollar  and  thirty-five  cents,  the  price  was 
raised  to  two  dollars.  It  had  been  kept  down  so 
that  expense  would  not  be  an  objection  to  full 
community  participation,  but  there  have  been  no 
problems  at  two  dollars.  To  avoid  criticism  of 
charges  for  standard  bacteriological  services,  I 
make  it  clear  that  this  is  only  a strep  screen. 

It  is  interesting  that  many,  acquainted  with 
this  program  and  its  value,  come  in  for  cultures 
without  prompting.  Of  course,  it  is  occasionally 
necessary  to  remind  people  that  we  treat  children, 
not  cultures. 

Currently,  we  are  trying  to  determine  if  the 
bacitracin  inhibition  is  specific  enough  to  war- 
rant omitting  microscopy,  thus  streamlining  each 
day’s  efforts.  In  our  laboratory,  it  has  appeared 


that,  although  other  growth  may  be  inhibited, 
the  only  beta-hemolytic  growth  so  affected  is 
that  of  streptococcus.  Baltimore  Biological  La- 
boratory, manufacturer  of  Taxo  discs,  reports 
only  C orynebacterium  diphlheriae  as  similarly 
inhibited."  Since  this  organism  is  rarely  seen,  it 
may  develop  that  a dependable  screening  pro- 
gram will  consist  of  plate  inoculation,  disc  im- 
plantation, and  naked  eye  examination  the  next 
day. 

summary 

Acute  rheumatic  fever  is  nearly  preventable 
with  the  use  of  throat  cultures  routinely  on  all 
respiratory  infections;  screening  is  done  on  blood- 
agar  plates  for  beta-hemolysis,  and  streptococci 
are  identified  as  gram-positive  cocci  in  odd-num- 
bered chains.  Recognition  of  group  A is  possible 
by  the  application  of  bacitracin  discs  to  the 
plates.  In  1,700  patients  in  eight  years,  no  new 
cases  of  rheumatic  fever  or  nephritis  developed. 
Adequate  treatment  was  intramuscular  benza- 
thine penicillin  G (used  primarily)  and,  in  case 
of  known  penicillin  sensitivity,  oral  erythromycin 
or  oxytetracycline  for  ten  days.  ■ 

195  S.W.  Third  Ave. 
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Polyunsaturated  Fat  in  Diets  for  Diabetics 

HOWARD  M.  HACKEDORN,  M.D.  / NORMA  M.  MAC  RAE,  B.S.  Seattle,  Washington 


After  fifty  years  of  recognition  that  arteriosclero- 
sis is  closely  associated  with  an  excess  of  fat  sub- 
stances, diet , with  close  attention  to  the  amount 
of  fat,  is  still  the  most  effective  form  of  treatment 
and  one  in  which  all  patients  can  participate 
safely.  Additional  aids,  such  as  drugs  and  exer- 
cise, are  not  effective  without  dietary  control. 
This  can  be  provided  by: 

1.  A total  caloric  intake  consistent  with  the 
day’s  activities. 

2.  The  fat  content  established  at  a level 
providing  thirty  to  forty  per  cent  of  the 
total  calories,  with  one-half  of  this  from 
foods  containing  chiefly  polyunsaturated 
fats. 

3.  A low-caloric  diet  for  reducing  the  over- 
weight individual. 

By  these  measures  a reduction  in  the  quantity 

Table  1 

Fatty  Acid  Content  of  Animal  and  Vegetable  Fats1 

Per  cent 


Milk  (cow’s) 

Saturated 

F.A. 

59 

Linoleic 

A. 

3 

Other 

F.A. 

38 

Bacon 

33 

10 

57 

Beef 

50 

2 

48 

Egg 

34 

8 

58 

Chicken 

34 

21 

45 

Salmon 

16 

27 

57 

Tuna 

26 

26 

48 

Avocado 

22 

15 

63 

Coconut 

91 

1 

8 

Peanut 

23 

30 

47 

English  walnut 

7 

65 

28 

Butter 

59 

3 

38 

Corn  oil 

12 

55 

33 

Cottonseed  oil 

26 

51 

23 

Lard 

40 

11 

49 

Olive  oil 

12 

8 

80 

Peanut  oil 

19 

31 

50 

Safflower  oil 

8 

76 

16 

Soybean  oil 

18 

55 

27 

Standard  margarine2 

27 

9 

64 

Emdee  margarine2 

24 

37 

39 

Fleischmann’s 

margarine  (salted)2 

20 

20 

60 

Mazola  margarine2 

17 

26 

57 

Safflower  margarine® 

20 

37 

43 

Table  2 

Composition  of  Food  Exchanges 


C 

p 

F 

Cal. 

Milk 

12 

8 

0 

80 

Vegetable-A 

0 

0 

0 

Vegetable-B 

7 

2 

0 

36 

Fruit 

10 

0 

0 

40 

Bread 

15 

2 

0 

68 

Meat- A 

0 

7 

5 

73 

Meat-B 

0 

7 

3 

55 

Meat-C 

0 

7 

5 

73 

Fat-A 

0 

0 

5 

45 

Fat-B 

0 

0 

5 

45 

of  circulating  plasma  lipids,  including  cholesterol, 
and  an  acceleration  of  cholesterol  turnover  and 
excretion  in  the  form  of  bile  acids  may  be  ac- 
complished. 

Because  arteriosclerosis  is  an  inevitable  com- 
plication of  diabetes,  patients  with  diabetes 
should  have  the  benefit  of  this  type  of  diet. 

Normally  occurring  fats  are  mixtures  of  lipid 
substances,  combined  with  both  saturated  and 
unsaturated  fatty  acids.  The  classification  of  a 
fat  depends  upon  the  content  of  polyunsaturated 
fatty  acids  (linoleic,  linolenic  and  arachadonic 
acids ) . Since  linoleic  acid  is  by  far  the  most  pre- 
valent of  these  polyunsaturated  fatty  acids,  the 
linoleic  acid  content  is  the  best  datum  on  which 
to  base  the  classification.  Poultry,  fish,  vegetable 
oils  and  walnuts,  which  have  a relatively  high 
proportion  of  linoleic  acid,  are  among  the  best 
sources  for  polyunsaturated  fats  (Table  1). 

The  most  commonly  accepted  method  for  di- 
abetic diet  calculation  and  instruction  is  the  Ex- 
change System,  developed  by  the  American  Di- 
etetic Association  and  the  American  Diabetic 

1.  Food,  Yearbook  of  Agriculture  1959,  U.S.  Dept,  of 
Agriculture.  Washington  D.C..  pp.  84,  85. 

2.  Figures  compiled  by  Washington  State  Heart  Asso- 
ciation. Corrected  for  the  table  from  manufacturer's  in- 
formation on  product  content. 

3.  Golden  Glow  Margarine,  Lever  Bros.,  Data  by  letter, 
converted  from  per  cent  of  product. 

* Meal  Planning  with  Exchange  Lists  and  Diabetic  Diet 
Card  for  Physicians  are  available  from  the  American 
Dietetic  Association,  620  North  Michigan  Avenue,  Chicago 
11,  Illinois. 
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Association.  We  wish  to  point  out  that  a diet 
with  a high  proportion  of  polyunsaturated  fats 
can  be  readily  provided  within  the  framework  of 
the  Exchange  Lists.  A study  of  these  modifica- 
tions should  be  made  with  reference  to  the  Dia- 
betic Diet  Card  for  Physicians  or  Meal  Planning 
with  Exchange  Lists,  prepared  by  the  American 
Dietetic  Association.* 

The  composition  and  food  values  of  the  Ex- 
change System  are  based  on  group  averages. 
These  modifications  are  determined  in  the  same 
way,  so  the  accuracy  is  consistent  with  that  of  the 
Exchange  Lists. 

The  meat  exchange  is  divided  into  groups  A, 
B and  C,  with  reference  to  the  total  fat  content, 
as  well  as  the  predominant  type  of  fat.  Groups 
A and  C have  the  same  average  fat  value  of  5 
grams  per  exchange,  whereas,  group  B has  3 
grams  per  exchange.  ( See  tables  2 and  4. ) 

The  fat  exchange  is  separated  into  groups  A 
and  B.  The  fat  foods  in  group  A are  moderate  in 
content  of  polyunsaturated  fatty  acids,  and  those 
in  group  B are  genuinely  high. 

To  achieve  reduction  in  total  fat  and  cholest- 
erol, there  is  elimination  of  butter  fat,  and  the 
milk  exchange  in  table  3 limits  milk  products 


Table  3 

Milk,  Vegetable,  Fruit  and  Bread  Exchanges 


Skim  milk  1 cup 

Powdered  skim  milk  1/4  cup 

Buttermilk  1 cup 

Vegetable  A exchange  no  change 

Vegetable  B exchange  no  change 


Fruit  exchange  no  change 

Bread  exchange 

Omit:  cornbread,  sponge  cake,  ice  cream 


Meat  A 
Meat  B 


Meat  C 


Table  4 

Meat  Exchange 

Beef,  veal,  lamb,  ham- 
lean  meat  only 
Chicken,  turkey  — no  skin 
Halibut,  sole,  cod  — no  skin 
Shrimp,  clams,  crab 
Beef  or  calves  liver 
Cottage  cheese  — non-creamed 
Egg  whites 

Egg  1 

Cheddar  and  Swiss  cheese 


1 oz. 


2 

med.  size 
1 oz. 


Table  5 
Fat  Exchange 

Fat-A  Safflower,  Emdee,  Mazola 
margarines 
Mayonnaise 

Italian  and  French  dressing 
(oil) 

Fat-B  Corn  oil,  cottonseed  oil 
Safflower,  soybean  oil 
English  walnuts 


1 teaspoon 
1 teaspoon 

1 tablespoon 
1 teaspoon 
1 teaspoon 
4 halves 


Vs 

1 

3 

1 

3 


1 

1 

2 

2 

3 

1 

2 


1 

1 

1 

1 

2 

3 

1 

1 

2 


1 

1 

1 

1 


Table  6 

Sample  Diabetic  Diet 

Calories,  2000.  Fat  Provides  35  to  40  Per  Cent  of  Calories,  One-half  From  Unsaturated  Fat  Sources 


milk  exchange 
fruit  exchange 
bread  exchanges 
meat  C exchange 
fat  A exchanges 


milk  exchange 
vegetable  A exchange 
fruit  exchanges 
bread  exchanges 
meat  B exchanges 
fat  A exchange 
fat  B exchanges 


milk  exchange 
vegetable  A exchange 
vegetable  B exchange 
fruit  exchange 
bread  exchanges 
meat  A exchanges 
meat  B exchanges 
fat  A exchange 
fat  B exchanges 


milk  exchange 
fruit  exchange 
bread  exchange 
fat  exchange 


BREAKFAST 

V2  cup  orange  juice 

% cup  cornflakes  with  Vs  cup  skim  milk 
2 slices  toast,  3 tsp.  margarine 
1 poached  egg 
coffee 

LUNCH 

1 cup  tossed  green  salad,  2 tsp.  French  dressing 
salmon  sandwich 

(2  slices  bread,  % cup  salmon,  1 tsp.  mayonnaise) 
1 small  sliced  banana 

1 cup  butterminlk  coffee 

DINNER 


V2  cup  diet  fruit  cocktail 
shrimp,  tomato,  lettuce  salad 

( Vi  cup  shrimp,  1 cup  raw  vegetable  salad,  tomato,  lettuce) 
2 tbsp.  Italian  dressing 

1 small  baked  potato  V2  cup  carrots 

3 ounce  broiled  steak,  no  fat 
Parkerhouse  roll  1 tsp.  margarine 

1 cup  skim  milk  coffee 

SNACK 


1 medium  apple 
5 saltine  crackers 


1 cup  skim  milk 
1 tsp.  margarine 
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to  non-fat  or  skim  milk,  buttermilk,  and  powder- 
ed skim  milk. 

There  are  no  changes  in  vegetable  A,  vegetable 
B,  or  in  the  fruit  exchange.  In  the  bread  exchange 
there  is  omission  of  cornbread,  sponge  cake  and 
ice  cream. 

The  meat  exchange  is  divided  into  groups  A, 
B and  C.  Group  A contains  lean  meat  only.  Group 
B contains  poultry,  fish  and  shellfish,  which  are 
low  in  total  fat,  but  high  in  proportion  of  un- 
saturated fatty  acids,  and  liver,  which  is  also  low 
in  total  fat,  but  high  in  saturated  fatty  acids. 

Cottage  cheese,  which  is  either  dry  or  non- 
creamed,  and  egg  white  are  included  here  for 
convenience.  Meats  in  group  C are  the  high- 
cholesterol  containing  foods  and  may  be  limited 
or  omitted  as  the  occasion  demands. 

To  provide  a diet  pattern  high  in  polyunsatur- 
ated fatty  acids,  it  is  necessary  to  reduce  the 
amount  of  fat  in  group  A,  and  increase  the  use 


of  fat  in  group  B.  In  extreme  instances  fat  group 
A may  be  omitted  entirely. 

Illustrating  the  details  of  these  diet  modifi- 
cations, a 2000  calorie  diet  appears  in  table  6. 
Fats  furnish  thirty-five  to  forty  per  cent  of  the 
calories,  and  one-half  of  the  fat  is  in  food  with  an 
appreciable  amount  of  polyunsaturated  fatty 
acids. 

While  these  modifications  were  developed  pri- 
marily for  the  diabetic  patient  with  arteriosclero- 
sis, they  can  readily  be  applied  to  the  obese  pa- 
tient and  to  those  with  any  arteriosclerotic  di- 
sease. 

The  modified  exchange  lists  diet  fulfills  the 
dietary  measures  that  are  the  basis  for  treatment 
of  arteriosclerosis.  The  accuracy  of  the  saturated 
and  unsaturated  fatty  acid  content  is  in  keeping 
with  the  dietary  values  of  the  exchange  system. 
It  is  readily  understood  by  patients,  and  further 
modifications  can  easily  be  made.  ■ 

1534  Medical  Dental  Bldg.  (1) 


Mega  colon  and  Recurrent  Sigmoid  Volvulus  in 

Psychotic  Patients 

HERMAN  R.  ANSINGH,  M.D.  Seattle,  Washington  / EUGENE  M.  RIDEOUT.M.  D.  Bellingham,  Washington 


During  the  past  decade,  only  a few  reports  of 
functional  megacolon  in  the  insane  have  appear- 
ed in  literature.12  In  our  state  institutions,  a 
large  number  of  patients  are  seen  each  year,  who 
develop  chronic  constipation  and  fecal  impac- 
tions leading  to  enormous  colonic  dilatation  and 
abdominal  distention.3  A certain  percentage  of 
these  patients  will  develop  severe  colonic  atonia 
with  elongation  of  the  sigmoid  colon.  This  com- 
plete atonia  is  in  sharp  contrast  to  a syndrome, 
commonly  interpreted  as  irritable  colon  occa- 
sionally seen  in  everyone’s  daily  practice.  It  is 
not  generally  recognized  that  these  patients  with 
functional  megacolon  may  eventually  develop 
volvulus. 

The  term  functioned  megacolon  is  used  to  in- 
dicate that  the  megacolon  is  primarily  caused  by 
fecal  impaction  itself  and  not  by  an  organic  lesion 

From  the  Department  of  Surgery.  The  Swedish  Hospital, 
and  Northern  State  Hospital. 


(symptomatic  megacolon)  or  the  absence  of 
ganglion  cells  (aganglionic  megacolon).* 

The  absence  of  ganglion  cells  in  the  colon  dis- 
tinguishes the  true  Hirschsprung’s  disease,  in 
which  the  onset  of  the  obstructive  symptoms  oc- 
curs at  birth,  or  shortly  thereafter,  and  is  an  en- 
tirely different  pathologic  entity.5-8 

The  following  is  a report  of  four  patients  treat- 
ed with  partial  colectomy  at  the  Northern  State 
Hospital  in  Sedro  Woolley,  Washington.  Empha- 
sis is  placed  on  earlier  recognition  and  a more 
aggressive  approach  in  the  treatment  of  this  syn- 
drome having  occasional  fatal  outcome. 

CASE  REPORTS 

Case  1.  A fifty-three  year  old  mentally  defective 
white  male  had  been  institutionalized  since  1927, 
with  admission  diagnosis  of  dementia  praecox  (cata- 
tonic type).  In  1934  he  was  reported  to  have  lost 
weight  and  required  large  doses  of  laxatives  daily 
for  chronic  constipation.  In  December,  1951,  ex- 
ploratory laparotomy  was  done  for  partial  large  bowel 
obstruction.  No  obstruction  was  found  and  the 
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Fig.  1,  Case  1.  Barium  enema.  There  is  enormous  disten- 
tion of  the  sigmoid  colon. 


Fig.  2,  Case  1.  Surgical  specimen  of  the  sigmoid  colon 
showing  distention  and  elongation,  and  fibrous  bands  in 
the  mesosigmoid. 


bowel  was  deflated.  The  findings  were  described 
as  paralytic  ileus  of  the  large  bowel. 

Barium  enema  studies  done  in  December,  1961, 
revealed  enormous  dilatation  of  the  sigmoid  colon, 
with  redundancy  extending  to  the  right  upper  quad- 
rant, and  a relatively  normal  proximal  descending 
colon  (Fig.  1).  Prior  to  these  studies,  a large  fecal 
impaction  occupying  the  entire  sigmoid  colon  had 
to  be  removed.  Large,  firm  fecal  masses  could  easily 
be  felt  through  the  abdominal  wall. 

In  view  of  the  large,  redundant,  dilated,  atonic 
sigmoid  and  the  long  history  of  constipation,  a diag- 
nosis of  functional  megacolon  was  made  and  the  pa- 
tient was  taken  to  surgery  for  sigmoid  resection  in 
December,  1961.  The  sigmoid  with  a short,  thick, 
scarred  mesosigmoid  was  resected,  (Fig.  2).  Sec- 
tions through  the  bowel  wall  at  different  levels  re- 
vealed thickening  of  the  muscular  layers  and  ede- 
matous mucosa.  Ganglion  cells  were  found  in  suf- 
ficient number. 

His  postoperative  course  was  uneventful.  Clinical 
evaluation  is  not  yet  possible. 

This  mentally  defective  patient  demonstrates 
a picture  of  chronic  constipation  of  thirty-four 
years’  duration,  with  several  episodes  of  fecal 
impaction  and  partial  large  bowel  obstruction. 
Barium  enema  studies  revealed  the  typical  pic- 
ture of  functional  megacolon.  Findings  at  surgery 
suggested  that  recurrent  episodes  of  sigmoid  vol- 
vulus may  have  occurred  in  the  past  as  demon- 
strated by  a redundant  sigmoid  with  a thickened 


scarred  mesosigmoid.  An  exploratory  laparotomy 
was  done  ten  years  prior  to  definitive  surgery, 
for  partial  large  bowel  obstruction.  The  fact  that 
this  patient  had  a functional  megacolon  was  not 
recognized  at  that  time. 

Case  2.  A seventy-year  old,  white  male  was  ad- 
mitted to  this  institution  at  the  age  of  sixty-two,  with 
diagnosis  of  psychosis  due  to  alcoholism  (Korsakoff). 
He  had  general  muscular  weakness,  with  muscular 
atrophy  of  the  extremities,  and  tremor  of  the  left 
hand.  On  admission,  a markedly  distended  abdomen 
was  noted. 

In  the  following  years  he  had  repeated  attacks 
of  abdominal  distention  and  fecal  impaction,  re- 
quiring frequent  saline  enemas  and  neostigmine. 
Barium  enema  studies  demonstrated  the  classical  pic- 
ture of  functional  megacolon  without  evidence  of 
an  aganglionic  segment  of  bowel. 

In  December,  1961,  an  emergency  laparotomy 
was  done  for  volvulus  of  the  sigmoid  colon.  A hugely 
dilated  sigmoid  and  lower  descending  colon  with 
volvulus  of  a redundant  loop  of  sigmoid  were  found. 
The  mesentery  was  thick,  edematous,  and  scarred. 
The  volvulus  was  reduced  and  a transverse  colostomy 
was  accomplished,  followed  four  weeks  later  by  sub- 
total, left  colectomy.  Sections  through  the  bowel  wall 
demonstrated  considerable  thickening  of  the  mus- 
cosal  layers.  Many  ganglion  cells  were  easily  dis- 
cernible. The  submucosa  was  edematous  and  infil- 
trated with  eosinophils  and  plasma  cells. 

This  case  demonstrates  that  functional  mega- 
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Fig.  3,  Case  4.  Barium  enema.  The  distention  and  elonga- 
tion of  the  sigmoid  colon  is  again  demonstrated. 

colon  may  eventually  lead  to  volvulus  requiring 
emergency  surgery  when  the  patient  is  in  an  un- 
favorable physical  condition. 

Case  3.  A fifty-seven  year  old  white  male  was  ad- 
mitted on  January  15,  1925,  at  the  age  of  twenty-one 
with  diagnosis  of  schizophrenia.  A chest  x-ray  in  1953 
had  revealed  an  elevated  left  diaphragm  with  mark- 
ed distention  of  the  colon.  He  required  frequent 
enemas  for  constipation  and  fecal  impactions.  In 
1958,  mild  Parkinsonism  was  diagnosed. 

Barium  enema  studies,  in  1961,  showed  a large 
amount  of  fecal  material  throughout  the  colon  and 
a greatly  elongated  and  redundant  sigmoid.  Inter- 
mittent volvulus  could  be  expected  to  take  place  and 
a decision  was  made  to  do  a sigmoid  resection.  He 
was  taken  to  surgery  in  May,  1961.  The  sigmoid 
colon  was  markedly  dilated  and  filled  with  gas. 
Sixty  centimeters  of  sigmoid  were  resected.  The 
mesentery  showed  mild  edema  and  pale  white,  fib- 
rous bands  thought  to  be  caused  by  recurrent  vol- 
vulus. 

Histologic  examination  demonstrated  a mildly  hy- 
perplastic mucosa  with  some  muscular  hypertrophy 
and  normal  Auerbach’s  plexus.  The  submucosal  lay- 
ers showed  only  occasional  groups  of  neurons  but 
probably  in  normal  numbers.  Follow-up  barium 
enemas  showed  satisfactory  results.  He  has  not  re- 
quired any  enemas  since  surgery. 

This  fifty-seven  year  old,  severely  demented 
patient  demonstrates  a picture  of  chronic  consti- 


pation with  fecal  impactions  of  thirty-six  years’ 
duration.  He  was  classified  as  a chronic  catatonic 
schizophrenic  with  mild  Parkinsonism.  An  x-ray 
diagnosis  was  made  of  functional  megacolon 
which  was  confirmed  at  surgery. 

Case  4.  A forty-three  year  old  white  male  admitted 
at  the  age  of  thirty-four,  in  1952,  with  a diagnosis 
of  schizophrenia,  paranoid  type,  of  very  rapid  onset, 
and  rapidly  progressing.  He  had  tremor  of  the  upper 
and  lower  extremities.  The  consulting  neurologist 
diagnosed  Parkinsonism.  In  1958,  very  marked  ab- 
dominal distention  was  noted  and  a plate  revealed 
marked  distention  of  the  transverse  colon. 

A barium  enema  demonstrated  enormous  disten- 
tion of  the  sigmoid  and  descending  colon  without 
evidence  of  segmental  narrowing,  (Fig.  3). 

Episodes  of  fecal  impaction  and  abdominal  dis- 
tention increased  in  frequency  and  in  November, 
1960,  he  again  presented  with  marked  dehydration 
and  abdominal  distention.  Unfortunately  surgical  in- 
tervention was  not  accomplished  and  three  months 
later  he  was  readmitted  in  critical  condition  with  ob- 
vious signs  of  peritonitis.  Exploratory  laparotomy 
was  done.  Serosanguineous  fluid  was  present  in  the 
peritoneal  cavity  with  enormous  dilatation  of  the  en- 
tire colon  due  to  volvulus  of  the  sigmoid.  A colostomy 
was  done.  The  patient  expired  one  month  after 
surgery. 

This  case  demonstrates  a fatal  outcome  in  a 
forty-three  year  old,  schizophrenic  patient  with 
Parkinsonism  and  proven  functional  megacolon 
who,  two  years  after  this  diagnosis  was  made, 
developed  volvulus  of  the  sigmoid  colon. 

discussion 

A number  of  psychotic  patients  are  seen  each 
year  at  Northern  State  Hospital,  who  are  studied 
with  the  barium  enemas  for  chronic  constipation 
and  fecal  impactions,  demonstrating  an  enorm- 
ously dilated,  atonic  and  redundant  colon.  The 
majority  of  these  patients  can  be  treated  conserv- 
atively as  long  as  they  are  closely  followed  for 
evidence  of  recurrent  attacks  of  volvulus.  Digital 
examination  usually  reveals  a rectum  filled  with 
impacted  stool.  The  ampulla  is  usually  wide  and 
the  anal  sphincter  tone  diminished.  Occasionally, 
megacolon  is  diagnosed  by  the  radiologist  from  a 
chest  film,  when  he  sees  a constant,  large,  colonic 
gas  pocket  under  the  diaphragm. 

Barium  enema  studies  often  require  weeks  of 
preparation.  Frequent  plates  of  the  abdomen 
should  be  taken  to  satisfy  oneself  that  the  colon 
is  empty  of  stool.  The  filling  capacity  of  the  colon 
is  enormous.  The  diameter  of  the  colon  including 
the  rectosigmoid  and  sigmoid  is  greatly  increased 
and  there  is  elongation  of  the  bowel.  The  dilated 
colon  is  markedly  hypotonic  without  any  signs 
of  segmental  narrowing.  The  procedure  carries 
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certain  risks  of  producing  a complete  bowel  ob- 
struction by  inspissated  barium.  After  examina- 
tion, saline  enemas  and  laxative  should  be  given 
until  one  is  satisfied  that  all  barium  has  been 
expelled. 

It  should  be  noted  that  these  are  chronically 
deteriorated,  psychotic  patients.  We  do  not  be- 
lieve that  tranquilizers  have  had  any  influence  on 
the  cause  of  the  disease. 

It  is  of  interest  that  two  of  our  patients  were 
classified  as  having  Parkinsonism,  (cases  3 and 
4).  It  is  possible  that  in  Parkinsonism,  the  auto- 
nomic nervous  system  involvement  includes  that 
of  the  large  bowel.10  Once,  however,  megacolon 
has  developed,  the  condition  is  not  readily  rever- 
sible and  serious  consideration  should  be  given  to 
surgical  intervention. 

The  etiology  of  this  syndrome  remains  obscure. 
The  hypothetical  factors  of  repeated  neglect  to 
respond  to  defecation  stimuli,  general  personal 
deterioration,  diminution  of  vagal  tone  and  anal 
relaxation  are  certainly  factors  to  be  considered. 
In  contrast  to  Watkins’  report,2  we  find  no  evi- 
dence to  support  a differentiation  of  this  group 
of  patients  from  a group  with  primary  sigmoid 
volvulus.  Dean’s  report11  on  volvulus  in  the  in- 
sane suggests  in  nearly  all  cases  that  functional 
megacolon  was  present  and  was  the  predisposing 
factor.  We  believe,  as  demonstrated  by  three  of 
our  patients  who  were  followed  over  periods  of 
eight  to  thirty  years,  that  chronic  constipation 
and  neglect,  associated  with  parasympathetic  hy- 
pofunction,  may  eventually  lead  to  megacolon, 
dolichocolon,  and  occasionally  volvulus,  if  chron- 
ic constipation  and  fecal  impactions  are  allowed 
to  develop  over  many  years  until  irreversible 
changes  occur. 

A careful  search  was  made  for  ganglion  cells, 
which  were  demonstrated  at  all  levels  in  ade- 
quate number,  thus  differentiating  this  group 
from  Hirschsprung’s  disease.1214 

The  treatment  of  functional  megacolon  in  psy- 
chotic patients  will,  of  course,  depend  on  the 
presenting  symptoms.  We  feel  that  serious  con- 
sideration should  be  given  to  subtotal  colectomy, 
once  the  periods  of  abdominal  distention  with 
partial  bowel  obstruction  occur  at  frequent  inter- 
vals or  when  there  is  evidence  from  barium  ene- 
ma studies  that  volvulus  may  occur  in  the  near 
future. 

summary  and  conclusions 

Four  cases  of  mental  institution  patients  with 


functional  megacolon  are  described.  All  four 
cases  demonstrated  evidence  of  recurrent  volvu- 
lus for  long  periods  of  time.  Two  of  these  patients 
have  been  followed  over  periods  of  thirty  years 
and  longer.  Two  patients  eventually  required 
emergency  colostomies,  one  resulting  in  death. 
Functional  megacolon  is  a disease  entity,  at  times 
of  serious  nature,  seen  more  frequently  in  mental 
institutions  than  is  recognized  and  reported  in 
the  literature.  We  believe  that  subtotal  colec- 
tomy should  be  considered  earlier  in  those  pa- 
tients who  have  had  frequent  fecal  impactions 
and  subtotal  bowel  obstructions  with  evidence 
of  impending  volvulus  of  the  sigmoid.  The  etiol- 
ogy remains  obscure,  but  the  major  factor  is  most 
likely  hypofunction  of  the  parasympathetic  ner- 
vous system,  combined  with  neglect,  and  follow- 
ed by  chronic  constipation  and  fecal  impaction. 
Functional  megacolon  may  present  a threat  to  the 
patient’s  life  through  the  development  of  re- 
current volvulus,  and  should  be  treated  aggres- 
sively by  elective  resection.  ■ 

1212  Columbia  Street  (4),  (Dr.  Ansingh) 
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Drug  Research  on  Human  Subjects 

The  Role  of  the  Clinical  Pharmacologist  vs  that  of  the  Clinical  Investigator 


ROBERT  H.  STEWART,  M.  D.  Seattle,  Washington 


C onfusion  in  the  evaluation  and  application  of 
new  drugs  or  chemicals  for  the  alleviation  of  pain 
and  suffering  in  human  subjects  could  be  re- 
duced by  dividing  those  responsible  for  develop- 
ment and  application  into  two  separate  groups. 
The  clinical  pharmacology  department  consists 
of  the  research  chemists,  clinical  pharmacologists, 
statisticians  and  clinics  for  experimental  research. 
The  clinical  investigator  must  be  an  astute  ob- 
server who  recognizes  his  moral  responsibility  to 
his  patients  in  the  application  of  a new  drug. 

the  clinical  pharmacologist 

Clinical  pharmacology  has  been  described  and 
explained  by  Modell.  The  term  has  gained  wide 
acceptance  but  a delineation  of  its  scope  reveals 
that  it  is  primarily  concerned  with  the  effects  of 
drugs  in  man  and  deals  with  the  examination 
and  detection  of  drug  actions  as  well  as  the  elu- 
cidation of  drug  effects  in  man,  their  mensura- 
tion and  their  evaluation.  The  methodology  of 
substantial  clinical  evaluation  of  drug  actions 
seems  to  impinge  on  the  therapeutic  evaluations 
of  a drug  but  it  must  be  remembered  that  this 
phase  of  study  is  of  an  experimental  nature 
which  must  incorporate  adequate  placebo  con- 
trols to  complete  the  purely  scientific  value  of 
the  study.  Clinical  pharmacology  is  organized 
human  pharmacology— the  direct  examination  of 
the  action  and  effects  of  drugs  in  man  normal  or 
diseased— its  methods,  its  scope,  and  its  limits. 
Model  says: 

The  practical  importance  of  clinical  phar- 
macology lies  in  (1)  the  need  to  examine 
drug  actions  and  to  measure  them  in  man  in 
order  to  determine  the  probable  usefulness  of 
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new  drugs,  (2)  the  need  to  evaluate  new 
drugs  in  man  in  order  to  determine  whether 
they  should  be  used  clinically,  (3)  the  need 
to  determine  which  of  the  drugs  available 
is  the  best  for  a particular  clinical  purpose, 
(4)  the  need,  in  these  times  of  heavy  traffic 
with  new  drugs,  of  breaking  the  bottleneck 
by  making  available  techniques  which  will 
provide  substantial  answers  to  these  ques- 
tions in  the  least  possible  time,  and  (5)  the 
need  to  understand  drug  actions  in  order  to 
use  them  safely  and  effectively  in  man.  It 
should  be  clear  that  none  of  these  are  pre- 
cisely the  same  as  the  art  of  therapeutics.1 

the  clinical  investigator 

In  contrast  to  the  clinical  pharmacologist  who 
conducts  the  scientific  and  technical  aspects  of 
drug  investigation,  the  clinical  investigator  pur- 
sues practical  and  reasoning  studies,  of  a pre- 
viously scientifically  investigated  drug,  upon  his 
own  patients  under  the  conditions  of  private 
practice  in  medicine. 

The  custom  of  accepting  a few  samples  from 
a representative  of  a drug  firm  to  “try  on  a pa- 
tient” is  essentially  valueless  and  in  the  case  of  a 
drug  which  has  not  yet  been  accepted,  might 
have  elements  of  danger. 

Investigation  of  new  drugs  by  the  practitioner 
is  associated  with  many  pitfalls  which  can  only 
be  avoided  by  not  accepting  for  investigation 
any  new'  drug  which  has  not  been  thoroughly 
studied  by  the  clinical  pharmacologist.  The  in- 
vestigator must  demand  a confidential  report 
which  w ill  be  furnished  by  the  manufacturer  of 
the  new  drug  and  contain  the  follow  ing  informa- 
tion from  the  clinical  pharmacologists: 

1.  Chemistry  of  the  drug. 

2.  Pharmacology,  acute  and  chronic  tox- 
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icity  studies,  and  descriptions  of  the  various 
types  of  animals  used. 

3.  Pharmacodynamic  profile.  This  in- 
cludes tests  on  isolated  organs  in  various 
animals,  including  pregnant  females.  Ther- 
apeutic margin  of  the  drug  estimated. 

4.  Clinical  pharmacology.  Dose  trials. 
Experimental  studies  on  toxic  reactions. 
Placebo  studies. 

5.  Bibliography. 

This  report  must  be  carefully  studied  and  the 
bibliography  investigated.  A small  series  of  cases 
is  of  little  value,  making  it  mandatory  that  the 
investigator  be  able  to  study  a large  group  of 
patients  in  a relatively  short  period  of  time.  The 
condition  of  the  patient  must  be  accurately  diag- 
nosed and  must  fit  into  the  category  of  the  dis- 
ease for  which  the  drug  is  indicated.  Patients 
must  be  seen  by  the  investigator  at  frequent  in- 
tervals and  both  subjective  and  objective  find- 
ings charted.  The  length  of  time  for  the  study 
will  be  influenced  by  the  purpose  for  which  the 
drug  is  to  be  used. 

summary 

Clinical  pharmacology  as  distinct  from  thera- 
peutics is  a discipline  which  can  make  available 
to  the  physician  the  basic  information  essential 
to  the  choice  of  the  proper  drug,  the  regimen 
for  its  best  and  safest  exploitation  in  the  treat- 
ment of  the  patient’s  disease. 

Clinical  investigative  pharmacology  is  the 
therapeutic  application  of  a pharmaceutically 


proven  drug  to  the  patient  to  determine  the  effi- 
cacy of  the  drug. 

conclusion 

As  in  chemicals,  so  in  the  working  of  men’s 
minds,  there  is  a synergistic  pyramiding  wherein 
they  combine  to  great  effect,  achieving  beyond 
the  sum  of  their  separate  capacities  ...  It  is  in 
the  hroad  fields  of  research  and  production  that 
the  teaming  up  of  these  abilities  is  so  important 
to  the  clinical  enterprise  pioneering  in  new 
ground.2 

The  study  of  a chemical  from  its  discovery  to 
its  final  proven  value  as  a therapeutic  agent  for 
the  treatment  of  disease  in  the  human  is  filled 
with  many  complex  problems  that  must  be  solved 
by  a host  of  scientists  and  their  various  associ- 
ates before  it  can  finally  be  placed  in  the  hands 
of  the  physician  who  will  then  carefully  evaluate 
the  results  of  its  application  in  the  treatment  of 
disease. 

The  distinct  variance  in  the  philosophies  of 
the  clinical  pharmacologist  whose  scientific  and 
technical  attitudes  combined  with  the  practical 
and  reasoning  of  the  clinical  investigator  form 
an  excellent  teaming  up  of  these  abilities.  ■ 

819  Boijlston  (4) 
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SCIENCE  SUBJUGATED 

Scientists  may  be  classified  into  two  main  sorts:  those  who  are  fascinated  by  what 
they  know,  and  those  who  are  fascinated  by  what  they  don’t  know.  Both  attitudes  are 
essential  to  a balanced  view  of  science,  whether  in  the  individual  or  in  the  world  at 
large;  but  with  ever-growing  social  and  economic  implications  of  science  the  vital  im- 
portance of  a lively  concern  with  the  limitations  of  our  knowledge  as  well  as  with  the 
exploitation  of  the  knowledge  itself  is  in  danger  of  being  forgotten  by  those  not  actually 
engaged  in  research.  This  is  especially  true  whenever  political  considerations  enter  into 
a scientific  question,  for  once  official  prestige  becomes  involved,  the  last  thing  to  expect 
is  any  sort  of  admission  of  ignorance. 

The  situation  was  not  so  bad  so  long  as  public  officials  conceived  of  their  function 
as  that  of  impartial  technical  advisors  rather  than  advocates,  but  this  tradition  seems  to 
be  passing  especially  in  the  public  health  service,  for  in  recent  years  we  have  had  open 
advocacy  of  one  side  in  several  technical  controversies  relating  to  the  public  health  by 
the  Ministry  of  Health  and  its  scientific  officials  as  well  as  by  local  medical  health  officers. 
The  onus  of  presenting  the  more  cautious  view  of  the  extent  of  our  knowledge  has  been 
thrown  upon  private  individuals  writing  in  the  technical  and  lay  press. 

Geoffrey  Dobbs,  Ph.D.,  in  The  New  Scientist,  October  31,  1957 
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Liver  Function  Studies  in  the  Aged 

What  are  Normal  Values ? 

JOAN  L.  HABERMAN,MD.  Everett,  Washington 


In  working  with  a geriatric  population  the  ques- 
tion frequently  arises  as  to  the  validity  of  assign- 
ing the  same  range  of  normals  to  liver  function 
studies  in  the  aged  as  to  those  in  the  young. 

In  evaluating  older  individuals  I have,  almost 
as  a matter  of  course,  been  ignoring  reports  on 
liver  function  studies  in  the  aged  that  would 
have  aroused  my  suspicion  had  they  been  found 
in  younger  persons.  Experience  has  taught  that 
elevated  values  in  the  aged  do  not  necessarily 
correlate  with  the  presence  of  demonstrable  liver 
disease. 

To  determine  whether  this  premise  is  valid, 
two  approaches  were  taken:  first,  a review  of 
the  literature  and  second,  study  of  a selected 
group  of  geriatric  patients  at  Northern  State 
Hospital. 

review  of  literature 

The  literature  reveals  conflicting  opinions.  In 
the  first  significant  work,  Rafsky  and  Newman 
in  1943  and  1949  concluded  that  a subclinical 
state  of  liver  impairment  is  common  in  elderly 
people.1 2 Studies  by  Cohen  and  Gitman  revealed 
that  there  was  no  distinct  increase  of  liver  ab- 
normality associated  with  aging.3  Kline  makes 
the  statement  that,  in  at  least  one  test,  85  per  cent 
of  his  geriatric  patients  showed  elevated  values.4 
Recently  Richman  and  others  have  shown  that 
aging  patients  with  acute  or  chronic  heart  failure 
show  a high  incidence  of  elevated  values  in  liver 
function  tests.5 

selection  of  patients 

Ninety-one  patients,  55  female  and  36  male, 
within  the  range  of  sixty  to  ninety  years,  with  an 
average  age  of  73,  were  selected.  These  were  pa- 
tients in  the  geriatric  wards  of  Northern  State 
Hospital.  Mental  illness  was,  of  course,  present 
in  these  patients,  but  they  were  all  in  good  physi- 
cal health  and  showed  no  clinical  evidence  of 
liver  impairment. 

Dr.  Haberman  was  formerly  Acting  Co-Medical  Director, 
Northern  State  Hospital,  Sedro-Woolley,  Washington. 


Table  1 

Accepted  Normals 

Tests 

Bilirubin  — Malloy  and  Evelyn 

Total  ’ ' 0.1  - 1.0 

Direct  0.1  — 0.2 

Indirect  0.1  — 0.8 

Thymol  Turbidity— Maclagan  Maclagan  Units  0 to  4 
Cepahalin  Cholesterol  Flocculation— Hanger 

Up  to  2 plus 
in  48  hours 

Bromsulphalein— Rosenthal  and  White 

Dosage  5 mg.  per  Kg.  5 % or  less  retention 

in  45  minutes 

Search  was  made  for  the  following  in  evaluat- 
ing these  patients  for  the  presence  or  absence  of 
liver  disease:  jaundice,  hepatic  enlargement, 

nodular  hepatic  contour,  firmness  or  tenderness  of 
the  liver,  ascites,  prominent  collateral  veins, 
splenomegaly,  and  spider  angiomas.  Twenty- 
seven  of  the  patients  were  receiving  phenothia- 
zines  or  anti-depressant  medication  but  effects  of 
these  drugs  bore  little  or  no  relation  to  the  inci- 
dence of  abnormal  findings  in  liver  function 
studies  as  will  be  shown  later. 

tests  and  methods 

In  December,  January  and  February  of  1960- 
61,  these  ninety-one  patients  were  evaluated  us- 
ing the  tests  and  range  of  values  shown  in  table  1. 

These  normal  values  are  those  accepted  not 
only  by  the  laboratory  at  Northern  State  Hospital 
but  also  by  Ham  in  his  Syllabus  of  Laboratory 
Examinations  and  by  the  Massachusetts  General 
Hospital.10 

results 

A total  of  455  tests  were  performed  and  131  or 
29  per  cent  of  the  total  number  of  tests  showed 
abnormalities.  The  mean  values  were  largely 
found  to  be  within  normal  range  with  the  excep- 
tion of  the  bromsulphalein  retention  test  which 
showed  a mean  elevation  of  6.6  per  cent  in  the 
males  and  5.2  per  cent  in  the  females  (Table  2). 

A breakdown  of  the  individual  tests  (Table  3) 
revealed  that  44  patients,  or  48  per  cent,  had  an 
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Table  2 

Mean  Values  of  455  Liver  Function  Studies 


Patients  Receiving 
Psychopharmaceuticals 
Nor-  Abnor- 
Thymol  mal  mal 


Wards 

Total 

Patients 

Average 

Age 

Total 

Bilirubin 

Direct 

Indirect 

BSP 

% 

Cephalin 

Flocculation 

24  Hr.  48  Hr. 

Turbid- 

ity 

Num- 

ber 

Find- 

ings 

Find- 

ings 

6 Female 

55 

73 

(range 

61-90) 

.60 

.21 

.39 

5.2 

.9+ 

1.2  + 

4.1 

14 

6 

8 

5 Male 

36 

73 

(range 

60-88) 

.66 

.21 

.44 

6.6 

.7  + 

1 + 

3.2 

13 

6 

7 

Total 

91 

73 

.63 

.21 

.41 

5.7 

.8  + 

1.1  + 

3.7 

27 

12 

15 

elevated  BSP,  34  or  37  per  cent,  had  elevated  thy- 
mol turbidity  and  25,  or  27  per  cent,  had  cephalin 
flocculation  of  2-f-  or  more  in  48  hours.  Further 
breakdown  will  be  seen  in  table  4.  It  is  interest- 
ing to  note  that  24  patients,  or  26  per  cent, 
showed  no  abnormal  tests. 

It  should  be  noted  again  that  these  figures  in- 
clude 27  patients  receiving  phenothiazines  or  an 
anti-depressant.  Of  these,  15  or  55  per  cent,  had 
one  or  more  abnormal  reports  as  compared  with 
74  per  cent  in  the  total  group.  Further  break- 
down revealed  that  52  per  cent  of  the  27  had 
abnormal  BSP  as  compared  to  48  per  cent  of  the 
total  group.  Nineteen  per  cent  showed  abnormal 
cephalin  flocculation;  15  per  cent  abnormal  thy- 
mol turbidity;  8 per  cent  abnormal  total  bili- 
rubin and  4 per  cent  abnormal  direct  bilirubin. 
If  these  figures  are  compared  with  those  for  the 
total  group,  the  only  area  in  which  the  patients 
receiving  psycho-pharmaceuticals  showed  in- 
creased percentage  of  liver  function  abnormality 
was  in  the  BSP  determination,  and  this  value  was 
five  points  above  the  total  group  percentage. 
These  figures  lead  us  to  conclude  that  these  27 
patients  did  not  significantly  alter  the  statistics 
and,  therefore,  need  not  be  considered  separately. 

In  consideration  again  of  table  3,  it  appears 
that  the  BSP  determination  is  the  most  sensitive 
test  and  accounts  for  the  highest  number  of  ab- 
normal results.  A wide  range  of  values  was  dis- 
covered, from  0 to  20  per  cent,  with  a mean  of 
5.7.  We  were  curious  to  determine  whether  these 
high  levels  were  maintained,  therefore,  all  pa- 
tients with  BSP  retention  of  7 per  cent  or  above 
were  re-evaluated  five  to  six  months  later. 

Thirty-seven  patients  had  BSP  elevations  of 
above  7 per  cent.  These  patients,  as  well  as  any 
others  with  abnormal  liver  study  reports,  were 
re-evaluated  physically.  Again,  no  clinical  evi- 


dence of  liver  disease  was  elicited.  Repeat  labora- 
tory studies  were  performed  on  23  of  the  37,  the 
remainder  having  either  left  the  hospital  or  ex- 
pired with  no  liver  disease  demonstrable.  Twelve 
of  these  patients  showed  a drop  in  their  BSP  lev- 
els to  below  7 per  cent;  six  showed  a rise  above 
their  previous  abnormal  level  and  four  a definite 
drop,  but  not  below  7 per  cent.  In  general,  the 
other  liver  function  study  results  in  these  23  pa- 
tients followed  a similar  pattern.  We  were  unable 
to  correlate  any  change  in  the  patient’s  physio- 
logic or  psychologic  status  with  the  change  in 
BSP  level. 

Table  3 

Evaluation  of  Individual  Liver  Function  Tests 

No.  of  patients 
with  abnormal 


Test  results  Per  cent 

BSP  44  48 

Thymol  turbidity  34  37 

Cephalin  flocculation  25  27 

Dirct  bilirubin  22  24 

Total  bilirubin  6 7 


discussion 

It  has  been  demonstrated  that  the  geriatric  pa- 
tient shows  frequent  abnormal  liver  function  val- 
ues when  assessed  according  to  our  present  range 
of  normals.  A total  of  74  per  cent  of  patients 
showed  one  or  more  abnormal  results,  44  per  cent 
showed  two  or  more,  evidencing  the  multiplicity 
of  elevated  results  in  the  same  patient. 

Rafsky,  in  his  work  observed  90  per  cent  of 
patients  with  elevated  values.2  This  figure  in- 
cludes 1-|-  cephalin  flocculation,  and  he  conclud- 
ed that  a subclinical  state  of  liver  impairment  is 
common  in  older  people.  Cohen  and  Gitman  ob- 
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Table  4 
Tests 


Abnormal  results  in 

Patients 

Percentage 

none 

24 

26 

1 test 

23 

25 

2 tests 

29 

32 

3 tests 

10 

11 

4 tests 

5 

6 

1 or  more 

67 

74 

2 or  more 

44 

48 

tained  values  to  the  other  extreme  but  did  not 
employ  the  BSP  test  and  concluded  that  there 
was  no  distinct  increase  in  abnormality  in  the 
elderly.3 

Our  figures  have  shown  definitely  elevated  liver 
function  values,  with  BSP  and  thymol  turbidity 
tests  accounting  for  the  largest  number  of  abnor- 
malities. These  appear  to  be  reversible  in  many 
patients.  Perhaps  they  indicate  a subclinical  state 
of  liver  abnormality,  a temporary  degree  of  car- 
diac decompensation,  as  suggested  by  Richman 
et  al,5  some  unknown  levels  of  physiologic  un- 
balance or,  more  probably,  that  the  normal  ranges 
of  values  are  not  applicable  to  the  geriatric  pa- 
tient. 

It  is,  therefore,  concluded  that  elevated  find- 
ings in  liver  function  studies  in  the  elderly  do 
not  necessarily  indicate  liver  disease,  that  they 
are  frequently  reversible,  and  that  the  accepted 
normal  ranges  of  values  which  indicate  definite 
liver  disease  need  to  be  extended  in  the  geriatric 
patient. 

summary 

1.  A total  of  455  tests  which  included  BSP, 
total  and  indirect  bilirubin,  cephalin  flocculation 
and  thymol  turbidity'  were  performed.  This  in- 
volved 91  geriatric  patients  in  whom  131  or  29 
per  cent  of  the  tests  were  found  to  be  abnormal. 

2.  The  mean  value  of  the  BSP  was  elevated 
from  0.7  per  cent  to  1.6  per  cent  above  the  usually 
accepted  normal  limit. 

3.  Seventy-four  per  cent  of  patients  had  one 
or  more  abnormal  liver  function  study  reports; 
44  per  cent  had  two  or  more  abnormal  liver  func- 
tion study  reports. 

4.  Forty-eight  per  cent  of  patients  showed 
elevated  BSP;  37  per  cent  showed  elevated  thy- 
mol turbidity;  27  per  cent  showed  elevated  cepha- 
lin flocculation. 

5.  Fifty  per  cent  of  the  BSP  elevations  above 
7 per  cent  showed  a drop  to  below  7 per  cent 
after  six  months. 


Fig.  1 

Elevated  BSP  Retention  — Original  and  Repeat  Series 




fc  h s m eb  m e 

0 2 ' 4 ' 6 

aximxLiiiJx. 

8 10  12  14  16  18  20  22  24  26 

n — i — i — t— i— r~ f i — rf  i f i — , — i — i — i — 

0 2 4 6 8 10  12  14  16  18  20  22  24  26 


Upper— repeat  series  done  5-6  months  after  original 
study.  Lower— initial  series.  Ordinates,  number  of 
patients;  abscissas,  per  cent  rentention. 

6.  None  of  these  91  patients  at  any  time 
showed  clinical  evidence  of  liver  disease. 

7.  It  is,  therefore,  felt  that  the  range  of  liver 
function  values  in  the  elderly  is  considerably 
above  that  usually  quoted  as  normal,  that  what 
are  now  considered  elevations  do  not  necessarily 
indicate  liver  disease  and  the  changes  noted  are 
frequently  reversible.  ■ 

3202  Colby  Avenue 
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Disability  Evaluation 

Principles  of  Quantitative  Diagnosis 

MORRIS  J.  D I R S T I N E,  M.  D.  Seattle,  Washington 


Evaluation  of  disabilities  has  been  on  the  whole, 
a very  inexact  science  in  the  practice  of  medicine. 
The  individual  physician  is  not  entirely  to  blame 
for  his  lack  of  ability  in  this  regard.  He  has  not 
been  taught  how  to  evaluate  a disability.  Those 
who  have  learned  how  to  evaluate  disability  have 
done  so  through  long  experience.  Experience  and 
judgment  are  difficult  bits  of  medical  knowledge 
to  transmit. 

Almost  every  industrial  locality  has  several 
physicians  who  have  established  systems  of  their 
own  by  which  they  have  learned  to  evaluate  a 
given  disability  accurately.  However,  for  the 
physician  who  has  neither  the  time  nor  the  incli- 
nation to  spend  hours  learning  a complicated 
method  by  which  disabilities  can  be  evaluated, 
these  standard  procedures  are  useful: 

1.  Physical  status  of  the  individual  is  de- 
termined by  a thorough  history  and  ex- 
amination, including  all  x-rays  and  other 
indicated  laboratory  procedures. 

2.  Alterations  of  muscles,  nerves,  vessels, 
bones,  joints,  or  skin  covering  are  deter- 
mined in  relation  to  their  anatomic,  geo- 
metric and  physiologic  affect  on  the  work- 
ing forces  of  the  body. 

3.  Emotional  reaction  to  injury  must  be  con- 
sidered. 

The  evaluation  of  disability  might  well  be 
thought  of  as  a quantitative  diagnosis,  as  opposed 
to  the  more  familiar  qualitative  diagnosis.  In 
determining  disability  the  physician  is  called 
upon  not  only  to  diagnose  the  deviations  from  the 
normal  but  also  to  form  a clear  concept  of  the 
extent  to  which  these  pathologic  states  are  pres- 
ent, hence  the  magnitude  of  the  handicap  to 
which  they  give  rise.  He  must  base  his  final  de- 
cision strictly  on  his  knowledge  of  medical 
science  as  applied  to  each  individual  case.  A dis- 
ability evaluation  which  lacks  adequate  investi- 
gation and  supporting  evidence  is  no  more  valid 
than  any  other  diagnosis  which  lacks  the  same 
study  and  accumulation  of  evidence. 

Attitude  of  the  physician  toward  the  patient 
whose  disability  he  is  evaluating  should  be  no 

Presented  at  course  on  hand  injuries,  part  of  the  Post 
Graduate  Education  Program,  University  of  Washington 
School  of  Medicine,  Seattle,  September  7,  8,  1962. 


different  than  his  attitude  toward  any  other 
patient.  As  a general  rule,  it  is  inadvisable  for 
the  examiner  to  inform  the  patient  of  the  dis- 
ability evaluation  he  has  made.  Since  the  respon- 
sibility of  evaluating  the  percentage  of  disabil- 
ity rests  upon  the  physician,  it  is  his  duty  to 
utilize  his  professional  qualification  rather  than 
his  human  instinct  with  its  many  fallibilities. 
There  is  only  one  base  on  which  medical  analy- 
sis of  a physical  handicap  may  stand,  and  that 
is  the  status  of  function. 

Only  the  medically  trained  man  is  capable  of 
determing  fitness  through  analysis  of  function. 
He  alone  knows  how  to  estimate  the  effect  of 
physical  damage  to  the  anatomy  as  it  results  in 
functional  change. 

He  should  not  rely  in  any  way  on  sentiment, 
emotion  or  economic  factors.  When  use  of  the 
damaged  part  of  the  body  has  been  analyzed, 
and  percentage  of  variation  from  the  normal  is 
expressed,  the  layman,  board,  or  commission  can 
use  the  evaluation  in  any  manner  to  satisfy  the 
legal  claim  and  determine  earning  capacity. 

The  physician  should  not  be  influenced  by 
age,  sex  or  occupation.  The  loss  of,  or  loss  of 
use  of  a finger  or  any  other  member  should  con- 
stitute 100  per  cent  loss  of  that  member  whether 
in  young  or  old,  male  or  female,  ditch-digger 
or  violin  player.  To  be  sure,  its  loss  by  the  vio- 
linist may  cost  his  profession,  and  would  in  that 
sense  be  worth  more  from  a remunerative  stand- 
point, but  the  problem  of  determining  its  mon- 
etary value  is  no  more  that  of  the  physician  than 
it  is  of  any  other  disinterested  individual. 

The  physician  should  determine  the  anatomical 
and  functional  loss  only.  The  indemnity  award 
for  such  loss  may  vary  depending  upon  other 
factors,  hut  that  is  a problem  for  the  industrial 
commission  to  determine  and  not  a problem  for 
the  physician. 

The  percentage  of  disability  in  a member 
should  be  constant  no  matter  where  it  occurs, 
geographically  speaking:  the  award  for  such  dis- 
ability may  vary  depending  upon  other  factors 
but  that  too,  is  a problem  for  the  commission  to 
decide  and  not  a problem  for  the  physician. 

The  industrial  laws,  in  some  states,  specify 
that  disability  less  than  amputations  should  be 
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assessed  on  a predetermined  percentage  of  the 
value  specified  for  amputation  of  the  member. 
It  therefore  becomes  necessary  for  the  physician 
to  establish  percentage  loss  on  the  basis  of  his 
physical  findings. 

In  order  to  establish  some  degree  of  constancy, 
disability  should  first  be  calculated  upon  objec- 
tive, measurable  factors.  The  principal  measure- 
able  factors,  especially  in  the  extremities,  are  the 
range  of  motion,  the  status  of  nerves,  condition 
of  vessels,  trophic  changes,  and  impairment  of 
muscle  function. 

Estimated  values  for  disability  may  be  added 
for  other  factors,  not  reducible  to  numbers,  to 
allow  for  pain,  loss  of  sensation,  incoordination, 
and  lack  of  power.  If  the  serviceable  range  of 
motion  is  used  as  the  measurable  factor,  most  of 
these  criteriae  are  given  due  consideration.  It 
seems  to  me  that  methods  for  calculating  dis- 
ability' incorporating  unit  values  for  pain,  inco- 
ordination, adaptability',  and  other  immeasurables 
are  too  intangible  to  provide  much  more  than  a 
good  guess,  accurate  only  in  proportion  to  the 
experience  of  the  physician  who  makes  it.  It 
would  seem  that  when  the  number  of  variables 
is  increased,  the  possibility  of  error  in  calculating 
disability  is  also  increased. 

Having  had  the  experience  of  calculating  per- 
centage disabilities  in  many  hundreds  of  hand 
cases  in  the  past  few  years,  I have  come  to  the 
conclusion  that  most  evaluations  can  be  made  on 
the  basis  of  lost  function  by  comparing  with  the 
contralateral,  uninjured  member.  Only  the  useful 
range  of  motion  is  measured,  noting,  as  much  as 
possible,  only  objective  evidences  of  disability. 
This  leaves  the  calculation  of  disability  unin- 
fluenced by  sentiment,  sympathy,  or  personal 
interpretation. 

The  examining  physician  must  keep  in  mind 
the  following  principles: 

1.  Basis  must  be  provided  for  legal  deter- 
mination of  allowance. 

2.  Value  assigned  to  each  joint  of  an  ex- 
tremity is  a portion  of  the  value  of  the 
entire  extremity. 

3.  It  is  not  possible,  legally,  to  award  more 
than  100  per  cent  of  the  established  value 
for  loss  of,  or  loss  of  use  of,  any  member. 

4.  Determination  of  the  monetary  award  for 
loss  is  not  the  function  of  the  physician. 

In  view  of  these  principles,  the  physician  can 
do  no  more  than  determine  the  percentage  of 
functional  loss  and  establish  his  quantitative 
diagnosis  on  that  mathematic  basis. 


Medically  any  given  disability  may  be  con- 
sidered as  being  permanent  when: 

1.  Sufficient  time  for  healing  has  been  al- 
lowed to  elapse. 

2.  No  further  treatment  is  indicated. 

3.  When  there  is  no  good  reason  to  expect 
important  alteration  in  the  immediate  or 
foreseeable  future. 

Paul  B.  Magnuson  has  observed  that  in  his 
experience  there  have  been  few  malingerers,  but 
many  exaggerators.  He  cautions  that  the  physi- 
cian must  not  allow  himself  to  be  caught  between 
the  injured  individual  and  the  insurance  carrier, 
both  of  whom  may  have  a tendency  to  over- 
emphasize viewpoints.  One  may  consider  the  dis- 
ability rating  too  low,  the  other  may  consider  it 
to  be  too  high.  Making  an  objective,  impartial 
evaluation  requires  medical  ingenuity',  skill,  and 
judgment  in  the  fullest  measure. 

A study  of  the  various  existing  schedules  of 
ratings  and  precedence,  of  the  various  federal 
and  state  laws,  indicates  that  there  is  a thread  of 
general  similarity  in  average  permanent  partial 
disability  ratings,  but  the  pattern  of  legal  speci- 
fications is  so  varied  that  the  road  to  basic  con- 
siderations is  lost  in  a fog  of  inconsistency.  The 
laws  in  no  two  states  are  identical,  yet  all  are 
built  upon  the  same  plan,  one  attempting  to  im- 
prove upon  the  other. 

In  order  to  bring  some  clarity  out  of  the  pres- 
ent confusion,  representative  schedules  of  ap- 
proximate ratings  have  been  drafted,  to  serve  as 
guides  to  uniformity'  and  standardization.  Earl 
McBride  in  his  text  Disability  Evaluation  gives 
a complete  and  excellent  system,  as  does  also 
Henry  H.  Kessler  in  his  book,  Accidental  Injuries. 

There  is  need  for  a standard,  uniform  system 
of  rating  throughout  all  the  states.  No  system 
can  be  exact  for  there  are  too  many  variables.  It 
remains  essential  to  individualize  each  case.  The 
exceptions  may  be  satisfactorily  determined 
through  medical  opinion  or  testimony'.  Consider- 
able standardizing  has  been  done  by  the  Inter- 
national Association  of  Industrial  Accident 
Boards  and  Commissions  but  each  state  has  its 
own  system. 

There  is  available  an  excellent  edition  of  the 
Journal  of  the  American  Medical  Association, 
published  in  1958,  carrying  report  of  a special 
commission,  entitled  A Guide  to  the  Evaluation 
of  Permanent  Impairment  of  the  Extremities  and 
Back.  It  should  be  reviewed  by  all  doctors  who 
are  called  upon  to  evaluate  disabilities.  ■ 

61 1 Cobh  Bldg.  (1) 
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The  first  taste  of  its  tangy,  real  tomato 
flavor  makes  your  mouth  water  and 
gives  you  a pleasant  feeling  of  warmth. 

For  this  reason,  Tomato  Soup  or  any 
of  Campbell’s  other  soups,  for  that  mat- 
ter, are  one  of  the  best  ways  possible 
for  you  or  your  patients  to  start  a meal.  They’re  also  one  of 
the  best  ways  you  can  find  to  get  a patient  to  follow  a diet. 
Tomato  Soup  and  Tomato  Rice  Soup,  for  instance,  are 
temptations  most  patients  can’t  resist.  And,  as  you  know, 
if  you  can  help  to  stimulate  a patient’s  appetite  and  have 
him  enjoy  what  he  should  eat,  he’ll  be  more  likely  to  stick 
to  the  diet  prescribed. 

In  planning  diets,  you’ll  find  Campbell’s  soups  suitable 
for  almost  every  one  of  your  special-diet  patients  — high 
protein,  low  residue,  high  or  low  calorie.  In  low-fat  diets, 
for  example,  you  can  choose  between  Tomato  Soup  (with 


approximately  1.6  gm.  fat  per  7 oz.  serving),  Tomato 
Rice  (1.9  gm.  fat),  or  Chicken  Gumbo  (1.0  gm.  fat).  All 
these  soups  contain  generous  amounts  of  Campbell’s 
tomatoes  like  those  you  see  in  our  picture. 

All  the  ingredients  in  our  soups  are  of  fine  quality, 
and  all  are  carefully  processed,  carefully  blended.  This 
is  why  Campbell’s  soups  are  naturally  good. 

What’s  even  more  important,  you  or  your  patients  get  a 
variety  of  essential  nutrients  from  Campbell’s  soups.  If 
you’d  be  interested  to  learn  how  good  they  are  nutrition- 
ally, write  us  today  for  your  copy  of  the  new 
series  of  analyses  of  our  products— Campbell 
Soup  Company,  Dept.  67,  Camden,  N.  J. 

Recommend  Campbell’s  soups  to  your  pa- 
tients . . . and,  of  course,  enjoy  them  yourself. 

There’s  a soup  for  almost  every  patient  and 
diet,  for  every  meal. 
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Boilr 
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relieve 


® w® 


m relieve  sneezing , runny  nose 
m ease  aches  and  pains 
■ lift  depressed  feelings 
m reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


distress  rapidly 

* CORI  FORTE 


available  on  prescription  only 


(Brand  of  AnalgesU-Antihlstamlnlc-Antlpyretlc  Compound) 

capsules 

Inch  CORIFORTl  Capsule  contains: 

CHIOR-TRIMITON ® 4 mg. 

/brand  of  chlocphinirnmlno  maliatrj 

salicylamidt 0.19  6m. 

phtnaatln 0.1 3 6m. 

caffolno 30  mg. 

mothamphotamine  hydrochloride 1.75  my. 

ascorbic  acid 50  mg. 


LOMOTIL 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

ANTIDIARRHEAL 


TABLETS  and  LIQUID 

lowers  motility  / relieves  cramping  / controls  diarrhea 


Roentgenographic  studies  by  Demeulenaere1  estab- 
lished that  a single  dose  of  10  mg.  of  Lomotil  slowed 
gastrointestinal  transit  within  two  hours  and  that 
it  maintained  its  decelerating  activity  for  more 
than  six  hours. 

In  diarrhea  this  lowered  propulsion  permits  a 
physiologic  absorption  of  excess  fluid,  lessens 
frequency  and  fluidity  of  stools  and  gives  safe, 
selective,  symptomatic  control  of  most  diarrheas. 
Concurrently,  it  conserves  electrolytes  and  controls 
cramping. 

Investigators  have  found  the  antidiarrheal  action 
of  Lomotil  not  only  “excellent”2  but  “efficacious3 
where  other  drugs  have  failed.  . . 

dosage:  For  adults  the  recommended  initial  dosage 
is  two  tablets  (2.5  mg.  each)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  under  control. 
Maintenance  dosage  may  be  as  low  as  two  tablets 
daily.  For  children  daily  dosages,  in  divided  doses, 
range  from  3 mg.  (V2  teaspoonful  three  times  daily) 
for  infants  3 to  6 months  to  10  mg.  (1  teaspoonful 


five  times  daily)  for  children  8 to  12  years.  Lomotil 
is  supplied  as  unscored,  uncoated  white  tablets  of 
2.5  mg.  and  as  liquid  containing  2.5  mg.  in  each 
5 cc.  A subtherapeutic  amount  of  atropine  sulfate 
(0.025  mg.)  is  added  to  each  tablet  and  each  5 cc. 
of  the  liquid  to  discourage  deliberate  overdosage. 
The  recommended  dosage  schedules  should  not 
be  exceeded. 

note:  Lomotil  is  an  exempt  narcotic  preparation. 

Descriptive  literature  and  directions  for  use  de- 
tailed in  Physicians’  Product  Brochure  No.  81 
available  from  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

Demeulenaere,  L.  Action  du  R 1132  sur  le  transit  gastrointestinal,  Acta  Gastroent. 
Belg.  21.674-680  (Sept.-Oct.)  1958. 

2.  Kasich,  A.  M.:  Treatment  of  Diarrhea  in  Irritable  Colon,  Including  Preliminary  Ob- 
servations with  o New  Antidiarrheal  Agent,  Diphenoxylate  Hydrochloride  (Lomotil), 
Amer.  J.  Gostroenf.  35:46-49  (Jon.)  1961. 

3.  Weingarten,  B.:  Weiss,  J.,  and  Simon,  M.:  A Clinical  Evaluation  of  a New  Anti- 
diarrheal Agent,  Amer.  J.  Gostroent.  35  628-633  (June)  1961. 


e.  d SEARLE  & co. 

Research  in  the  Service  of  Medicine 
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Here’s  a penicillin  that  gives  you... 


PATIENT  ECONOMY 
WHEN  YOU  WANT  IT 


Potassium  Penicillin  V, 
Abbott. 

125  mg.  • 

(200,000  units) 

Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 

t 


Single  Oral  Doses  to  Fasting  Subjects* 


Units 


cc. 


Time  in  hours 


Compocillin-VK  200,000  U.  (125  mg.) 
Potassium  Penicillin  G 400,000  U. 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection. 
Here  economy  could  be  a definite  factor  in 
your  thinking.  In  the  chart  above,  you’ll  see 
that  200,000  units  (125  mg.)  of  Compocillin  VK 
produces  blood  levels  at  least  equal  to  those 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec- 
tions, Compocillin-VK  may  be  given  at  half  the 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cost 
of  Compocillin-VK  therapy  will  be  no  more — 
and  often  will  be  less — than  treatment  with  oral 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Filmtab 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab— Film-sealed  tablets,  Abbott:  U.S.  Pat  No.  2.881,085 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


COMPOCILLIN-VK 

1 


Potassium  Penicillin 
V,  Abbott. 

250  mg. 

(400,000  units) 


Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


Single  Oral  Doses  to  Fasting  Subjects* 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  jull  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

"Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboratories. 

ABBOTT  LABORATORIES  NORTH  CHICAGO,  ILLINOIS 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

New 

Creamalin’ 

Antacid  Tablets 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 


. . faster  in  onset 
of  action . . . and  for 
a longer  period ”* 


Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

•Schwartz,  I.  R,: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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OREGON 


Oregon  State  Medical  Society — 2164  s.  w.  park  place,  Portland  5,  Oregon 

president  Melvin  W.  Breese,  M.D.,  Portland 

secy.-treas.  James  H.  Seacat,  M.D.,  Salem 

executive  secretary  Mr.  Roscoe  Miller,  Portland 
annual  meeting,  September  25-28,  1963,  Portland 


OFFICERS  AND  TRUSTEES 
OFFICERS 


President 

Past-President 

President-Elect 

Vice-President 

Secretary-Treasurer 

Speaker  of  the  House  of  Delegates 

Delegate  to  American  Medical  Association 

Alternate  Delegate  to  A.M.A. 

Delegate  to  American  Medical  Association 
Alternate  Delegate  to  A.M.A. 

Trustee  of  American  Medical  Association 


Melvin  W.  Breese,  Portland 
Blair  J.  Henningsgaard,  Astoria 
Daniel  K.  Billmeyer,  Oregon  City 
Ernest  T.  Livingstone,  Portland 
James  H.  Seacat,  Salem 
Glenn  M.  Gordon,  Eugene 
A.  O.  Pitman,  Hillsboro 
John  G.  P.  Cleland,  Oregon  City 
Max  H.  Parrott,  Portland 
Ft.  L.  Strickland,  Oregon  City 
Raymond  M.  McKeown,  Coos  Bay 


TRUSTEES 

FIRST  DISTRICT:  Term  Expires 


(Multnomah  County)  John  W.  Stephens,  2455  NW  Marshall  Street,  Portland  1963 

James  V.  Woodworth,  10535  NE  Glisan  St.,  Portland  1963 

Alfred  C.  Hutchinson,  Corbett  Building,  Portland  1964 

H.  D.  Colver,  511  SW  10th  Avenue,  Portland  1964 

J.  Scott  Gardner,  2455  NW  Marshall  Street,  Portland  1965 

Otto  C.  Page,  2455  NW  Marshall,  Portland  1965 

SECOND  DISTRICT  W.  O.  Steele,  1420  John  Adams  Street,  Oregon  City  1965 

(Clackamas  and  Columbia  Counties) 

THIRD  DISTRICT  Merle  Pennington,  Sherwood  Clinic,  Sherwood  1963 

(Washington  and  Yamhill  Counties) 

FOURTH  DISTRICT  Noel  B.  Rawls,  812  Exchange  Street,  Astoria  1963 

(Clatsop  and  Tillamook  Counties) 

FIFTH  DISTRICT  George  J.  Schunk,  115  Mission  Street,  Salem  1964 

(Marion  and  Polk  Counties)  William  C.  Crothers,  865  Medical  Center  Drive,  Salem  1965 

SIXTH  DISTRICT  John  L.  Lang,  Good  Samaritan  Hospital,  Corvallis  1963 

(Linn,  Benton,  and  Lincoln  Counties) 

SEVENTH  DISTRICT  Leonard  D.  Jacobson,  Medical  Center  Building,  Eugene  1963 

(Lane  County)  John  E.  Tysell,  Medical  Center  Building,  Eugene  1965 

EIGHTH  DISTRICT  Melvin  E.  Johnson,  1920  McPherson  Street,  North  Bend  1965 

(Douglas,  Coos  and  Curry  Counties) 

Alternate  David  R.  White,  1920  McPherson  Street,  North  Bend  1965 

NINTH  DISTRICT  Beverly  A.  Cope,  1025  Siskiyou  Blvd.,  Ashland  1964 

(Jackson  and  Josephine  Counties) 

Alternate  John  R.  Boe,  108  NE  Savage  Street,  Grants  Pass  1964 

TENTH  DISTRICT  Paul  W.  Sharp,  1435  Esplanade  Avenue,  Klamath  Falls  1964 

(Klamath  and  Lake  Counties) 

Alternate  Neil  F.  Black,  303  Pine  Street,  Klamath  Falls  1964 

ELEVENTH  DISTRICT  (Jefferson,  Lorance  B.  Evers,  409  East  Greenwood  Avenue,  Bend  1965 

Deschutes,  Crook  & Harney  Counties) 

TWELFTH  DISTRICT  (Hood  River,  W.  T.  Edmundson,  Scott  Building,  Hood  River  1964 

Wasco  and  Sherman  Counties) 

THIRTEENTH  DISTRICT  (Morrow,  Joseph  P.  Frederick,  1100  J Avenue,  La  Grande  1963 

Umatilla,  Union,  Wallowa,  Grant, 

Gilliam  and  Wheeler  Counties) 

Alternate  Donald  D.  Smith,  1100  Southgate,  Pendleton  1963 

FOURTEENTH  DISTRICT  Donald  F.  Campbell,  2196  Court  Avenue,  Baker  1964 

(Baker  and  Malheur  Counties) 

Alternate  John  R.  Higgins,  1990  Third  Street,  Baker  1964 
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Since  the  influenza  epidemic  of  1918 
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....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  14  (16  mg.)  or  gr.  Vi  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  * 


gr.  */s 


gr.  !4 


gr.  Vi 


gr-  1 


TABLOID  .* 

’Empirin’ 

Compound 


Codeine  Phcujphatc,  No.  1 


• TABLOID'  Z.  j< 

~ ‘Em pirin,~u 
Compound 

Codeine  Phosphate,  No.  2 


lUKtOUGHS  WUUGME  i CO 


* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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SI  A C Opens  Six  Regional  Offices 

Accident  Fund  Selected  Experienced 
Personnel  to  Direct  New  Service 


Reorganization  of  the  field  service  activities  of  the 
State  Industrial  Accident  Commission  became  effec- 
tive on  September  1,  according  to  Commission  Chair- 
man, Sidney  B.  Lewis. 

“Six  strategically  located  regional  offices  in  Ore- 
gon are  staffed  and  six  men  from  SIAC  ranks,  who 
have  completed  an  intensive  training  course,  are 
directing  the  service  in  these  areas,”  Mr.  Lewis  said. 

The  new  reorganization  plan  — one  of  the  most 
extensive  among  state  agencies,  planned  by  SIAC  in 
conjunction  with  Woodward  and  Fondiller,  New  York 
management  analysts,  contemplates  a better  method 
of  supplying  service  and  bettering  communications 
to  employers,  workers,  doctors,  hospitals  and  the 
public  in  general. 


“With  administrative  authority  embodied  in  the 
general  manager,  the  plan  is  designed  to  decentralize 
control  of  the  agency’s  service  personnel  to  regional 
offices  to  provide  closer  contact  with  those  to  be 
served,”  Mr.  Lewis  said. 

Regional  managers  have  been  selected  and  have 
undergone  training  to  direct  activities  of  SIAC  at  the 
region  level  including  employer  coverage,  claims,  ac- 
cident prevention,  as  well  as  maintain  contacts  with 
the  medical  and  hospital  personnel. 

Paul  Jaeger,  former  field  supervisor,  is  the  director 
of  field  services  with  offices  in  Salem.  The  six  regions 
and  the  managers  named  are:  Portland,  R.  E.  Shan- 
non; Salem,  Louis  Horn;  Eugene,  Wayne  Pomeroy; 
Medford,  H.  W.  McCauley;  Bend,  G.  M.  deBroekert; 
and  Pendleton,  E.  C.  Thomas. 


Physician's  written  signature  required 
on  international  certificates  of  vaccination 

The  United  States  Public  Health  Service  in  a re- 
cent memorandum  re-emphasized  that  the  Interna- 
tion Certificate  of  Vaccination  which  foreign  travelers 
must  carry  requires  the  written  signature  of  the 
physician  who  performs  the  procedures.  The  acting 
Chief  of  the  Division  of  Foreign  Quarantine  reports 
that  it  is  the  practice  of  some  physicians  to  affix  their 
names  to  the  certificate  by  a stamp  which  makes  the 
certificate  invalid  and  frequently  places  the  traveler 
to  a grave  disadvantage,  especially  upon  re-entry  into 
the  United  States.  For  the  information  and  guidance 
of  physicians  who  may  be  called  upon  to  complete 
the  certificates,  the  full  text  of  the  memorandum  is 
printed  below. 

“Every  year  more  travelers  carry  the  International 
Certificate  of  Vaccination  form.  However,  a goodly 
number  of  persons  fail  to  obtain  the  proper  form. 
They  are  willing  to  chance  being  detained  in  quaran- 
tine by  traveling  without  this  important  document 
that  helps  to  expedite  their  entry  at  international 
ports. 

“Quarantine  authorities  at  United  States  ports  of 
entry  are  becoming  more  stringent  in  calling  for  ar- 
riving persons,  including  United  States  citizens,  to 
have  a valid  International  Certificate  of  Vaccination 
or  Revaccination  against  Smallpox. 

“In  this  country  the  certificates  are  published  as 
form  ‘PHS-731  revised  6-61,  INTERNATIONAL 
CERTIFICATES  OF  VACCINATION.’  This  is  dis- 
tributed with  the  passport  application,  or  it  may  be 
obtained  from  local  or  State  health  departments  or 
from  facilities  of  the  United  State  Public  Health 


Service.  Also  the  form  is  sold  by  the  Superintendent 
of  Documents,  Government  Printing  Office,  Washing- 
ton 25,  D.  C.,  at  10  cents  a copy.  Travel  agencies 
and  transportation  companies  wishing  to  provide  the 
certificates  as  a service  to  their  clientele  may  purchase 
the  form  from  the  latter  source  at  $5.00  per  100. 

“The  traveler  should  take  the  form  to  his  physician 
at  the  time  of  vaccination  against  smallpox  or  cholera. 
The  certificate  should  be  completed  in  all  respects 
including  the  date  of  vaccination,  the  notation  and 
date  of  a primary  smallpox  vaccination  being  ‘read 
as  successful ,’  or  of  a revaccination,  and  the  physi- 
cian’s written  signature. 

“ The  traveler  should  then  take  the  certificate  to  his 
local  or  State  health  officer  to  have  the  required  ‘ap- 
proved stamp’  applied.  If  time  permits,  the  certifi- 
cate may  be  mailed  to  the  health  officer  for  this  serv- 
ice, with  a self-addressed  return  envelope.  When 
properly  completed,  the  certificate  is  valid  for  inter- 
national travel  during  periods  stated  on  the  form. 

“Smallpox  vaccination  is  needed  for  travel  to  most 
countries;  cholera  vaccination  is  needed  for  travel  to 
infected  areas  in  certain  Eastern  countries. 

“Fully  completed  and  stamped  yellow  fever  vacci- 
nation certificates  are  furnished  by  the  officially  desig- 
nated yellow  fever  vaccination  centers,  where  this 
immunization  is  obtained.  It  should  be  received  for 
travel  to  certain  areas  of  Central  and  South  America 
and  Africa. 

“Additional  information  on  immunizations  and 
health  precautions  for  international  travel  may  be 
obtained  from  the  Division  of  Foreign  Quarantine, 
United  States  Public  Health  Service,  Washington  25, 
D.  C. 
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WASHINGTON 


Washington  State  Medical  Association — 1309  seventh  avenue,  Seattle  i,  Washington 

president  Dean  K.  Crystal,  M.D.,  Seattle 

secretary  Wilbur  E.  Watson,  M.D.,  Seattle 

executive  secretary  Mr.  R.  W.  Neill,  Seattle 
annual  meeting  September  15-  18,  1963,  Seattle 


OFFICERS,  BOARD  OF  TRUSTEES,  AND  COMMITTEES 

OFFICERS 


President 
President-Elect 
Immediate  Past-President 
Vice-President 
Secretary-Treasurer 
Speaker,  House  of  Delegates 
Executive  Secretary 
Public  Relations  Director 
Legal  Counsel 


Dean  K.  Crystal,  Seattle 
Robert  B.  Hunter,  Sedro  Woolley 
Willard  B.  Rew,  Yakima 
Robert  P.  Parker,  Spokane 
Wilbur  E.  Watson,  Seattle 
Heyes  Peterson,  Vancouver 
Mr.  Ralph  W.  Neill,  Seattle 
Mr.  Richard  F.  Gorman,  Seattle 
Mr.  Henry  E.  Kastner,  Seattle 


BOARD  OF  TRUSTEES 


President 

President-Elect 

Past-President 

Vice-President 

Secretary-Treasurer 

Ass’t.  Secy-Treas. 

AMA  Delegate 
AMA  Delegate 
AMA  Delegate 
AMA  Delegate 
Speaker  of  the  House 
Finance  Committee  (Ch.) 

Med.  Defense  Fund  (Ch.) 

‘Trustee 
‘Trustee 
‘Trustee 
‘Trustee 
*Trustee 
‘Trustee 
Eastern  District 
**Trustee 
“Trustee 
**Trustee 
“Trustee 
Western  District 
**Trustee 
“Trustee 
* ‘Trustee 
“Trustee 

‘Elected  Trustees — One-year  Term 
“Elected  Trustees — Two-year  Term 


Term  Expires 


Crystal,  Dean  K.,  1110  Harvard,  Seattle  1963 

Hunter,  Robert  B.,  700  Murdock,  Sedro  Woolley  1963 

Rew,  Willard  B.,  307-19  South  12th  Avenue,  Yakima  1963 

Parker,  Robert  P.,  1081  Med-Dent  Bldg.,  Spokane  1963 

Watson,  Wilbur  E.,  1125  Med-Dent  Bldg.,  Seattle  1963 

Mudge,  Carl,  E.,  3212  East  125th,  Seattle  1963 

Jared,  M.  Shelby,  1309  Seventh  Ave.,  Seattle  12-31-1964 

Read,  Jess  W.,  902  South  Third,  Tacoma  12-31-1964 

Tucker,  Frederick  A.,  7302  Woodlawn,  Seattle  12-31-1963 

Gaiser,  David  W.,  666  Med-Dent  Bldg.,  Spokane  12-31-1963 

Peterson,  Heyes,  111  W.  39th  Street,  Vancouver  1963 

Spickard,  V.  W.,  515  Cobb  Building,  Seattle  1965 

Hall,  Donald  T.,  1307  Columbia,  Seattle  1964 

Brink,  Francis  M.,  Paulsen  Med-Dent  Bldg.,  Spokane  1963 

Burrows,  F.  L.,  307  South  12th  Avenue,  Yakima  1963 

Greenwell,  Joseph,  702  W.  Clark  Street,  Pasco  1963 

Nelson,  John  A.,  Jr.,  1026  Broadway,  Longview  1963 

Robertson,  Duncan,  5114-25th  N.E.,  Seattle  1963 

Whitacre,  G.  Marshall,  1212  S.  11th,  Tacoma  1963 

Brooks,  Peter  T.,  55  Tietan  Street,  Walla  Walla  1964 

Dewey,  Louis  S.,  Box  F,  Omak  1963 

Lyon,  Clarence  L.,  1267  Med-Dent  Bldg.,  Spokane  1964 

Tracy,  Harold  L.,  515  Riviera,  Moses  Lake  1963 

Benson,  C.  E.,  245  4th  Street  Building,  Bremerton  1963 

Bowen,  J.  W.,  Jr.,  907  Med-Arts  Bldg.,  Tacoma  1964 

Hahn,  John  R.,  520  North  Olympic,  Arlington  1963 

Watts,  William  E.,  1105  Minor,  Seattle  1964 


continued  on  page  1056 
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both 

victims  of 
"communicable”* 

ANXIETY 

both 

responsive  to 

ATA  R7IX 

(brand  of  hydroxyzine  HCl) 


widely  favored 
for  the 
anxious  child 

7IT71  R7IX  syrup 

because  of  its  efficacy,  outstanding  record 
of  safety... and  its  excellent  flavor  which  makes 
administration  a pleasure  instead  of  a project 


equally  effective 
for 

grownups 

7IT7I R71X  tablets 

and  equally  well  tolerated  by  patients  of  any 
age ...  no  dulling  of  mental  acuity  to  interfere 
with  normal  activities  of  busy  adults 

FOR  COMPLETE  PRESCRIPTION  INFORMATION,  CONSULT  PRODUCT  BROCHURE. 

^Literally,  of  course,  anxiety  is  not  "communicable"  as  the  word  is 
commonly  used,  but  you  probably  see  many  patients  whose 
emotional  disturbances  are  transmitted  to  and  reflected  in  the 
people  who  are  closest  to  them. 


For  a high-potency  vitamin  B complex  formula  with  C, 
recommend  ASF®  (Anti-Stress  Formula). 


New  York,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


continued  from  page  1053 


DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 


Term  Expires 


Gaiser,  David  W.,  666  Medical-Dental  Building,  Spokane  1 12-31-63 

Alternate:  Brooks,  Peter  T.,  55  Tietan  Street,  Walla  Walla  12-31-63 

Jared,  M.  Shelby,  1309  Seventh  Avenue,  Seattle  12-31-64 

Alternate:  Crystal,  Dean  K.,  1110  Harvard,  Seattle  12-31-64 

Read,  Jess  W.,  902  South  Third,  Tacoma  12-31-64 

Alternate:  Munger,  I.  C.,  Jr.,  1815  “D”  Street,  Vancouver  12-31-64 

Tucker,  Frederick  A.,  7302  Woodlawn  Avenue,  Seattle  12-31-63 

Alternate:  DeMarsh,  Quin  B.,  1110  Harvard,  Seattle  12-31-63 


COMMITTEES 

(The  President  is  an  ex-officio  member  of  all  Committees) 

EXECUTIVE— Standing  Committee 


(Three  members  selected  by  the  Board  of  Trus- 
tees from  among  its  members,  to  serve  during  the 
pleasure  of  the  Board.  (President-Elect,  Past  Presi- 
dent and  Secretary-Treasurer  constitute  Executive 
Committee,  with  President  as  an  ex-officio  mem- 
ber. BT  action  11-4-45)  PURPOSE:  Shall  review 
and  pass  on  all  bills  incurred  by  the  Association 
and  must  approve  same  before  Secretary-Treasurer 
may  pay  them.  Shall  prepare  and  present  a gen- 
eral fund  budget,  with  approval  of  the  Finance 
Committee.  Shall  supervise  and  direct  the  Execu- 
tive Secretary  and  other  employees.  Shall  exer- 
cise, (except  when  the  Board  of  Trustees  is  in  ses- 
sion), any  and  all  powers  of  the  Board  of  Trustees 
and  the  management  of  the  affairs  and  business  of 
this  association.  1940  HD) 

*Rew,  Willard  B.,  Yakima,  Chairman  (Past- 
President) 

Crystal,  Dean  K.,  Seattle  (President) 

Hunter,  Robert  B.,  Sedro  Woolley  (President- 
Elect  ) 

Watson,  Wilbur  E.,  Seattle  (Secretary-Treas.) 
Kastner,  Henry  E.,  Seattle,  Legal  Counsel 

*(The  Past-President  is  Chairman  by  prece- 
dent) 


AGING  POPULATION,  COMMITTEE  ON-Speciol  Committee 

(Appointed  to  one-year  terms  by  President. 
PURPOSE:  To  study  health  problems  of  this  age 
group;  and  to  determine  how  these  people  can  con- 
tinue to  work  in  business  and  industry  and  not 
become  dependent  on  society  for  their  livelihood. 
1949  HD) 

Fitzmaurice,  B.  T.,  Seattle,  Chairman 
Amend,  Dexter  R.,  Spokane 
Coyle,  Joseph  T.,  Bremerton 
Ely,  John  C.,  Opportunity 
Hall,  Robert  P.,  Olympia 
Heath,  Sherburne  W.,  Jr.,  Seattle 
Johnson,  Philip  O.  C.,  Seattle 
Korvell,  John  C.,  Hoquiam 
Sheridan,  Alfred  I..  Seattle 
Watts,  Arthur  B.,  Bellingham 
Staff  man:  Mr.  Harlan  R.  Knudson 


BASIC  SCIENCE  COMMITTEE-Special  Committee 

(Appointed  by  President.  PURPOSE:  To  repre- 
sent the  Association  in  the  Legislative  Council’s  in- 
vestigations of  the  Basic  Science  Law,  and  to  study 
proposed  changes  in  the  Law.  1952  BT) 

Settle,  John  W.,  Jr.,  Olympia,  Chairman 
Adams,  Alfred  O.,  Spokane 
Campbell,  L.  A.,  Olympia 
Logan,  Gordon  A.,  Seattle 
McFadden,  James  L.,  Port  Angeles 
Staff  man:  Ralph  W.  Neill,  W.S.M.A.  Execu- 
tive Secretary 


CIVIL  DISASTER  COMMITTEE-Special  Committee 

(Fourteen  members  ((To  conform  with  Commit- 
tee request))  appointed  by  the  President  to  serve 
three-year  staggered  terms.  Four  members  shall 
be  appointed  for  three-year  terms,  six  shall  be  ap- 
pointed for  two-year  terms,  and  four  shall  be  ap- 
pointed for  one-year  terms;  thereafter,  appoint- 
ments shall  be  made  annually.  The  Chairman  shall 
be  appointed  by  the  President.  Purpose:  To  work 
on  problems  of  civil  defense  and  disaster.  1950  EC., 
Rev.  1957  EC) 

Term  Expires 

Lynch,  E.  Donald,  Yakima,  Chairman  1964 
Brakel,  Carl  A.,  Spokane 
Brown,  Walter  S.,  Seattle 
Burke,  Donald  R.,  Jr.,  Seattle 
Foster,  Lawrence  E.,  Bremerton 
Fritz,  H.  Dewey,  Cathlamet 
Graham,  Milton  P.,  Aberdeen 
Kearns,  John  F.,  Soap  Lake 
Kingston,  George  R.,  Wenatchee 
Kneller,  A.  William,  Port  Angeles 
Kretzler,  Harry  H.,  Sr.,  Seattle 
Player,  Glen  S.,  Seattle 
Velonis,  S.  G.,  Opportunity 
Whitaker,  John  L.,  Bremerton 
Staff  man:  Mr.  Harlan  R.  Knudson 


LIAISON  WITH  AMA  COUNCIL  ON  NATIONAL  DEFENSE 

Benson,  Reuben  A.,  Bremerton 


EDUCATION  RESEARCH  FOUNDATION  COMMITTEE-Special 
Committee 

Appointed  by  the  President.  PURPOSE:  To  stim- 
ulate interest  among  the  physicians  of  the  Wash- 
ington State  Medical  Association  for  the  contribu- 
tion of  funds  to  the  American  Medical  Association 
Education  Research  Foundation,  to  organize,  pub- 
licize and  promote  activity  among  the  county  chair- 
men and  the  Woman’s  Auxiliary  in  the  promotion 
and  collection  of  funds  for  the  A.M.A.E.R.F.  1962 
HD  (THIS  WAS  FORMERLY  the  Medical  Educa- 
tion Campaign  Fund  Committee) 

Diefendorf,  Richard  O.,  Bremerton,  Chairman 

Herrmann,  Arnold  J.,  Tacoma 

Olander,  Carl  W.,  Ellensburg 

Dillard,  David  H.,  Seattle 

Staff  man:  Mr.  Harlan  R.  Knudson 


FINANCE  COMMITTEE— Standing  Committee 

(Three  members,  one  elected  annually  for  a 
three-year  term  by  the  House  of  Delegates,  and 
the  Secretary-Treasurer.  The  Committee  shall  an- 
nually designate  its  own  Chairman.  PURPOSE:  To 
supervise  funds,  investments  and  expenditures  of 
the  Association.  Shall  prepare  a budget  of  the  As- 
sociation’s expenditures  for  the  ensuing  year, 
which  shall  be  presented  to  the  Board  of  Trustees 


1962 

1963 

1964 
1963 

1965 
1963 
1963 
1965 

1963 
1965 

1964 

1963 

1964 
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for  approval  prior  to  January  31.)  (Article  IX, 
Section  3 of  the  Constitution.) 

Term  Expires 

Spickard,  Vernon  W.,  Seattle, 


Chairman  1965 

Hall,  Donald  T.,  Seattle  1963 

Pederson,  Harold  T.,  Spokane  1964 

Watson,  Wilbur  E.,  Seattle  1963 


Staff  man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


GRADUATE  MEDICAL  EDUCATION,  COMMITTEE  ON-Standing 
Committee 

(Three  members,  one  appointed  each  year  for 
staggered  three-year  terms  by  the  President.  PUR- 
POSE: To  act  in  conjunction  with  the  Board  of 
Trustees,  to  provide  post-graduate  courses  and 
other  instruction  for  the  component  societies  and 
the  members  of  the  Association.  Shall  cooperate 
with  the  A.M.A.  Council  on  Medical  Education  and 
Hospitals.  All  questions  pertaining  to  graduate 
medical  education  shall  be  referred  to  this  Com- 
mittee for  consideration  and  action.  1906,  Rev. 
1956  HD) 

Note:  1957  House  of  Delegates  recommended  mem- 
bership revert  to  three  members  as  provided 
in  the  By-Laws. 

Term  Expires 

Lein,  John  N.,  Spokane,  Chairman  1965 
DeMarsh,  Quin  B.,  Seattle  1964 

Herrmann,  Siegfried  F.,  Tacoma  1963 

Staff  man:  Mr.  Richard  F.  Gorman 


GRIEVANCE  COMMITTEE— Standing  Committee 

(Nine  members  elected  by  the  Board  of  Trus- 
tees to  serve  three-year  staggered  terms.  No  two 
members  to  be  from  the  same  local  society.  PUR- 
POSE: To  investigate  and  supervise  the  ethical 
deportment  of  the  members  of  the  Association,  and 
to  make  periodic  recommendations  for  the  im- 
provement of  professional  conduct,  and  the  Com- 
mittee shall  prefer  charges  before  the  appropriate 
body  against  any  physician  deemed  by  the  Com- 
mittee to  be  guilty  of  unprofessional  conduct. 
1950  HD) 

Term  Expires 


Benson,  Clifton  E.,  Bremerton, 

Chairman  1965 

Cilley,  Earl  I.  L.,  Bellingham  1964 

Fritz,  H.  Dewey,  Cathlamet  1963 

Gaiser,  David  W.,  Spokane  1965 

Herrmann,  Siegfried  F.,  Tacoma  1964 

Hunter,  Robert  B.,  Sedro  Woolley  1963 

Knudson,  Wendell  C.,  Seattle  1965 

Turner,  William  D.,  Chehalis  1964 

Yengling,  Arthur  A,  Walla  Walla  1963 

Staff  man:  None  Assigned 


INDUSTRIAL  INSURANCE,  COMMITTEE  ON-S«anding  Com- 
mittee 

(Six  members  appointed  by  the  Board  of  Trus- 
tees for  terms  of  three  years  each,  except  that  two 
of  the  initial  appointees  shall  serve  for  one  year, 
and  two  shall  serve  for  two  years,  to  the  end  that 
in  succeeding  years,  two  appointments  shall  be 
made  annually.  PURPOSE:  To  represent  the  As- 
sociation in  dealing  with  the  State  Department  of 
Labor  and  Industries.  1953  HD,  Rev.  1957  HD) 

Term  Expires 

Swartz,  Edgar  A.,  Seattle,  Chairman  1965 


Brundage,  Hiram  F.,  Yakima  1964 

Dwinnell,  Leonard  A.,  Spokane  1965 

Rockwell,  Marshall  A.,  Everett  1964 

Tanner,  Donald  C.,  Bellevue  1963 

Willard,  Don  G.,  Tacoma  1963 


Staff  man:  Mr.  Ralph  W.  Neill,  W.S.M.A. 
Executive  Secretary 


MATERNAL  AND  CHILD  WELFARE  COMMITTEE-Speciol  Com- 
mittee 

(Appointed  to  five-year  terms  by  President. 
PURPOSE:  To  investigate  and  compile  statistics 
on  the  maternal  and  child  welfare  status  through- 
out the  State  and  to  make  recommendations  in 
this  field  to  the  Washington  State  Medical  Asso- 
ciation. 1938,  Amended  1955  HD) 

Term  Expires 


Billington,  Sherod  M.,  Chairman  1965 

Buttorff,  Douglas  P.,  Tacoma  1965 

Cameron,  Keith,  Olympia  1963 

Clein,  Norman  W.,  Seattle  1963 

Docter,  Jack  M.,  Seattle  1966 

Graham,  Kenneth  D.,  Aberdeen  1963 

Kells,  Franklin  E.,  Wenatchee  1964 

Kettering,  Harry  A.,  Seattle  1967 

Lagozzino,  Daniel  A.,  Everett  1964 

Lipp,  Robert  G.,  Spokane  1963 

McIntyre,  Donald  M.,  Seattle  1964 

Norton,  Roderick  A.,  Tacoma  1964 

Patterson,  H.  Eugene,  Yakima  1964 

Peterson,  Paul  G.,  Seattle  1967 

Polley,  Kobert  F.  L.,  Seattle  1964 

Seacat,  Dennis  H.,  Vancouver  1963 

Woodcock,  Herbert  M.,  Spokane  1966 


Wyborney,  Eugene  H.,  Medical  Lake  1963 
The  Chairman  of  the  King  County  Adoption 
Committee  will  be  a permanent  member. 

Staff  man:  Mr.  Richard  F.  Gorman 


MEDICAL  DEFENSE  COMMITTEE-Standing  Committee 

(A  minimum  of  seven  members,  no  more  than 
two  from  the  same  congressional  district,  ((and 
the  Secretary-Treasurer)),  elected  for  three-year 
terms  by  the  Board  of  Trustees.  PURPOSE:  To  in- 
vestigate all  reported  claims  against  members  of 
this  Association  for  compensation  for  injuries  al- 
leged to  have  resulted  from  malpractice.  Deter- 
mine, as  nearly  as  may  be  practicable,  the  circum- 
stances leading  up  to  the  making  of  the  claim 
itself  and  the  grounds  on  which  the  claim  is  based. 
If  the  Committee  believes  a claim  unjust,  it  shall 
cooperate,  so  far  as  it  can  lawfully  do  so,  with  the 
member  against  whom  the  claim  has  been  made 
and  with  his  counsel.  If  the  Committee  believes 
that  a claim  is  a just  claim,  it  shall  cooperate  with 
the  member  against  whom  the  claim  is  made  and 
his  counsel,  so  far  as  it  can  lawfully  do  so,  in  ef- 
fecting an  equitable  settlement.  1913,  Amended 
1956  HD)  (Amended  1960  HD) 

District  Term  Expires 

1 Hall,  Donald  T.,  Seattle,  Chairman  1964 

4 Burrows,  Frederick  L.,  Yakima  1964 

7 Diefendorf,  Richard  O.,  Bremerton  1964 

6 Goering,  William  H.,  Tacoma  1964 

3 Hardy,  William  H.,  Aberdeen  1964 

5 Henderson,  W.  W.,  Spokane  1964 

2 Moren,  Walter  C.,  Bellingham  1964 

4 Tompkins,  Morton  W.,  Walla  Walla  1964 

Watson,  Wilbur  E.,  Seattle  1 1963 

Staff  man:  Mr.  Ralph  W.  Neill 

MEDICAL  ECONOMICS,  COMMITTEE  ON— Standing  Committee 

(Three  members  appointed  by  the  Board  of  Trus- 
tees to  serve  three-year  staggered  terms,  one  to  be 
appointd  annually.  PURPOSE:  To  study  and  in- 
vestigate, so  far  as  it  and  the  Board  of  Trustees 
may  deem  practicable  or  advisable,  such  phases 
of  general  economics  as  have  a bearing  on  the 
practice  of  medicine.  1941.  Reactiviated  1956  HD) 

Term  Expires 

Bowen,  J.  William,  Jr.,  Tacoma, 

Chairman  1963 

Lauer,  Paul  R.,  Everett  1964 

Muller,  Charles  D.,  Bremerton  1965 

Staff  man:  Mr.  Richard  F.  Gorman 

continued  on  page  1061 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  mf.protabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  mf.prospan®-400  and  mfprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM. 7972 


\^/.  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


peptic  ulcer  management 
without  acid  rebound 


economical  to  use  • less  constipation 


Each  Tablet  contains 

Aluminum  Hydroxide  Gel  (Dried) 
4 grs.  (0.26  gram) 

Magnesium  Trisilicate 

7 grs.  (0.45  gram) 

Methylcellulose  (mucin-like 
colloid)  1 gr.  (0.065  gram) 


Dosage:  2 tablets  every  2 to  4 
hours.  Tablets  to  be  chewed  and 
swallowed  with  minimum  amount 
of  fluids.  1 tablespoonful  of  liquid 
neosorb  equivalent  to  2 neosorb 
tablets.  Supplied  in  sizes  100,  500 
and  1,000  tablets.  Liquid  in  quarts 
and  pints. 


Prescribe  NEOSORB®  with  confidence 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


NEOSORB 


Anti-spasmodic-sedative 
Natural  alkaloids  of  Belladonna 


Haack  Laboratories,  Inc.,  Portland  1,  Oregon 


economical  to  use 

BELAP  No.  0 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 

BELAP  No.  1 Formula 
Belladonna  Extract  . . 
Phenobarbital  .... 


BELAP  No.  2 (Scored)  Form  > 

'/  gr.*  Belladonna  Extract U 

% gr.  Phenobarbital )] 


% 9r •* 

% gr.  * Equivalent  5 minims  Tmct.  Belladonna  USP 


continued  from  page  1057 

MEDICAL  SCHOOL,  TEACHING  AND  RESEARCH  HOSPITAL 
COMMITTEE— Standing  Committee 

(Appointed  to  one-year  terms  by  President. 
PURPOSE:  To  provide  permanent  liaison  between 
the  Medical  School  Administration  and  the  W.S. 
M.A.;  to  maintain  the  principles  and  policies,  as 
explained  in  the  two  resolutions  regarding  the 
Medical  School  Hospital,  adopted  by  the  1955 
House  of  Delegates,  and  as  they  may  be  modified 
or  changed  by  the  House  of  Delegates  in  the  fu- 
ture; and  to  devise  procedures  and  methods  neces- 
sary for  the  implementation  of  these  policies, 
((Rev.  1956  HD))  to  develop  close  liaison  between 
the  Medical  School  and  to  make  recommendations 
to  the  W.S.M.A.  as  to  attitudes  and  help  to  the 
school  in  its  relation  with  the  State  Legislature. 
1957  HD) 

Greenleaf,  Richard  C.,  Seattle,  Chairman 
Aller,  Leon  F.,  Jr.,  Snohomish 
Bright,  Robert  B.,  Bremerton 
Michel  Jay  C.,  Seattle 
Moll,  Frederic  C.,  Seattle 
Nuzum,  Ralph  F.,  Yakima 
Nyhus,  Lloyd  M.,  School  of  Medicine, 
Seattle 

Robertson,  Duncan,  Seattle 
Rockwell,  A.  George,  Jr.,  Seattle 
Watson,  Wilbur  E.,  Seattle 
Williams,  Robert  H.,  Seattle 
Staff  man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


MENTAL  HEALTH,  COMMITTEE  ON-Standing  Committee 

(Not  less  than  nine  members  from  the  fields  of 
surgery,  internal  medicine,  pediatrics,  public 
health,  general  practice,  psychiatry  and  other  spe- 
cialties as  may  be  deemed  appropriate.  Three  to 
be  appointed  annually  for  three-year  terms  by  the 
President.  The  Chairman  is  to  be  a psychiatrist. 
PURPOSE:  To  study  problems  in  connection  with 
the  State  Mental  Institutions  and  all  matters  of 
mental  health  pertinent  to  the  practice  of  medicine. 
1956  HD) 

Term  Expires 

Stuen,  Marcus  R.,  Tacoma,  Chairman  1963 


Allison,  George  H.,  Seattle  1964 

Kimball,  Charles  D.,  Seattle  1964 

Levy,  Sol,  Spokane  1965 

McMurry,  Bryce  E.,  Seattle  1965 

Puddy,  Walter  E.,  Spokane  1964 

Sutch,  G.  Charles,  Richland  1965 

Turner,  Paul  C.,  Vancouver  1963 

Wallen,  J.,  Walfred,  Burlington  1964 

Webster,  Bruce  J.,  Lynden  1963 


Note:  All  notices  and  Minutes  should  go  to:  Wil- 
liam R.  Conte,  M.D.,  Supervisor,  Division  of 
Mental  Health,  Department  of  Institutions,  P.  O. 
Box  867,  Olympia. 

Staff  man:  Mr.  Richard  F.  Gorman 


Lynch,  Patrick  A.,  Yakima  1964 

Sanford,  Gilman  E.,  Spokane  1965 

Staff  man:  Mr.  Harlan  R.  Knudson 

OCCUPATIONAL  HEALTH,  COMMITTEE  ON-Standing  Com- 
mittee 

(Six  members  appointed  by  the  Board  of  Trus- 
tees to  serve  on  a rotating  basis.  Terms  of  the 
original  committee  to  be  two  for  a one-year  term, 
two  for  a two-year  term,  and  two  for  a three-year 
term  and  terms  thereafter  will  be  for  three  years. 
PURPOSE:  To  promote  high  professional  and  ad- 
ministrative standards  of  occupational  health  in 
the  State  of  Washington;  to  cooperate  with  the 
A.M.A.  Council  on  Occupational  Health.  1961  HD) 

Term  Expires 


Miller,  Richard  C.,  Spokane, 

Chairman  1964 

Bergholz,  Warren  E.,  Bellingham  1964 

Brooks,  Thomas  P.,  Anacortes  1963 

Hanks,  Thrift  G.,  Seattle  1963 

Norwood,  William  D.,  Richland  < 1965 

Pinto,  Sherman  S.,  Tacoma  1965 


Staff  man:  Mr.  Harlan  R.  Knudson 


PUBLICATION  COMMITTEE-Standing  Committee 

(Three  members,  elected  by  the  Board  of  Trus- 
tees for  one  (1),  two  (2),  and  three  (3)  year  terms 
in  1960  and  thereafter  three  (3)  year  terms.  PUR- 
POSE: The  Committee  shall  be  deemed  the  nomi- 
nees of  this  Association  as  the  Trustees  for  the 
Northwest  Medical  Publishing  Association.  1949 
HD)  (Rev.  1960  HD) 

Term  Expires 

Kohli,  Daniel  R.,  Seattle,  Chairman  1964 
Coe,  Robert  C.,  Seattle  1965 

Harvey,  Fred  C.  Jr.,  Spokane  1963 

Staff  man:  None  Assigned. 


PUBLIC  LAWS,  COMMITTEE  ON-Standing  Committee 


(Consists  of  the  President,  the  Chairman  of  the 
Committee  on  Public  Relations  and  three  members 
elected  by  the  Board  of  Trustees;  elected  members 
to  serve  staggered  three-year  terms,  one  to  be 
elected  each  year.  Board  of  Trustees  designates 
Chairman.  PURPOSE:  To  keep  informed  with  re- 
spect to  laws,  court  decisions,  court  proceedings, 
administrative  rules,  proposed  and  pending  legis- 
lation relating  to  public  health,  and  such  other 
matters  as  relate  to  the  objectives  of  this  Associa- 
tion. 1909) 


Term  Expires 

Campbell,  L.  A.,  Olympia,  Chairman  1965 
Calhoun,  Emmett  L.,  Aberdeen  1964 

Crystal,  Dean  K.,  Seattle  1963 

Henry,  Frank  C.,  Seattle  1965 

Zimmerman,  Wayne  W.,  Tacoma  1963 

Staff  man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


PUBLIC  RELATIONS  COMMITTEE-Standing  Committee 


NEOPLASTIC  COMMITTEE-Standing  Committee 

(Twelve  members,  four  to  be  appointed  annual- 
ly by  the  President  for  three-year  terms.  PUR- 
POSE: To  correlate  the  activities  of  the  various 
agencies  dealing  with  neoplastic  disease  with  those 
of  the  Washington  State  Medical  Association.  1921) 

Term  Expires 

Metheny,  David,  Seattle,  Chairman  1964 

Carlile,  Thomas,  Seattle  1964 

Christie,  David  P.,  Seattle  1965 

Coe,  Robert  C.,  Seattle  1964 

Diefendorf,  Richard  O.,  Bremerton  1965 

Foster,  Ralph  A.,  Yakima  1963 

Gustafson,  Jack  R.,  Yakima  1965 

Hardy,  William  H.,  Aberdeen  1963 

Jensen,  Clyde  R.,  Seattle  1963 

Lamberton,  Harold  W.,  Brewster  1963 


(Nine  members,  three  to  be  appointed  annually 
for  terms  of  three  years  each  and  thereafter  as 
vacancies  occur,  by  the  Board  of  Trustees  who 
shall  designate  the  Chairman.  PURPOSE:  The 
Board  of  Trustees  shall  define  the  duties  and  direct 
the  activities  of  the  Public  Relations  Committee. 
1938,  Amended  1955  HD)  (Amended  1960  HD) 

Term  Expires 

Henry,  Frank  C.,  Seattle,  Chairman  1965 
Bright,  Robert  B.,  Bremerton  1963 

Dewey,  Louis  S.,  Omak  1965 

Herrmann,  Arnold  J.,  Tacoma  1964 

Kearns,  John  F.,  Soap  Lake  1963 

Laws,  E.  Harold,  Seattle  1964 

Mongrain,  M.  R.,  Vancouver  1964 

Rotchford,  John  G.,  Spokane  1965 

Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 
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REHABILITATION  PROGRAMS,  COMMITTEE  ON-Special  Com- 
mittee 

(Seven  members,  to  serve  three-year  terms,  rep- 
resenting physical  medicine,  orthopedics,  internal 
medicine,  general  practice,  surgery  and  some  sub- 
specialties, such  as  ophthalmology,  dermatology, 
etc.,  to  be  recommended  by  the  Board  of  Trustees 
and  approved  by  the  State  Board  of  Vocational 
Rehabilitation.  PURPOSE:  To  review  any  problems 
relating  to  rehabilitation  and  to  act  as  a Medical 
Advisory  Committee  for  the  Division  of  Vocational 
Rehabilitation  of  the  State  of  Washington!  (1956 
HD));  to  act  as  the  Medical  Advisory  Committee 
to  the  OASI  District  Offices  in  the  implementation 
of  Public  Law  880,  in  accordance  with  the  princi- 
ples of  the  AMA  resolution.  Rev.  1957  BT)  (1961 
HD) 

Term  Expires 

Heath,  Sherburne  W.,  Jr.,  Seattle 


Chairman  1963 

Physical  Medicine 

Bellas,  Norman  M.,  Wenatchee  1963 

EENT 

Fitzgerald,  Robert  E.,  Vancouver  1963 

Urology 

Florence,  Robert  W.,  Tacoma  1963 

Orthopedics 

Guyer,  Edward  C.,  Seattle  1963 

GP 

Levenson,  Robert  M.,  Seattle  1963 

Internal  Medicine 

Rider,  Paul  W.,  Yakima  1963 

Surgery 


Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


RELATIVE  VALUE  FEE  STUDY,  COMMITTEE  ON-Special  Com- 
mittee 

(Appointed  by  the  President  at  the  request  of 
the  Board  of  Trustees.  PURPOSE:  To  develop  a 
Relative  Value  study  for  presentation  to  the  WS- 
MA  House  of  Delegates  at  the  1963  Annual  Meet- 
ing. 1962  HD) 

Simpson,  Robert  W.,  Seattle,  Chairman 
Tidwell,  Robert  A.,  Vice-Chairman 
Brundage,  Hiram  F.,  Yakima 
Cadman,  Edward  F.,  Wenatchee 
Hill,  Lucius  D.,  Seattle 
Staff  Man:  Mr.  Richard  F.  Gorman 


REVISION  OF  CONSTITUTION  AND  BY-LAWS  COMMITTEE— 
Special  Committee 

(Appointed  by  the  Executive  Committee.  PUR- 
POSE: To  study  proposed  revisions  of  the  Con- 
stitution and  By-Laws.  1947  BT) 

Adams,  Alfred  O.,  Spokane,  Chairman 
Read,  Jess  W.,  Tacoma 
Guyer,  Edward  C.,  Seattle 
Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


RURAL  HEALTH  COMMITTEE-Special  Committee 

(Appointed  by  the  President  for  one-year  terms. 
PURPOSE:  To  encourage  the  setting  up  of  rural 
health  councils;  to  maintain  liaison  and  promote 
medical  public  relations  with  various  farm  organi- 
zations and  groups;  and  to  work  with  the  AMA 
Council  on  Rural  Health.  1949,  Rev.  1957  HD) 
Dewey,  Louis  S.,  Omak,  Chairman 
Boettner,  Donald  H.,  Bellingham 
Becker,  Robert  L.,  Goldendale 
Hahn,  John  R.,  Arlington 
Hardy,  John  L.,  Jr.,  Endicott,  Washington 
Merley,  Robert  W.,  Port  Orchard 
Tait,  Arnold  C.,  Sunnyside 
Tracy,  Harold  L.,  Moses  Lake 
Staff  Man:  Mr.  Richard  F.  Gorman 


SCHOOL  HEALTH,  COMMITTEE  ON-Special  Committee 

(Not  less  than  five  members  appointed  by  the 
President.  PURPOSE:  To  investigate  and  study 
public  school  health  activities  and  report  to  the 
Board  of  Trustees  with  recommendations  ((1956 
HD));  to  urge  each  county  medical  society  to  form 
a Committee  on  School  Health  to  work  with  the 
local  school  districts;  to  act  in  an  advisory  capacity 
to  the  component  society  committees  and  to  state 
agencies  interested  in  the  problems  of  school 
health. Rev.  1957  HD) 

Stevenson,  Andrey  W.,  Yakima,  Chairman 

Biedel,  Clark  W.,  Bremerton 

Gunn,  Elizabeth,  Seattle 

Harrelson,  Orvis  A.,  Tacoma 

Jarvis,  Richard  B..  Seattle 

McClellan,  Bruce  S.,  Renton 

Olander,  Carl  W.,  Ellensburg 

Patton,  James  M.,  Spokane 

Sheehy,  Thomas  F.,  Jr.,  Seattle 

Waltz,  Harold  D.,  Everett 

Worley,  Harry  E.,  Mount  Vernon 

Staff  Man:  Mr.  Harlan  R.  Knudson 


SCIENTIFIC  WORK  COMMITTEE-Standing  Committee 

(Consists  of  President  as  Chairman,  Executive 
Committee  Chairman  and  three  members  elected 
by  the  Board  of  Trustees  for  three-year  staggered 
terms,  so  that  the  Board  may  elect  one  member 
each  year  to  serve  a three-year  term.  One  member 
to  be  from  the  county  society  where  the  Annual 
Session  will  be  held.  PURPOSE:  To  prepare  the 
program  for  the  Annual  Meeting  and  also  the 
scientific  exhibits.  To  be  the  editing  agent  of  the 
Association  and  to  arrange,  if  ordered  by  the  House 
of  Delegates,  for  the  publication  of  the  transactions 
of  the  Association  in  its  official  organ.  It  may  dele- 
gate its  power  as  it  sees  fit.  1931) 

Term  Expires 

Crystal,  Dean  K.,  Seattle,  Chairman  1963 


Craig,  Arthur  B.,  Jr.,  Spokane  1964 

Rew,  Willard  B.,  Yakima  1963 

Rice,  Glen  G.,  Seattle  1965 

Schlicke,  Carl  P.,  Spokane  1963 


Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


STATE  DEPARTMENT  OF  HEALTH  (ADVISORY)  COMMITTEE- 
Standing  Committee 

(Not  less  than  five  members  appointed  by  the 
President  for  terms  of  one-year  each.  Committee 
may  appoint  from  among  the  membership  of  the 
Association  such  number  of  sub-committees  so 
constituted  as  it  deems  proper  to  work  under  its 
direction  and  control  in  such  fields  of  public  health 
as  it  may  determine.  ((The  1956  HD  recommends 
that  this  Committee  hold  quarterly  meetings;  1957 
HD  recommends  that  continuity  of  service  be  con- 
sidered in  appointment  of  this  Committee)).  PUR- 
POSE: To  keep  in  touch  with  and  investigate  mat- 
ters concerned  with  the  public  health  of  the  State 
and  to  carry  on  such  activities  in  the  field  of  public 
health  and  aid  in  the  dissemination  of  public  health 
information  in  relation  thereto  as  the  Board  of 
Trustees  may  direct.  1944  HD.  Amended  1956  HD) 
(Chairman  of  Maternal  & Child  Welfare  Com- 
mittee authorized  to  be  member.  BT  1958) 
Keifer,  Walter  S.,  Jr.,  Seattle,  Chairman 
Billington,  Sherod  M.,  Seattle 
Harris,  Milo  T.,  Spokane 
Kittredge,  George  S.,  Tacoma 
Kraabel.  Donovan  O.,  Seattle 
Reade,  C.  Wright,  Olympia 
Schroeder,  Herman  J.,  Seattle 
Seeds,  Asa,  Vancouver 
Wildermuth.  Orliss,  Seattle 
Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 
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STATE  DEPARTMENT  OF  PUBLIC  ASSISTANCE  (ADVISORY) 
COMMITTEE — Special  Committee 

(Nine  members  to  be  appointed  by  the  President 
for  terms  of  one-year  each.  PURPOSE:  To  deal 
with  problems  of  the  State  Department  of  Public 
Assistance.  1955  BT) 

Rew,  Willard  B.,  Yakima,  Chairman 
Herrmann,  Arnold  J.,  Tacoma 
Mills,  Waldo  O.,  Seattle 


Pederson,  Harold  T.,  Spokane 
Polley,  Robert  F.  L.,  Seattle 
Sherwood,  K.  K.,  Seattle 
Spendlove,  George  A.,  Olympia 
Stevenson,  Andrey  W.,  Yakima 
Turner,  William  D.,  Chehalis 
Hall,  Robert  P.,  Olympia 
Staff  Man:  Mr.  Ralph  W.  Neill,  W.S.M.A.  Ex- 
ecutive Secretary 


DELEGATES  AND  REPRESENTATIVES 

WASHINGTON  STATE  CANCER  COORDINATING  COMMITTEE 

WSMA  Members  Term  Expires 

Metheny,  David,  Seattle,  Chairman  1967 
Carlile,  Thomas,  Seattle  1964 

Coe,  Robert  C.,  Seattle  1966 

Devney,  James  W.,  Ellensburg  1955 

WASHINGTON  STATE  HEALTH  COUNCIL,  DELEGATE  AND 
ALTERNATE 

Delegate:  Grimm,  Huber  K.,  Seattle 
Alternate:  Sanderson,  Eric  R.,  Seattle 

WASHINGTON  STATE  HOSPITAL  ADVISORY  COUNCIL-(Exetu- 
tive  Committee) 

(PURPOSE:  To  plan  for  hospital  and  medical 
facilities  in  the  State  of  Washington.  Appointed  by 
the  Director  of  the  State  Department  of  Health 
for  four-year  terms,  in  accordance  with  the  pro- 
visions of  chapter  70.40  RCW.) 

Cunningham,  James  E.,  Spokane 
Burrows,  Frederick  L.,  Yakima 


JOINT  COMMISSION  FOR  THE  IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

(Members  appointed  for  three-year  terms.  Com- 
posed of  twelve  members,  three  from  each  of  the 
following  Parent  Organizations:  Washington  State 
Medical  Association;  Washington  State  Nurses  As- 


OF  WSMA  TO  ALLIED  ORGANIZAIONS 

sociation;  Washington  State  League  for  Nursing; 
and  Washington  State  Hospital  Association.) 

WSMA  Members  Term  Expires 

Clancy,  John,  Seattle  Jan.  1,  1963 

Goss,  Clark  C.,  Seattle  Jan.  1,  1964 

Calhoun,  Emmett  L.,  Aberdeen  Jan.  1,  1963 


WASHINGTON  STATE  MEDICAL  DISCIPLINARY  BOARD 

(Members  to  serve  two-year  terms.  One  member 
from  each  Congressional  District  elected  in  odd- 
numbered  districts  in  odd-numbered  years.) 
District  Members 

6 Read,  Jess  W.,  Tacoma,  Chairman 

4 Downing,  John  W.,  Yakima,  Secretary 

5 Anthony,  Marc,  Spokane 

2 Chase,  Edwin  B.,  Everett 

1 Douglass,  Frank  H.,  Seattle 

3 Hutt,  Clyde  B.,  Vancouver 

7 Lasher,  Earl  P.,  Seattle 


WASHINGTON  STATE  MEDICAL  EXAMINING  BOARD 

Term  Expires 

Fiorino,  John  F.,  Everett,  Chairman  1966 


Hardy,  John  L.,  Endicott  1965 

Ingham,  T.  Reed,  Olympia  1964 

Rosellini,  Leo  J.,  Seattle  1963 

Simpson,  Robert  W.,  Seattle  1967 


COMMITTEES  DISCONTINUED, 

Automobile  Traffic  Accident  Committee 
Convention  Committee 
Coroner’s  System  Committee 
Diabetes  Committee 
Hospitals,  Special  Committee  on 

Industrial  Health  Committee 

Ionizing  Radiation  Hazard  Control  Committee 

Medical  Disciplinary  Act  Committee 
Medical  Care,  Study  of 

Mental  Hygene  Committee 
Nine,  Committee  of 

Nursing  Care,  State  Polio  Planning 
Nursing  Education,  Advisory  Committee  on 
Resolutions  and  Reports  Activating 
Staphylococcal  Committee 
Tuberculosis  Committee 
Veterans’  Medical  Care,  Special  Committee 


Washington  Physicians  Service  Liaison  Committee 


ABOLISHED  OR  SUPERCEDED 

1958  President 

1962  HD  “To  be  reconstituted  upon  request.” 

1955  House  of  Delegates 

1955  House  of  Delegates 

Combined  with  Professional  and  Hospital  Relations 
Committee — 1955  BT 

1961  HD  (See  Occupational  Health  Committee) 

1962  HD  (Duties  delegated  to  the  State  Dept,  of 
Health  ((Advisory))  Committee) 

1955  HD  “To  be  reconstituted  upon  request.” 

1954  BT:  “WPS  President  to  submit  annual  reports 
to  the  WSMA  Board  of  Trustees.” 

See  Mental  Health  Committee 

See  Joint  Commission  for  the  Improvement  of  the 
Care  of  the  Patient. 

1955  House  of  Delegates 

1953  HD  “Duties  delegated  to  Committee  of  Nine.” 

1956  House  of  Delegates 

1962  House  of  Delegates 

1955  House  of  Delegates 

1955  BT  “Functions  to  be  continued  by  AM  A Dele- 
gates.” Reactivated  1957  HD.  Discontinued  1962 
HD. 

1962  HD,  See  Prepaid  Medical  Care  Committee 
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PRESIDENTS  page 

PRIVATE  MEDICAL  FOUNDATION 

The  growth  of  the  private  medical  research  foun- 
dation adjacent  to,  but  not  necessarily  as  a compo- 
nent of,  private  hospitals  is  a fact  of  tremendous  im- 
portance in  the  current  picture  of  medical  care  for 
the  American  people. 

These  research  foundations  nearly  always  repre- 
sent the  healthy  stirrings  of  alert  minds  on  the  part 
of  people  out  in  the  medical  community.  One  of  the 
unfortunate  corollaries  of  rigidly  and  elaborately  or- 
ganized medical  education  when  it  is  seen  only  in 
institutions  on  medical  education,  for  example  in  the 
universities,  is  that  there  is  virtually  no  place  for  the 
practicing  doctor  of  the  community  to  exercise  his 
natural  bent  for  investigation.  Full-time  medical  edu- 
cators justify  the  schism  which  has  grown  by  saying 
that  an  immense  amount  of  money  is  involved,  that 
their  research  efforts  must  be  effectively  managed, 
that  their  facilities  are  sufficiently  limited  so  that  they 
cannot  put  up  with  the  somewhat  erratic  and  irregu- 
lar attendance  upon  research  projects  by  practition- 
ers. In  other  words,  there  is  a schedule  for  medical 
research  in  great  institutions  which  has  tended  al- 
most to  make  research  appear  in  some  instances  to  be 
more  important  than  the  instruction  of  the  student  or 
the  graduate  doctor  for  improved  medical  care. 

Not  many  practicing  physicians  really  want  seri- 
ously to  do  research.  As  a sort  of  obligation  to  their 
own  backgrounds,  most  practicing  doctors  wistfully 
express  the  desire  occasionally  to  “get  back  into  the 
laboratory”,  but  nearly  all  of  them  ruefully  admit 
that  professional,  social  and  family  obligations  make 
such  a venture  impractical. 

For  an  occasional  practitioner,  however,  the  im- 
pulse to  carry  on  some  type  of  investigation  is  almost 
overpowering.  He  finds  that  the  quality  of  his  prac- 
tice is  improved,  that  his  own  mental  health  is  en- 
hanced and  that  he  himself  feels  happier  and  more 
comfortable  if  he  can  indulge  in  research  almost  as 
a hobby  or  avocation.  The  activity  would  seem  some- 
times to  take  the  place  of  golf,  fishing  or  a number  of 
other  recreational  activities.  There  is  much  to  sug- 
gest that  such  part-time  researchers  have  a unique 
place  in  the  community  and  may  have  a unique  op- 
portunity to  make  contributions.  One  of  the  primary 
facts  of  life  for  the  occasional  researcher  is  that  he 
must  disabuse  himself  at  once  of  the  likelihood  of 
his  attaining  any  earth-shaking  discovery.  He  must 
be  content  to  grub  away,  as  it  were,  in  a manner 
characterized  by  humility  and  persistence.  Should 
he  tend  to  produce  something  worthwhile  the  divi- 
dend will  be  all  profit;  nothing  will  have  been  lost. 
There  will  not  even  be  any  tarnish  of  his  professional 
reputation.  In  a sense,  then,  he  has  a luxury  above 
and  beyond  that  which  can  be  attained  by  the  fnll- 


DEAN  K.  CRYSTAL,  M.D. 


time  teacher  in  research  who  frequently  is  said  to 
have  to  “publish  or  perish”.  It  is  just  possible  that 
the  freedom  from  pressure  to  give  birth  to  a develop- 
ment of  monumental  size  allows  for  absolute  intellec- 
tual choice.  From  some  points  of  view  this  is  the 
ideal  frame  of  mind  in  which  to  start  a project. 

There  are  yet  other  qualities  of  research  and  in- 
vestigation by  the  practitioner  which  need  emphasis. 
Almost  always  such  research  tends  necessarily  to  be 
pragmatic  rather  than  given  to  extraordinary  flights  of 
fancy  — although  this  need  not  be  entirely  true.  Still, 
a certain  sort  of  pragmatism  characterizes  the  practi- 
tioner’s life  and  probably  will  color  his  investigation. 
The  next  quality  of  practitioner  research,  more  like- 
ly than  not,  will  be  that  as  it  is  run  it  necessarily  is 
marked  by  economy.  Money  almost  never  is  avail- 
able in  sufficient  quantities  to  allow  him  to  do  any- 
thing but  plan  his  moves  thoughtfully  and  carefully 
or  he  simply  cannot  continue.  The  same  limiting 
factor  applies  to  efficient  and  energetic  use  of  his 
research  time.  Almost  always  he  tends  to  steal  from 
practice  or  from  family  affairs  time  which  is  necessary 
for  him  to  do  his  research. 

Certainly  the  three  qualities  mentioned  above,  the 
intellectual  freedom,  the  pragmatism  and  the  econo- 
my involved,  make  the  privately  endowed  research 
foundation  an  attractive  proposition,  therefore,  for 
the  community  at  large  to  support.  Here  is  a well- 
spring  from  which  there  may  come  many  modest  dis- 
coveries which  will  improve  patient  care.  Here  also 
is  repetition  of  the  theme  which  has  marked  most 
medical  utterance  in  recent  years.  It  is  on  the  indi- 
vidual rather  than  on  the  organization  man  that  the 
really  sound  aspects  of  the  future  may  rest. 

Everyone  in  and  around  medicine  should  be  re- 
minded, therefore,  of  the  necessity  for  support  and 
cooperation  with  the  small  but  ever-growing  privately 
endowed  and  controlled  research  center. 
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Good  Samaritan  bill  to  be  introduced 


House  of  Delegates,  at  the  Spokane  meeting  last 
September,  directed  representatives  of  the  state  medi- 
cal association  to  seek  introduction  of  “a  Good  Sa- 
maritan Bill’’  at  the  1963  session  of  the  Legislature. 

House  Bill  208,  of  the  1961  legislative  session, 
introduced  by  Representatives  Adams  and  McFad- 
den,  was  such  a bill  but,  after  several  amendments 
and  approval  by  the  House,  failed  to  pass  in  the 
Senate.  The  bill,  as  originally  written,  was  broad, 
removing  all  civil  liability  of  a physician  who  would 
render  emergency  care  at  the  scene  of  an  emergency. 
A number  of  attorneys  objected  to  the  scope  of  the 
bill  and  finally  were  influential  in  preventing  its 
adoption. 

The  Adams-McFadden  Bill  was  patterned  after 
those  adopted  by  other  states.  The  first  of  these  was 
California  where  a Good  Samaritan  Act  was  approved 
in  1959.  This  was  followed,  in  1961,  by  enactment 
of  similar  statutes  in  Maine,  Nebraska,  North  Dakota, 
Oklahoma,  South  Dakota,  Texas,  Utah,  and  Wyom- 
ing. Bills  have  been  introduced  in  17  additional 
states  and  have  been  rejected  by  the  legislatures  of 
13,  including  Washington.  Most  of  the  laws  in 
force  apply  to  emergency,  some  include  accidents  by 
specification  and  one  (Ohio)  is  limited  to  accidents. 
Eight  require  that  services  be  gratuitous  and  four 
do  not  protect  if  there  is  gross  negligence.  One  makes 
the  exemption  apply  to  nurses  as  well  as  physicians 
and  one  (Wyoming)  applies  to  all  persons. 

Final  draft  of  the  bill  to  be  presented  to  the  1963 


Washington  Legislature  has  not  been  determined. 
However,  it  is  anticipated  that  agreement  with  at- 
torney groups  will  be  sought  before  introduction. 
If  representatives  of  the  legal  and  medical  professions 
combine  efforts,  there  seems  little  doubt  that  some 
such  law  will  be  passed.  The  following  is  a form  pro- 
posed by  a group  of  attorneys  interested  in  the 
problem : 

BE  IT  ENACTED  BY  THE  LEGISLATURE  OF 
THE  STATE  OF  WASHINGTON: 

No  person  shall  be  liable  for  civil  damages  by 
reason  of  any  good  faith  act  or  omission  upon  his 
part  in  the  course  of  rendering  emergency  care 
either  at  the  scene  of  an  emergency  or  while  the 
injured  person  is  being  transported  by  ambulance 
or  otherwise  conveyed  from  the  scene  of  the  emer- 
gency, provided  that: 

1.  Said  actor  shall  have  acted  with  reason- 
able care  in  light  of  all  of  the  then  existing 
circumstances  and  conditions;  and, 

2.  The  acts  and  omissions  shall  have  been  in 
good  faith;  and, 

3.  The  actor  shall  not  have  contributed  to  the 
causing  of  the  emergency;  and, 

4.  No  fee  is  asked,  charged  or  contemplated 
for  the  rendering  of  such  emergency  care. 

The  rendering  of  such  emergency  care  under  the 
conditions  hereinabove  defined  shall  not  constitute 
a contractural  physician-patient  relationship  nor 
entail  a duty  of  continuing  care. 


Opportunity  in  psychiatry 

Training  in  psychiatry  for  a limited  number  of 
general  practitioners  is  being  offered  by  Oregon 
State  Hospital  at  Salem.  A three  year  course  is 
planned  and  there  is  stipend  of  $12,000  per  year, 
maximum.  Citizens,  or  those  who  have  filed  inten- 
tion to  become  citizens  are  eligible  if  th6y  have 
completed  internship  prior  to  July,  1958.  Those 
interested  should  write  to  D.  K.  Brooks,  M.D., 
Superintendent,  at  the  hospital. 

Research  forum  at  Atlantic  City  next  June 

Council  on  Scientific  Assembly  is  planning  the 
third  annual  research  forum  as  part  of  the  AM  A 
meeting  in  Atlantic  City  next  June.  Some  200  papers 
on  recent  progress  will  be  presented.  All  specialties 
will  be  represented,  offering  physicians  an  unparalel- 
led  opportunity  to  keep  abreast  of  general  medical 
progress.  The  forum,  described  as  multiple  disci- 
pline, will  be  a major  part  of  the  AMA  scientific 
program  on  three  days,  June  18-20,  1963.  It  has 
been  a popular  part  of  the  program  at  the  last  two 


AMA  meetings.  Deadline  for  submission  of  abstracts 
on  original  investigation  of  fundamental  problems  in 
medicine  and  medical  practice,  is  February  1,  1963. 
Chairman  of  the  forum  committee  is  Edwin  H.  Elli- 
son, M.D.,  who  may  be  addressed  at  the  Office  of  the 
Council  on  Scientific  Assembly,  535  North  Dear- 
born Street,  Chicago  10,  Illinois. 


T acoma 

Electrophysics  Laboratory 

E lectroencephalograph  tj 
Electromyography 

John  T.  Robson,  M.D. 

Stevens  Dimant,  M.D. 

Marcel  Malden,  M.D. 
Lorraine  Knudson,  R.N. 

Puget  Sound  Medical  Building 
1104-06  South  4th  Street 
Tacoma  5,  Washington 
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IDAHO 


Idaho  State  Medical  Association — 364  sonna  building,  Boise,  Idaho 

president  Manley  Shaw,  M.D.,  Boise 

secretary  A.  Curtis  Jones,  M.D.,  Boise 

executive  secretary  Mr.  A.  L.  Bird,  Boise 

annual  meeting  June  23-27,  1963,  Sun  Valley 


Officers,  Councilors  and  Committees 

President:  Manley  B.  Shaw,  2121  College  Boule- 
vard, Boise.  Telephone:  344-8318 
President-Elect:  Paul  B.  Heuston,  552  Shoup  Ave- 
nue W.,  Twin  Falls.  Telephone:  733-6190 
Past-President:  Robert  E.  Staley,  204  Oregon 
Street,  Kellogg.  Telephone:  SU  4-1141 
Secretary-Treasurer:  A.  Curtis  Jones,  518  Eastman 
Bldg.,  Boise.  Telephone:  344-2509 
Council:  Dist.  No.  1:  Wallace  H.  Pierce,  307  St. 

John’s  Way,  Lewiston.  Telephone:  SH  3-4211 
Councilor:  Dist.  No.  2:  William  B.  Jewell,  107  No. 

Commercial,  Emmett.  Telephone:  365-2361 
Councilor:  Dist.  No.  3:  James  R.  Kircher,  Snow 
Bldg.,  Burley.  Telephone:  678-2283 
Councilor:  Dist.  No.  4:  Corwin  E.  Groom,  1505  East 
Center,  Pocatello.  Telephone:  233-2709 
Delegate  to  AMA:  Alexander  Barclay,  315  West 
Garden,  Coeur  d’Alene.  Telephone:  MO  4-2103 
Alternate  Delegate  to  AMA:  Donald  K.  Worden, 
307  St.  John’s  Way,  Lewiston.  Telephone: 
SH  3-5171 

Trustees  to  Northwest  Medicine:  William  T.  Wood, 
Coeur  d’Alene,  1963;  Melvin  M.  Graves,  Poca- 
tello, 1964;  J.  B.  Marcusen,  Nampa,  1965 
Executive  Secretary:  Mr.  Armand  L.  Bird,  358 
Sonna  Bldg.,  Boise.  Telephone:  343-6061,  344- 
5811,  Ext.  398 


STANDING  COMMITTEES 


Program 

Term  Expires 


Max  F.  Bell,  Boise,  Chairman 
George  W.  Warner,  Twin,  Falls  1964 

J.  Douglas  Davis,  Idaho  Falls  1965 

Oliver  M.  Mackey,  Lewiston  1966 


Mediations  & Public  Relations 

W.  R.  Tregoning,  Boise,  Chairman  1963 
E.  V.  Simison,  Pocatello  1963 

Bernard  A.  Bodmer,  Godding  1966 

Robert  W.  Cordwell,  Kellogg  1965 

Dauchy  Migel,  Idaho  Falls  1965 

Wallace  Bond,  Twin  Falls  1964 

Robert  S.  McKean,  Boise  1964 


John  W.  Armstrong,  Lewiston  1966 

The  President  (with  voting  power)  1 year 

Legislative 

Loy  T.  Swinehart,  Boise,  Chairman 
James  H.  Hawley,  Boise 
C.  Clifford  Johnson,  Boise 
Roscoe  C.  Ward,  Boise 
E.  D.  Parkinson,  Boise 
Harold  E.  Dedman,  Boise 

Constitution  and  By-Laws 

Wallace  H.  Pierce,  Lewiston, 

Chairman  1963 

Donald  E.  Adams,  Moscow  1963 

Elizabeth  L.  Munn,  Caldwell  1964 
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SPECIAL  COMMITTEES 


Necrology 

Walter  G.  Hoge,  Blackfoot 


Medical  Planning 

Charles  A.  Terhune,  Burley,  Chairman 
Russell  T.  Scott,  Lewiston 
Donald  K.  Worden,  Lewiston 
Quentin  W.  Mack,  Boise 
Asael  Tall,  Rigby 


Industrial  Medicine 


J.  J.  Coughlin,  Boise,  Chairman  1964 

Dan  E.  Stipe,  Lewiston  1963 

Richard  P.  Sutton,  Burley  1966 

Russell  Tigert,  Jr.,  Soda  Springs  1966 

Leland  K.  Krantz,  Idaho  Falls  1965 


(to  fill  unexpired  term  of  David  J.  Nelson, 
Pocatello) 


Medical  Economics  & Fee  Schedule 

Quentin  W.  Mack,  Boise,  Chairman 
Reuben  C.  Matson,  Jerome 
G.  Curtis  Waid,  Idaho  Falls 
Bernard  S.  Heywood,  Lewiston 
David  C.  Miller,  Pocatello 


Board  of  Health  Advisory 

James  R.  Kircher,  Burley,  Chairman 
R.  George  Wolff,  Homedale 
J.  Gordon  Daines,  Boise 
Bernard  L.  Kreilkamp,  Twin  Falls 
Wilbur  C.  Hayden,  Sandpoint 


Veterans  Relations 

Richard  O.  Vycital,  Boise,  Chairman 
Theodore  R.  Florentz,  Boise 
Mark  Baum,  Idaho  Falls 
David  C.  Miller,  Pocatello 
O.  V.  Baumann,  Lewiston 
Marion  V.  Klingler,  Gooding 

Medical  Aspects  of  Sports 

John  F.  Stecher,  Caldwell,  Chairman 
Doyle  M.  Loehr,  Moscow 
Richard  G.  Gardner,  Boise 
Clark  T.  Parker,  Pocatello 
Murland  F.  Rigby,  Rexburg 


Idaho  State  Bar  Assn.  Liaison  Committee 

Manley  B.  Shaw,  Boise,  Chairman 
Wallace  H.  Pierce,  Lewiston 
James  R.  Kircher,  Burley 


William  B.  Jewell,  Emmett 
Corwin  E.  Groom,  Pocatello 

American  Medical  Education  Foundation 

Jerome  K.  Burton,  Boise,  Chairman 
Hamilton  H.  Greenwood,  Coeur  d’Alene 
Frederick  W.  Durose,  Bonners  Ferry 
Glen  M.  Whitesel,  Kellogg 
Richard  F.  Stack,  Lewiston 
F.  W.  Cottrell,  Nampa 
George  A.  Baker,  Boise 
Eugene  H.  Holsinger,  Burley 

E.  Leon  Myers,  Pocatello 
Taylor  H.  Carr,  Idaho  Falls 
Aldon  Tall,  Rigby 

Eugene  F.  Landers,  Montpelier 

Mental  Health  Advisory 

Dale  D.  Cornell,  Boise,  Chairman 

F.  Wayne  Schow,  Twin  Falls 
Donald  M.  Gumprecht,  Coeur  d’Alene 
Robert  M.  Frazier,  Boise 

Jay  P.  Merkley,  Pocatello 

Medical  Education 

Robert  S.  McKean,  Boise,  Chairman 
E.  V.  Simison,  Pocatello 
Donald  K.  Worden,  Lewiston 
Charles  A.  Terhune,  Burley 
Alfred  M.  Popma,  Boise 
E.  R.  W.  Fox,  Coeur  d’Alene 
Joseph  W.  Marshall,  Twin  Falls 
Samuel  C.  Taylor,  Nampa 
Robert  E.  Staley,  Kellogg 


Maternal  Welfare 

G.  E.  Rosenheim,  Boise,  Chairman 
Douglas  Schow,  Twin  Falls 
Jane  D.  Gumprecht,  Coeur  d’Alene 
Ben  E.  Katz,  Twin  Falls 
Ervine  S.  Bills,  Idaho  Falls 


Disaster  & Civilian  Defense 

Robert  F.  Holdren,  Boise,  Chairman 
Glenn  W.  Corbett,  Idaho  Falls 
V.  Ellis  Knight,  Kimberly 
Charles  D.  Collins,  Twin  Falls 
Franklin  L.  Best,  Boise 


Rural  Health 

Asael  Tall,  Rigby,  Chairman 
W.  Paul  Shrum,  Hayden  Lake 
Terrell  O.  Carver,  Boise 
Max  W.  Carver,  Twin  Falls 
Thomas  W.  Watts,  Payette 


ACS  chapter  meets 

The  Boise  Valley  Chapter,  American  College  of 
Surgeons,  held  its  mid-winter  meeting  at  the  Owy- 
hee Hotel,  Boise,  Saturday,  Dec.  8.  Guest  speaker 
for  the  session  was  Edwin  J.  Wylie,  San  Francisco, 
Associate  Professor  of  Surgery,  University  of  Cali- 


fornia School  of  Medicine.  Local  speakers  included: 
Robert  S.  Smith,  Leon  W.  Nowierski,  Edward  J. 
Kiefer,  Richard  A.  Forney,  Richard  O.  Vycital  and 
J.  K.  Helferty,  all  of  Boise.  Samuel  C.  Taylor,  Nampa, 
is  President  of  the  Chapter,  and  J.  K.  Helferty,  Boise, 
Secretary-Treasurer. 
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Rural  health  conference 

Asael  Tall.  Rigby,  Chairman  of  the  Association’s 
Rural  Health  Committee,  Terrell  O.  Carver,  Admini- 
strator of  Health,  and  Alfred  M.  Popma,  Boise, 
WICHE  Commissioner,  attended  the  Fourth  Region- 
al Rural  Health  Conference  in  Sacramento,  Oct. 
19-20.  Dr.  Tall  reported  to  the  conference  on  medi- 
cal care  for  migrant  agricultural  workers  in  Idaho 
and  Dr.  Popma  presented  a fact  loaded  discussion 
on  WICHE,  its  operation  and  its  future  plans. 

Health  advisory  committee 

Board  of  Health  Advisory  Committee  met  in  Boise, 
Saturday,  Oct.  20,  with  representatives  of  the  Idaho 
Hospital  Association,  to  consider  new  proposed  rules 
and  regulations  for  hospitals.  James  R.  Kireher,  Bur- 
ley, is  chairman.  Others  who  attended  the  session 
included  R.  George  Wolff,  Homedale,  W.  C.  Hay- 
den, Sandpoint,  and  Bernard  L.  Kreilkamp,  Twin 
Falls.  J.  Gordon  Daines,  Boise,  was  unable  to  attend. 

Mental  health  discussion 

The  association’s  Mental  Health  Advisory  Com- 
mittee, Dale  D.  Cornell,  chairman,  met  in  Boise, 
Saturday,  Nov.  3.  Members  of  this  committee  in- 
clude: F.  Wayne  Schow,  Twin  Falls,  Jay  P.  Merkley, 
Pocatello,  Donald  M.  Gumprecht,  Coeur  d’Alene, 
and  Robert  M.  Frazier,  Boise. 

Meet  with  bar 

A meeting  of  the  association’s  Medical  Liaison 
Committee,  with  a comparable  committee  of  the 
Idaho  State  Bar  Association,  was  held  in  Boise  on 
Saturday,  Nov.  17.  President  Manley  B.  Shaw,  Boise, 
is  Chairman  of  this  important  committee  and  the 
Councilors  are  other  members.  They  are:  Wallace 
H.  Pierce,  Lewiston,  William  B.  Jewell,  Emmett, 
lames  R.  Kireher,  Burley,  and  Corwin  E.  Groom, 
Pocatello. 

Cancer  society  elects 

New  physician  officers  of  the  Idaho  Division, 
American  Cancer  Society,  elected  in  October  are: 
President:  Robert  E.  Lloyd,  Boise;  Chairman,  Pro- 
fessional Education  Committee,  James  C.  F.  Chap- 
man, Boise;  Delegate  to  National  Convention,  Frank 
W.  Crowe,  Boise;  Alternate  Delegate  to  National 
Convention,  Jay  P.  Merkley,  Pocatello. 

Members  of  the  Board  of  Directors:  Robert  E. 
Staley,  Kellogg;  R.  D.  Brooks,  Moscow;  Eugene  H. 
Holsinger,  Burley;  O.  R.  Cutler,  Preston;  Taylor  H. 
Carr,  Idaho  Falls;  Robert  R.  Klamt,  St.  Anthony, 
and  Quentin  E.  Howard,  Boise. 


Hospital  association 

Association  representation  at  the  annual  meeting  of 
the  Idaho  Hospital  Association,  Sun  Valley,  Oct. 
15-16,  was  excellent.  Eight  physicians  attended  the 
session  including  President  Manley  B.  Shaw,  Sec- 
retary-Treasurer A.  Curtis  Jones,  Councilor  James 
R.  Kireher,  O.  F.  Swindell,  Glenn  A.  Talbov,  and 
Robert  D.  Jenkins,  all  of  Boise;  Samuel  C.  Taylor, 
Nampa;  John  R.  Moritz,  Sun  Valley  and  Executive 
Secretary  Bird.  Eight  members  of  the  Auxiliary  also 
attended  the  meetings. 

New  officers  of  the  Hospital  Association  are:  Presi- 
dent—Mr.  Raymond  L.  Tate,  Twin  Falls,  Assistant 
Administrator,  Magic  Valley  Memorial  Hospital. 
President  Elect— Mrs.  Lois  C.  Lee,  Administrator, 
Gooding  County  Memorial  Hospital.  Secretary-Trea- 
surer—Mr.  Leon  Felder,  Administrator,  Mary  Secor 
Hospital,  Emmett.  Mr.  W.  C.  Hansen,  Boise,  Ad- 
ministrative Assistant,  St.  Alphonsus  Hospital,  re- 
tired as  President. 

State  Board  of  Medicine  section 

The  next  regular  meeting  of  the  State  Board  of 
Medicine  will  be  held  in  Boise,  Jan.  14-16,  1963. 
Members  of  the  Board  are  S.  Nl.  Poindexter,  Boise, 
Chairman;  Fred  T.  Kolouch,  Twin  Falls,  Vice-Chair- 
man; C.  I.  Gibbon,  Kellogg;  W.  Wray  Wilson,  Coeur 
d’Alene;  John  E.  Comstock,  Pocatello,  and  Charles 
E.  Kerrick,  Caldwell. 

No  Temporary  Licenses  were  issued  in  October. 

County  society  officers 

Ada 

Pres.,  M.  M.  Burkholder,  Boise 

Pres-elect.,  J.  C.  F.  Chapman 

Sec.,  Q.  L.  Quickstad 

Treas.,  M.  L.  Holdren 

Third  Tuesday  — each  month 

Delegates:  B.  P.  Strouth,  J.  M.  Thomas, 

J.  J.  Coughlin,  J.  H.  Hawley,  R.  R. 

Jones,  C.  W.  Barrick,  J.  T.  Brunn,  W. 

D.  Forney,  M.  D.  Gudmundsen,  R.  H. 

Wilkinson,  R.  E.  Lloyd 
Alternate  Delegates:  M,  F.  Bell,  J.  K. 

Burton,  D.  D.  Cornell,  T.  O.  Carver, 

H.  A.  P.  Myers,  W.  L.  Venning,  M.  E. 

Thomas,  A.  M.  Stone,  C.  C.  Morgan, 

C.  E.  Howarth,  C.  E.  Clohessy 
Kootenai-Benewah 

Pres.,  E.  R.  W.  Fox,  Coeur  d'Alene 
Pres-elect.,  H.  H.  Greenwood 
Sec-Treas.,  D.  A.  Daugharty 
Second  Tuesday  — 7:00  p.m. 

South  Central 

Pres.,  M.  E.  Scheel,  Wendell 
Pres-elect.,  W.  H.  Woodson 
Sec-Treas.,  R.  G.  Neher 
Second  Tuesday  — First  month  of  each 
quarter  — 7:30  p.m. 

Delegates:  R.  P.  Sutton,  C.  D.  Collins, 

R.  C.  Matson,  D.  H.  Mahoney,  M.  W. 

Carver,  H.  F.  Brumbach,  M.  E.  Scheel, 

R.  G.  Neher 

Alternate  Delegates:  V.  E.  Knight,  C.  A. 

Terhune,  E.  T.  Rees,  B.  A.  Bodmer, 

D.  A.  McClusky,  F.  F.  Fox,  O.  A. 

Moellmer,  I.  A.  Anderson,  G.  A.  Hoss 
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RECEIVED:  The  following  books  have  been 

received.  Publication  of  this  acknowledgement  is  to 
be  considered  adequate  return  to  the  sender.  Selected 
titles  will  be  reviewed  as  space  permits. 


Problems  in  surgery. 

From  Surgical  Grand  Rounds  at  the  New  York  Hos- 
pital-Cornell  Medical  Center.  By  Frank  Glenn, 
M.D.,  Lewis  Atterbury  Stimson  Professor  of  Surgery, 
Cornell  University  Medical  College,  N.Y.,  Surgeon- 
in-Chief,  The  New  York  Hospital-Cornell  Medical 
Center,  N.Y.;  edited  by  George  E.  Wantz,  Jr.,  M.D., 
Assistant  Professor  of  Clinical  Surgery,  Cornell  Uni- 
versity Medical  College,  N.Y.,  Assistant  Attending 
Surgeon,  The  New  York  Hospital-Cornell  Medical 
Center,  N.Y.  512  pp.  Illustrated.  Price  $16.50.  The 
C.  V.  Mosby  Company,  St.  Louis,  1961. 

Techniques  of  hypnotherapy. 

By  Leslie  M.  LeCron,  261  pp.  Price  $7.50.  The  Ju- 
lian Press,  Inc.,  New  York.  1961. 

Rheumatic  heart  disease. 

Pathology  and  clinical  implications— A summary  of 
five  hundred  and  nine  autopsied  cases. 

By  Jacques  B.  Wallach,  M.D.,  Assistant  Professor 
of  Pathology,  Albert  Einstein  College  of  Medicine, 
New  York  City,  and  Edgar  F.  Borgatta,  Ph.D.,  Pro- 
fessor of  Sociology,  Cornell  University,  N.Y.,  in  col- 
laboration with  Alfred  A.  Angrist,  M.D.,  professor 
and  chairman  of  the  Department  of  Pathology,  Al- 
bert Einstein  College  of  Medicine,  New  York  City. 
174  pp.  $7.50.  Nine  illustrations.  1962. 

Common  sense  about  psychoanalysis. 

By  Rudolph  Wittenberg,  consultant  in  psychother- 
apy in  the  Department  of  Psychiatry  at  the  City  Hos- 
pital at  Elmhurst,  N.Y.,  and  at  the  Mental  Health 
Consultation  Center  in  New  York  City.  214  pp.  Price 
$3.95.  Doubleday  & Company,  Inc.,  N.Y.,  1962. 


SOME  BOOKS  ARE  TO  BE  TASTED,  OTHERS  TO  BE 
SWALLOWED,  AND  SOME  FEW  TO  BE  CHEWED  AND 
DIGESTED.  —FRANCIS  BACON 


Medical  genetics  1958-1960. 

An  annotated  review. 

By  Victor  A.  McKusick  M.D.,  professor  of  medicine, 
The  Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  Md.,  and  contributors.  534  pp.  Illustrated. 
Price  $14.50.  The  C.  V.  Mosby  Co.,  St.  Louis,  Mo. 
1961. 

The  spine , ed.  2. 

A radiological  text  and  atlas. 

By  Bernard  Epstein,  M.D.,  chief,  Department  of 
Radiology,  The  Long  Island  Jewish  Hospital,  New 
Hyde  Park,  New  York;  Clinical  Professor  of  Radiol- 
ogy, The  Albert  Einstein  College  of  Medicine,  New 
York.  616  pp.  893  illustrations.  Price  $16.50.  Lea 
and  Febiger,  Philadelphia,  Pa.,  1962. 

The  human  testis:  a clinical  treatise. 

By  Leonard  Paul  Wershub,  M.D.,  F.A.C.S.,  F.I.C.S., 
Diplomate  of  American  Board  of  Urology,  Associate 
Professor  of  Urology,  New  York  Medical  College, 
Metropolitan  Medical  Center,  New  York  City.  With 
Forewards  by  Ralph  E.  Snyder,  M.D.,  New  York 
Medical  College,  and  Charles  Montgomery  Stewart, 
M.D.,  University  of  Southern  California  Medical 
School.  249  pp.  Illustrations  and  graphs.  Price 
$10.50.  Charles  C Thomas,  Springfield,  111.  1962. 

Disturbances  of  heart  rate,  rhythm  and  conduction. 

By  Eliot  Corday,  M.D.,  F.A.C.P.,  F.A.C.C.,  Assist- 
ant Clinical  Professor  of  Medicine,  School  of  Medi- 
cine, University  of  California,  Los  Angeles;  Attend- 
ing Staff,  Cedars  of  Lebanon  and  Mt.  Sinai  Hospi- 
tals, Los  Angeles;  and  David  W.  Irving,  M.D.,  Clini- 
cal Assistant,  School  of  Medicine,  University  of 
California,  Los  Angeles,  Research  Associate,  Cedars 
of  Lebanon  Hospital,  Research  Fellow,  Los  Angeles 
County  Heart  Association.  357  pp.  Illustrated.  Price 
$8.50.  W.  B.  Saunders  Company,  Philadelphia.  1961. 
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Mental  patients  in  transition. 


Psychiatry:  biological  and  social. 

By  Ian  Gregory,  M.A.,  M.D.  (Camb.),  D. Psych 
(Tor),  M.P.H. (Mich.),  Assistant  Professor  of  Psy- 
chiatry, and  Coordinator  of  Undergraduate  Educa- 
tion in  Psychiatry,  University  of  Minnesota  Medical 
School.  557  pp.  Price  $10.00.  W.  B.  Saunders  Com- 
pany, Philadelphia.  1961. 


Ovarian  tumors. 

Edited  by  Langdon  Parsons,  M.D.,  Professor  of 
Gynecology,  Boston  University  School  of  Medicine, 
Chief,  Department  of  Obstetrics  and  Gynecology, 
University  Affiliated  Hospitals,  Buffalo,  New  York. 

Appraisal  of  current  concepts  in  anesthesiology. 

Edited  and  assembled  by  John  Adriani,  M.D.,  Pro- 
fessor of  Surgery,  Tulane  University  School  of 
Medicine,  New  Orleans,  La.;  Clinical  Professor  of 
Surgery  and  Pharmacology,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  Director 
of  Anesthesiology,  Charity  Hospital  of  Louisiana, 
New  Orleans.  279  pp.  Price  $7.75.  The  C.  V.  Mosby 
Co.,  St.  Louis,  Mo.  1961. 

Surgery. 

Edited  by  George  L.  Nardi,  M.D.,  Assistant  Clinical 
Professor  of  Surgery,  Harvard  Medical  School,  As- 
sociate Visiting  Surgeon,  Massachusetts  General 
Hospital,  and  George  D.  Zuidema,  M.D.,  Assistant 
Professor  of  Surgery,  University  of  Michigan  Medi- 
cal School,  Staff  Surgeon,  University  of  Michigan 
Hospital.  By  23  authors.  1034  pp.  Illustrated.  Price 
paperback  $8.50,  clothbound  $12.00.  Little,  Brown 
& Company,  Boston,  1961. 

Somatic  stability  in  the  newly  born. 

CIBA  Foundation  Symposium.  Edited  by  G.  E.  W. 
Wolstenholme,  O.B.E.,  M.A.,  M.B.,  M.R.C.P.  and 
Maeve  O’Connor,  B.A.  393  pp.  63  illustrations.  Price 
$10.00.  Little,  Brown,  and  Company,  Boston.  1961. 


Unit  step  radiography. 

By  Gerhart  S.  Schwarz,  M.D.,  Department  of  Radi- 
ology, College  of  Physicians  and  Surgeons,  Colum- 
bia University  Radiological  Service,  Presbyterian 
Hospital,  New  York.  230  pp.  Illustrated.  Price  $8.75. 
Charles  C Thomas,  Springfield.  1961. 

The  nature  of  sleep. 

CIBA  Foundation  Symposium.  Editors  for  the  Sym- 
posium, G.E.W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
M.R.C.P.,  and  Maeve  O’Connor,  B.A.  416  pp.  101 
illustrations.  Little,  Brown  and  Company,  Boston. 
Price  $10.00.  1961. 

Radiographic  atlas  of  skeletal  development  of  the 
foot  and  ankle. 

Normand  L.  Hoerr,  Ph.D.,  M.D.,  S.  Idell  Pyle, 
Ph.D.,  and  Carl  C.  Francis,  M.D.,  from  the  Depart- 
ment of  Anatomy,  Western  Reserve  University  School 
of  Medicine,  Cleveland,  Ohio.  163  pp.  Price  $9.50. 
Charles  C Thomas,  Springfield,  111.  1962. 


Steps  in  Hospital-Community  Rehabilitation.  Edited 
by  Milton  Greenblatt,  M.D.,  Assistant  Supervisor 
and  Director  of  Research  and  Laboratories,  Massa- 
chusetts Mental  Health  Center,  Associate  Clinical 
Professor  of  Psychiatry,  Harvard  Medical  School; 
and  Daniel  J.  Levinson,  Ph.D.,  Director,  Center  for 
Sociopsychological  Research,  Massachusetts  Mental 
Health  Center,  Assistant  Professor  of  Psychology, 
Department  of  Psychiatry,  Harvard  Medical  School. 
378  pp.  Price  $11.75.  Charles  C Thomas,  Spring- 
field,  Illinois.  1961. 


By  Samuel  W.  Thompson,  D.V.M.,  M.S.,  Lieutenant 
Colonel  U.S.  Army  Veterinary  Corps,  Chief,  Pathol- 
ogy Division;  Edward  D.  Jenkins,  B.A.,  Bio-Statisti- 
cian,  Statistics  Branch,  Administrative  Division;  and 
Mary  A.  Fox,  A.B.,  MT/ASCP,  Histologist  and 
Chief,  Histochemistry  Branch,  all  of  U.S.  Army  Re- 
search and  Nutrition  Laboratory,  Fitzsimons  Gen- 
eral Hospital,  Denver,  Colo.  232  pp.  Price  $10.50. 
Charles  C Thomas,  Springfield  111.  1961.  (Rec’d 
Nov.  1961). 


A simplified  physiology  of  the  human  body. 

By  Deryck  Taverner,  M.B.E.,  M.D.,  F.R.C.P.,  Read- 
er in  Medicine,  University  of  Leeds,  Honorary  Con- 
sulting Physician  to  the  United  Leeds  Hospitals  and 
the  Leeds  Regional  Hospitals  Board.  236  pp.  Illus- 
trated. Price  $3.50.  Charles  C Thomas,  Springfield, 
111.  1961. 

Structural  forms  of  anesthetic  compounds. 

By  Hugh  S.  Mathewson,  M.D.,  Chairman,  Section 
on  Anesthesiology,  St.  Luke’s  Hospital,  Lecturer,  in 
Pharmacology,  University  of  Kansas  School  of  Med- 
icine, Lecturer  in  Physiology,  University  of  Kansas 
City,  Kansas  City,  Md.  223  pp.  Illustrated.  Price 
$6.75.  Charles  C Thomas,  Springfield,  111.  1961. 

Textbook  of  endocrinology. 

Edited  by  Robert  H.  Williams,  M.D.,  chief,  Endo- 
crinology and  Metabolism  Division,  and  physician- 
in-charge,  University  Hospital;  Executive  Officer 
and  Professor  of  Medicine,  University  of  Washington 
Medical  School,  Seattle,  Washington.  With  contri- 
butions by  21  authorities.  1204  pages.  Illustrated. 
Price  $21.00.  W.  B.  Saunders  Company,  Philadel- 
phia. 1962. 

Immunity,  2nd  edition. 

By  Sidney  Raffel,  Sc.D.,  M.D.,  Professor,  Depart- 
ment of  Medical  Microbiology,  Stanford  University 
School  of  Medicine.  627  pp.  125  illustrations.  Price 
$10.00.  Appleton-Century-Crofts,  Inc.,  New  York. 
1961. 


Antony  van  Leeuwenhoek  and  his  " little  animals." 

A collection  of  writings  by  the  father  of  protozool- 
ogy and  bacteriology.  By  Clifford  Dobell.  435  pp. 
Illustrated.  Price  paperbound  $2.25.  Dover  Publi- 
cations, Inc.,  New  York.  1961. 

Histopathologic  and  histologic  coding  system  for  tis- 
sue collections. 
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RALEIGH  HILLS  HOSPITAL * 

Member  of  the  American  Hospital  Association;  Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the  TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex  and  Adjuvant  Methods 

MEDICAL  STAFF: 

John  R.  Montague,  M.D.  Norris  H.  Perkins,  M.D.  Merle  M.  Kurtz,  M.D. 

John  W.  Evans,  M.D.,  Consulting  Psychiatrist 

Raleigh  Hills  Hospital 

LARRAE  A.  HAYDON,  ADMINISTRATOR 
JEAN  B.  TANNER,  ADMINISTRATOR 

6050  S.W.  Old  Scholls  Ferry  Road  Portland  7,  Oregon  Mailing  Address:  P.  O.  Box  366 

Telephone:  CYpress  2-2641 

* FORMERLY  RALEIGH  HILLS  SANITARIUM,  Inc. 


Cardiopulmonary  data  for  children  and  young  adults. 

By  Donald  E.  Cassels,  M.D.,  Professor  of  Pediatrics, 
University  of  Chicago  Medical  School,  and  Minerva 
Morse,  Ph.D.,  Department  of  Pediatrics,  University 
of  Chicago  Medical  School.  134  pp.  Price  $7.00. 
Charles  C Thomas,  Springfield,  111.  1962. 

Properties  of  membranes  and  diseases  of  the  nervous 
system.  Based  on  Symposium,  June  1961,  sponsored 
by  ANA  and  AAN,  Inc. 

By  Donald  B.  Tower,  Sarah  A.  Luse,  Harry  Grund- 
fest,  with  various  contributors.  102  pp.  Price  $4.50. 
Springer  Publishing  Company,  Inc.,  New  York.  1962. 

The  Immunology  of  Rheumatism. 

By  Jerzy  B.  Kwapinski,  M.D.,  C.Sc.,  Head  of  the 
Subdepartment  of  Microbiology,  University  of  New 
England,  Australia;  and  Marshall  L.  Snyder,  Ph.D., 
Professor  of  Bacteriology,  The  Dental  School  of  the 
University  of  Oregon,  Portland.  255  pp.  Price  $9.00. 
Tables  and  figures.  Appleton-Century-Crofts,  New 
York.  1962. 

Doctor  and  patient  and  the  law.  Fourth  edition. 

By  C.  Joseph  Stetler,  LL.B.,  LL.M.,  Member,  Bar  of 
District  of  Columbia  and  of  Illinois;  General  Coun- 
sel and  Director  of  Legal  and  Socio-Economic  Divi- 
sion, American  Medical  Association,  and  Alan  R. 
Moritz,  A.M.,  Sc.D.,  M.D.,  Professor  of  Pathology 
and  Director  of  the  Institute  of  Pathology,  Western 
Reserve  University.  529  pp.  Price  $14.75.  The  C.  V. 
Mosby  Company,  St.  Louis.  1962. 


The  epic  of  medicine. 

Edited  by  Felix  Marti-Ibanez,  M.D.,  Editor-in-chief 
of  MD,  the  medical  newsmagazine;  former  Professor 
and  Chairman  of  the  Department  of  Medicine,  New 
York  Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals, New  York.  295  pp.  Illustrated.  Pre-Christmas 
price  $12.50,  thereafter  $15.00.  Clarkson  N.  Potter, 
Inc.,  New  York.  1962. 

Todd-Sanford  Clinical  diagnosis  by  laboratory  meth- 
ods. Thirteenth  edition. 

Edited  by  Israel  Davidsohn,  M.D.,  F.A.C.P.,  Chair- 
man, Department  of  Pathology,  The  Chicago  Medi- 
cal School,  and  Benjamin  B.  Wells,  M.D.,  Ph.D., 
F.A.C.P.,  Dean,  California  College  of  Medicine,  Los 
Angeles.  1020  pp.  Illustrated.  Price  $16.50.  W.  B. 
Saunders  Company,  Philadelphia  and  London.  1962. 

Surgical  practice  of  the  Lahey  Clinic. 

By  members  of  the  staff  of  the  Lahey  Clinic,  Boston. 
872  pp.  Illustrated.  Price  $17.00.  W.  B.  Saunders 
Company,  Philadelphia  and  London.  1962. 

Fundamentals  of  voluntary  health  care. 

Edited  by  George  B.  de  Huszar.  457  pp.  Price  $6.00. 
The  Caxton  Printers,  Ltd.,  Caldwell,  Idaho.  1962. 

Synopsis  of  neurology. 

By  Francis  M.  Forster,  Professor  and  Chairman,  De- 
partment of  Neurology,  University  of  Wisconsin 
School  of  Medicine,  Madison.  223  pp.  Price  $6.75. 
The  C.  V.  Mosby  Company,  St.  Louis.  1962. 
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COOK  COUNTY  GRADUATE  SCHOOL 
OF  MEDICINE 


CONTINUING  EDUCATION  COURSES 
STARTING  DATES  — 1962  - 1963 


ANESTHESIA— INHALATION,  ENDOTRACHEAL,  REGIONAL 

— by  appointment 

SURGICAL  TECHNIC,  Two  Weeks,  February  18 
SURGERY  OF  COLON  AND  RECTUM,  One  Week,  March  4 
VAGINAL  APPROACH  TO  PELVIC  SURGERY,  One  Week,  De 
cember  17.  January  28,  March  25 
GYNECOLOGY,  OFFICE  AND  OPERATIVE,  Two  Weeks, 
April  I 

OBSTETRICS,  GENERAL  AND  SURGICAL,  Two  Weeks, 

March  II 

PROCTOSCOPY  AND  SIGMOIDOSCOPY,  One  Week,  De- 
cember 17,  January  28 

VARICOSE  VEINS,  One  Week,  December  17,  January  28 
GENERAL  SURGERY,  One  Week,  February  25 

BOARD  OF  SURGERY  REVIEW,  PART  II,  Two  Weeks,  March  4 
BASIC  INTERNAL  MEDICINE,  Two  Weeks,  March  4 
MANAGEMENT  OF  COMMON  FRACTURES  AND  DISLOCA- 
TIONS, One  Week,  December  3,  February  25 
BOARD  OF  INTERNAL  MEDICINE  REVIEW,  PART  II,  One 
Week,  April  8 

GALLBLADDER  SURGERY,  Three  Days,  March  II 
SURGERY  OF  HERNIA,  Three  Days,  March  14 
CLINICAL  COURSES  IN  FRACTURES,  DERMATOLOGY, 
PEDIATRICS,  RADIOLOGY,  by  appointment 
ELECTROCARDIOGRAPHY,  One  Week,  March  18 
BASIC  PRINCIPLES  IN  GENERAL  SURGERY,  Two  Weeks, 
March  18 

Information  concerning  numerous  other  continuation  courses 
available  upon  request. 


TEACHING  FACULTY  - ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address:  REGISTRAR,  707  South  Wood  Street,  Chicago  12,  III. 


Formative  years  in  the  far  west.  A history  of  Standard 
Oil  Company  of  California  and  predecessors  through 
191 9. 

By  Gerald  T.  White.  694  pp.  Illustrated.  $7.50.  Ap- 
pleton-Century-Crofts,  New  York.  1962. 

Tranquilizing  and  antidepressive  drugs.  American 
Lecture  Series. 

By  Wilbur  M.  Benson,  M.D.,  Ph.D.,  Director  of 
Neuropharmacology  and  Psychopharmacology,  Mead 
Johnson  Research  Center,  Evansville,  Indiana,  and 
Burtrum  C.  Schiele,  M.D.,  Professor  of  Psychiatry, 
Department  of  Psychiatry  and  Neurology,  University 
of  Minnesota  Medical  School,  Minneapolis.  89  pp.  Il- 
lustrated. Price  $5.25.  Charles  C Thomas,  Springfield. 
1962. 

Modern  radiology  in  historical  perspective. 

By  Stephen  B.  Dewing,  M.D.,  Director  of  Radiology, 
Hunterdon  Medical  Center,  Flemington,  N.J.,  Asso- 
ciate Clinical  Professor  of  Radiology,  New  York  Uni- 
versity, Post-graduate  Medical  School,  New  York 
City.  189  pp.  Price  $5.75.  Charles  C Thomas,  Spring- 
field.  1962. 

Children's  radiographic  technic.  Second  edition. 

By  Forrest  E.  Shurtleff,  R.T.,  chief  technician,  Robert 
B.  Brigham  Hospital,  Boston,  formerly  chief  techni- 
cian Children’s  Medical  Center,  Boston.  92  pp.  Illus- 
trated. Price  $4.50.  Lea  & Febiger,  Philadelphia. 
1962. 


Nutrition  in  a nutshell. 

By  Roger  J.  Williams,  Ph.D.,  president  of  the  Ameri- 
can Chemical  Society,  Director  of  Clayton  Biochemi- 
cal Institute,  University  of  Texas.  171  pp.  Illustrated. 
Price  $0.95  paperbound.  Dolphin  Books,  Doubleday 
& Company,  New  York.  1962. 

Curare  and  curare-like  agents.  Ciba  Foundation 
Study  Group  No.  12. 

By  editor  for  the  Ciba  Foundation,  A.V.S.  DeReuck, 
M.Sc.,  D.I.C.,  A.R.S.C.  103  pp.  Illustrated.  Price 
$2.95.  Little,  Brown  and  Company,  Boston.  1962. 

Pediatric  methods  and  standards:  from  the  Depart- 
ment of  Pediatrics,  School  of  Medicine,  University  of 
Pennsylvania.  Fourth  edition. 

Edited  by  Fred  H Harvie,  M.D.,  Associate  Professor 
of  Clinical  Pediatrics.  391  pp.  Illustrated.  Price  $5.00. 
Lea  & Febiger,  Philadelphia.  1962. 

The  exocrine  pancreas:  normal  and  abnormal  func- 
tions. Ciba  Foundation  Symposium. 

By  editors  for  the  Ciba  Foundation,  A.V.S.  DeReuck, 
M.Sc.,  D.I.C.,  A.R.C.S.,  and  Margaret  P.  Cameron, 
M.A.  390  pp.  Illustrated.  Price  $11.50.  Little,  Brown 
and  Company,  Boston.  1962. 

Pharmacology  and  patient  care. 

By  Solomon  Garb,  M.D.,  Associate  Professor  of  Phar- 
macology, University  of  Missouri,  School  of  Medicine, 
and  Betty  Jean  Crim,  R.N.,  M.Ed.,  Assistant  Pro- 
fessor of  Nursing,  University  of  Missouri,  School  of 
Nursing.  344  pp.  Illustrated.  Price  $4.00.  Springer 
Publishing  Company,  Inc.,  New  York.  1962. 

Examination  and  diagnosis  of  the  spine  and  extre- 
mities. 

By  Beckett  Howorth,  M.D.,  Med.  Sc.D.,  Clinical 
Professor  of  Orthopedic  Surgery,  New  York  Univer- 
sity Post  Graduate  Medical  School,  Lecturer  in  Ortho- 
pedics, Yale  University  School  of  Medicine.  178  pp. 
Illustrated.  Price  $10.50.  Charles  C Thomas,  Spring- 
field.  1962. 

Electrocardiography.  Fundamentals  and  clinical  ap- 
plication. 

By  Louis  Wolff,  M.D.,  Visiting  Physician,  Consult- 
ant in  Cardiology  and  Head  of  the  Cardiographic 
Laboratories,  Beth  Israel  Hospital;  Clinical  Professor 
of  Medicine,  Harvard  Medical  School.  351  pp.  Illus- 
trated. Price  $8.50.  W.  B.  Saunders  Company,  Phil- 
adelphia and  London.  1962. 

The  thyroid.  Second  edition. 

Edited  by  Sidney  C.  Werner,  M.D.,  Sc.D.  (Med.) 
with  65  contributors.  873  pp.  Illustrated.  Price 
$24.00.  A Hoeber  Medical  Book,  Harper  & Row, 
New  York.  1962. 

Curvatures  of  the  spine.  American  Lecture  Series. 

By  Emil  D.  W.  Hauser,  M.S.,  M.D.,  Associate  Pro- 
fessor of  Bone  and  Joint  Surgery,  Northwestern  Uni- 
versity Medical  School,  Attending  Orthopedic  Sur- 
geon, Passavant  Memorial  Hospital,  Chicago.  190  pp. 
Illustrated.  Price  $9.75.  Charles  C Thomas,  Spring- 
field.  1962. 
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The  monteggia  lesion. 

By  Jose  Luis  Bado,  M.D.,  Professor  of  Surgery,  Uni- 
versity of  Montevideo  Medical  School,  Director, 
Institute  for  Orthopedics  and  Traumatology,  Monte- 
video, Uruguay.  Translated  from  the  Spanish  by 
Ignacio  V.  Ponseti,  M.D.,  Professor  of  Orthopedic 
Surgery,  State  University  of  Iowa  Medical  School, 
Iowa  City,  Iowa.  78  pp.  Price  $6.75.  Charles  C 
Thomas,  Springfield,  111.  1962. 


Cardiovascular  renal  problems  in  pregnancy 

Edited  by  Russel  R.  deAlvarez,  M.D.,  Professor  of 
Obstetrics  and  Gynecology,  University  of  Washing- 
ton, Obstetrician  and  Gynecologist,  University  and 
King  County  Hospitals,  Seattle,  Washington.  Quar- 
terly issue.  912  pp.  Illustrated.  Price  $18.00  per 
series.  Paul  B.  Hoeber,  Inc.,  Medical  Division  of 
Harper  & Brothers,  N.Y.  1961. 


Reviews 

Books  reviewed  in  the  columns  of  Northwest  Medicine  may  be  borrowed  by 
any  subscriber.  Write  Miss  Ruth  Harlamert,  Librarian , King  County  Medical 
Society  Library,  Room  105,  Cobb  Bldg.,  Seattle  1,  Wn.  The  library  appreciates, 
but  does  not  demand,  reimbursement  for  postage. 


Experimental  transplantation  of  vital  organs. 

By  V.  P.  Demikhov.  Authorized  translation  from  the  Russian 
by  Basil  Haigh,  M.A.,  M.B.,  B.  Chir.  285  pp.  Price  $12.50. 
Illustrations,  graphs,  tables.  Consultants  Bureau  Enterprises, 
Inc.  New  York,  1962. 

This  book  is  written  by  a researcher  who  has 
devoted  over  20  years  to  studies  in  the  transplanta- 
tion of  vital  organs.  The  author  has  surveyed  the 
literature  and  presents  an  extensive  bibliography 
making  it  valuable  for  both  reference  and  research 
work. 

It  is  divided  into  seven  chapters,  including  a 
literature  survey,  some  general  points  in  the  trans- 
plantation of  the  heart,  lungs,  and  other  organs,  the 
homoplastic  transplantation  of  organs,  immunological 
reactions  during  transplantation,  the  use  of  an  arti- 
ficial circulation  for  transplantation,  plastic  opera- 
tions on  the  coronary  arteries,  and  some  problems 
of  the  physiology  of  the  circulation  in  relation  to  the 
transplantation  of  organs. 

The  book  is  compiled  especially  for  those  en- 
gaged in  transplantation  research  but  it  should  be 
read  by  everyone  interested  in  the  experimental 
method. 

The  book  contains  24  variants  of  the  transplan- 
tation of  a second  additional  heart  with  grafted 
hearts  functioning  up  to  32  days. 

The  section  on  transplantation  of  the  head  is 
worthy  of  note.  The  concept  was  first  presented  by 
the  American  experimentalist  Guthrie  in  1908. 
Demikhov  has  extended  the  original  observations 
with  survival  of  the  head  for  periods  of  up  to  29 
days. 

The  author  presents  certain  views  with  which 
most  people  working  in  the  fields  would  disagree 
particularly  the  concept  that  biological  incompati- 
bility within  a species  is  relative  and  may  be  easily 
overcome. 

This  book  fills  a gap  in  our  knowledge  of  Rus- 
sian experimental  techniques.  I can  recommend  it 
to  all  people  interested  in  the  experimental  method. 

STANLEY  W.  JACOB,  M.D. 


Your  child's  care;  1001  questions  and  answers.  (A 
new,  revised,  and  enlarged  edition  of  a pediatric 
manual  for  mothers). 

By  Harry  R.  Litchfield,  M.D.,  Director,  Department  of  Pediatrics 
and  Baby  Care  Clinics,  Brooklyn  Womens  Hospital;  and  Leon 
H.  Dembo,  M.D.,  A ssistant  Clinical  Professor  of  Pediatrics,  West- 
ern Reserve  University  School  of  Medicine,  Cleveland.  257  pp. 
Price  $3.95.  Doubleday  & Company,  New  York.  1960. 

Bookshops  and  pharmacies  display  an  ever-in- 
creasing array  of  hardcover  and  paperback  books  on 
infant  and  child  care,  patterned  in  the  main  after 
the  perennial  masterpiece  of  Benjamin  Spock.  His 
“Pocketbook  of  Baby  and  Child  Care”  has  remained 
the  standard  by  which  each  newcomer  in  the  field 
has  been  judged. 

Dr.  Spock’s  prestige  may  well  be  threatened  by 
the  authors  of  “Your  Child’s  Care;  1001  Questions 
and  Answers”,  for  in  their  interesting  and  practical 
approach  they  have  recognized  the  major  problem 
of  parents  as  they  seek  information  about  their  chil- 
dren; the  uncertainty  as  to  just  what  they  should 
know  and  want  to  know.  This  difficulty  has  been  at 
least  partially  overcome  by  the  interesting  device  of 
first  asking  the  sort  of  question  that  might  well  be  in 
the  mind  of  an  anxious  mother,  and  then  answering 
that  question  simply  and  completely,  in  a manner  that 
should  ensure  understanding. 

The  problems  faced  in  rearing  children,  and  the 
diseases  and  injuries  common  to  childhood,  are  nice- 
ly covered  by  the  question  and  answer  method,  and 
there  is  a bonus  in  the  very  readable  sections  on 
such  matters  as  Travel,  Baby  Sitters,  and  Television. 

The  authors,  in  wisely  avoiding  details  of  treat- 
ment for  the  more  serious  problems,  have  obviated 
the  common  fault  of  committing,  in  a sense,  the 
physician  to  a particular  course  of  therapy. 

The  format  is  pleasing,  and  an  effective  cross- 
indexing adds  greatly  to  this  book’s  value. 

ROBERT  W.  HOFFMAN,  M.D. 


1073 

Northwest  Medicine,  December  1962 


PROFESSIONAL  classified 


Practice  Opportunities 

MEDICAL  DENTAL  PERSONNEL 

Openings  in  obstetrics,  gynecology,  otolaryngology, 
orthopedics  and  general  practice.  Washington,  Ore- 
gon or  Alaska  license  required.  508  Medical  Dental 
Bldg.,  Seattle,  Wash.,  MU.  2-0545. 

GENERAL  PRACTITIONER  WANTED-SEATTLE 

To  share  office  space,  staff  and  equipment  on 
rental  basis  with  overly  busy  north  end  physician. 
Build  own  practice  rapidly.  Exchange  days  off.  Call 
Charles  R.  Leighton,  M.D.,  1556  N.E.  177th,  Se- 
attle 55,  Wash. 

OB-GYN  RESIDENT  WANTED 

Available  immediately,  unexpected  opening  for  first- 
year  resident  in  a fully  accredited  3-year  program. 
Full  complement  of  15  interns.  Contact  Dr.  Abrams, 
Director  of  Medical  Education,  Sacred  Heart  Hos- 
pital, Spokane,  Wash. 

MEDICAL  OFFICERS 

Training  and  experience  in  clinical  pharmacology,  to 
develop  and  provide  authoritative  medical  opinions 
and  evaluations  regarding  drugs.  Salary  to  $13,695. 
Limited  private  practice  permitted.  Membership  and 
participation  in  professional  organizations  encourag- 
ed. Liberal  benefits  of  Federal  Civil  Service  including 
life  insurance,  health  benefits,  and  excellent  sick, 
vacation,  and  retirement  benefits.  5 day,  40  hour 
week.  Cost  of  travel  and  transportation  of  household 
furnishings  to  Washington,  D.C.,  will  be  paid.  Send 
complete  curriculum  vitae  to:  Ralph  G.  Smith,  M.D., 
Acting  Medical  Director,  Food  and  Drug  Administra- 
tion, Washington  25,  D.C. 

ASSOCIATE  WANTED 

Well  qualified  internist  or  surgeon  willing  to  do 
some  general  practice,  by  2-man  partnership  in  sub- 
urban area  of  Eastern  Washington.  Salary  first  year 
then  partnership  if  desired.  Write  Box  28-D,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wash. 

GP  OPPORTUNITY  IN  AN  ESTABLISHED  CLINIC 

Will  share  office  space,  staff  and  equipment.  Can 
build  own  practice  rapidly.  Partnership  or  profit- 
sharing  after  two-years  association,  if  mutually  agree- 
able. Contact  R.  A.  Bussabarger,  M.D.,  Box  592, 
Raymond,  Wash.,  or  call  9422453. 


GP  OPPORTUNITY  EASTERN  WASHINGTON 

Due  to  death  of  Dr.  Sweet,  fully  equipped  office  for 
sale.  Modern  hospital  facilities.  Contact  Mrs.  W.  H. 
Sweet,  Ritzville,  Wash. 

MEDICAL  SPECIALISTS 

Board  eligible  or  certified,  to  develop  and  provide 
authoritative  medical  opinions  regarding  drug  pro- 
ducts. Salary  to  $13,695.  Limited  private  practice 
permitted.  Membership  and  participation  in  profes- 
sional organizations  encouraged.  Liberal  benefits  of 
Federal  Civil  Service  including  life  insurance,  health 
benefits,  and  excellent  sick,  vacation,  and  retirement 
benefits.  5 day,  40  hour  week.  Cost  of  travel  and 
transportation  of  household  furnishings  to  Washing- 
ton, D.C.,  will  be  paid.  Send  complete  curriculum 
vitae  to:  Ralph  G.  Smith,  M.D.,  Acting  Medical 
Director,  Food  and  Drug  Administration,  Washing- 
ton 25,  D.C. 

OB-GYN  OPPORTUNITY 

Opening  for  a young  man,  in  an  established  clinic 
North  of  Seattle.  Contact  Doctors  Clinic,  18504 
Bothell  Way  N.E.,  Bothell,  Wash. 

GP  PRACTICE  IN  EASTERN  WASHINGTON 

Active  practice  in  small  town  for  sale.  Fully  equip- 
ped office  including  x-ray,  EKG,  ultrasound.  Will 
introduce.  Near  3 open  staff  hospitals.  Write  Box 
29-D,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash. 


Locations  Desired 

GP  DESIRES  WASHINGTON  LOCATION 

Graduated  1951.  7 years  GP  experience  including 
surgery  and  OB-GYN.  2 1/2  years  post-grad,  surgical 
training  F.R.C.S.  (Edin.).  City  5,000-50,000  with 
surgical  facilities,  preferably  as  associate.  Available 
July.  Write  P.  Goodwin,  M.D.,  Springfield  Hospital, 
Springfield,  Mass. 

ORTHOPEDIC  SURGEON  DESIRES  LOCATION 

Will  complete  residency  July  1963.  Military  obliga- 
tion already  completed.  Ray  M.  Lyle,  M.D.,  5725 
Park,  Kansas  City  30,  Mo. 
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GENERAL  PRACTITIONER  WISHES  TO  RELOCATE 

With  GP  or  group  in  Washington  or  Oregon.  Two 
years  experience.  Military  obligation  completed. 
Married  with  family.  Write  Box  27-D,  Northwest 
Medicine,  Seattle,  Wash. 


Office  Space 

MEDICAL  SUITES— BELLINGHAM,  WASH. 

Space  in  established  modern  downtown  office  build- 
ing. Would  like  internist,  orthopedic  surgeon  or 
ob-gyn  man.  Write  Box  7-D,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wash. 

LOCATE  IN  BELLEVUE 

Space  available  in  established  Bellevue  Doctors  Cen- 
ter Bldg.  GL  4-7778  or  Box  681,  Bellevue,  Wash. 

CHOICE  GROUND  FLOOR  SPACE 

Office  of  800  sq.  ft.,  in  West  Seattle,  population  100,- 
000.  WE  2-2485  or  WE  7-9490. 

NEW  MEDICAL  OFFICE  INTERCITY  AREA-EVERETT 

Deluxe  space  available  for  physician  in  group  of  of- 
fices, arranged  to  individual  specifications.  Seven 
schools  within  walking  distance  but  no  physicians  in 
area.  Income  potential  very  high,  and  if  needed,  fi- 
nancing should  be  no  problem.  Please  write  or  call 
Norman  Anderson,  91st  and  Hiway  99  South, 
Everett,  Wash.,  Phone  EL  3-2485. 

GENERAL  PRACTITIONER  NEEDED  IMMEDIATELY 

To  practice  in  our  11  room  modern  clinic,  located  7 
miles  east  of  Everett,  at  one  of  the  states  most  pictur- 
esque lakes.  There  are  7,000  residents  in  our  school 
district  which  consists  of  a high  school,  junior  high 
and  a grade  school.  All  church  denominations  are  rep- 
resented in  this  and  the  surrounding  area.  There  are 
two  hospitals  located  about  20  minutes  away.  Recrea- 
tional facilities  include:  fishing,  boating,  hunting  and 
skiing.  For  further  information  contact  Mr.  Byron 
E.  Clark,  pharmacist,  P.O.  Box  98,  Lake  Stevens, 
Wash. 

DES  MOINES  AREA  NEEDS  PHYSICIANS 

One  of  Seattle’s  fastest  growing  communities  needs 
more  physicians.  Exceptional  opportunity  for  special- 
ists such  as  pediatricians  and  obstetricians.  Building 
located  on  main  street  of  Des  Moines.  Complete  in 
every  detail,  including  air  cond.,  off-street  parking 
and  a panoramic  view  of  the  Sound.  Call  MU  2-3750 
or  evenings  WE  7-4744,  Seattle. 


SUBURBAN  SEATTLE  OFFICE  SPACE 

Small  office  in  the  center  of  Burien  suitable  for  begin- 
ning or  a suburban  practice.  Waiting  room,  treatment 
room  and  lavatory,  also  private  office  if  desired.  8 
physicians  and  dentists  located  in  building.  Short  or 
long  term.  CH  2-0646  Seattle. 

NORTHEND  SEATTLE  NEAR  UNIVERSITY 

Space  available  with  select  group  in  new  modern 
medical  center.  Complete  X-ray  and  laboratory  facili- 
ties. Air  conditioned.  Ample  parking.  LA  5-7874; 
eves.  GL  4-8431. 

NEW  MEDICAL  OFFICE  BUILDING 

Outstanding  3 acre  site  at  major  cross  road.  One 
block  from  the  Stevens  Memorial  Hospital.  Comple- 
tion early  1963.  Contact  B.  P.  Deason,  D.D.S.,  P.O. 
Box  366,  Lynnwood,  Wash.,  PR  8-4333  or  PR 
8-2205. 


Equipment 

WESTINGHOUSE  X-RAY 

Used  200  ma  Westinghouse  console,  rotating  anode 
tube,  complete  dark  room.  Can  be  seen  in  Medical- 
Dental  Bldg.,  Seattle.  Also  other  good  used  x-rays 
available.  Johnson  X-ray  Supply,  1106  Pike  St., 
Seattle,  Wash. 


Services 

PERISTALTIC  ENEMA  SERVICE 

Referred  cases.  Mary  E.  Stack,  R.N.,  offices  in 
Rhododendron  Building,  Room  102,  1006  Spring  St., 
Seattle,  Wash.  Call  MA  3-2971. 


Real  Estate 

RESIDENCE-MERCER  ISLAND,  WASH. 

See  this  unique  home  geared  to  the  large  family— 
4,000  sq.  ft.;  9 bed  rooms;  up  to  the  minute  kitchen 
with  built  in  ovens.  Marble  fire  place  adds  elegance 
to  the  gracious  living  room.  Convenient  location. 
Just  $49,500.  Contact  Maloof  Realty,  AD  2-5510, 
Mercer  Island,  Wash. 

WATERFRONT  INVESTMENT 

Approx.  3 1/2  acres  on  beautiful  Lake  Sammamish, 
20  min.  to  down  town  Seattle.  Zoned  for  business 
and  apts.  $143,000  will  take  some  trade.  Contact 
Maloof  Realty,  AD  2-5510,  Mercer  Island,  Wash. 
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DIRECTORY  OF  AdiVeTtlSCTS 


Abbott  Laboratories 

Compocillin  VK  1046-1047 

Ames  Company,  Inc. 

Urisiix  998 


Burroughs-Wellcome  & Company 


‘ Emprazil-C ’ 
‘Empvin  Compound 
with  Codeine 

1004 

1050-1051 

Campbell  Soup  Company 

Soup  (Tomato) 

1043 

Ciba 

Ser-ap-es 

1013 

Coca  Cola  Company 

1015 

Cook  County  Graduate  School 
of  Medicine 

Continuing  education 

courses 

1072 

Cutter  Laboratories 

Prescription  Products 
Department 

1086 

Geigy  Pharmaceuticals 

Tandearil 

1000 

Haack  Laboratories,  Inc. 

Neosorb 

1059 

Belap 

1060 

Lederle  Laboratories 

Stress  caps 

1014 

Lilly,  Eli  and  Company 

Cordran  and  Cordran-N 

1020 

Lovejoy  Rehabilitation  Hospital 

In  6-  Out  Pt.  Rehab. 


Service 

1015 

Parke,  Davis  & Company 

Chloromycetin 

994-995 

Pharmaceutical  Manufacturer's 

Ass'n.  1007 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism  1071 

Riker  Laboratories,  Inc. 

ULO  Syrup 

1008-1009 

Roche  Laboratories 

Librium 

1002 

Roerig,  J.  B.  & Company 

Atarax 

1054-1055 

Sanborn  Company 

V isette  1 003 

Schering  Corporation 

Cortiforte  1044 

Searle,  G.  D.  & Company 

Aletamucil  1016 

Lomotil  1045 


Shadel  Hospital,  Inc. 

Treatment  of  Alcoholism  1006 

Sherman  Laboratories 


Protamide  1085 

Smith,  Kline  & French  Laboratories 

Eskatrol  Spansule  1012 

Tacoma  Electrophysics  Laboratory  1065 
Upjohn,  The  Company 

Panalba  1 01 1 

Wallace  Laboratories 

MiltOWn  1058 

Winthrop  Laboratories 

Trancopal  1010 

New  Creamalin  1048 

Witter,  Dean  & Co. 


ir,  ueari  ot  v_  u . 

Good  Wall  St.  Connection  997 


Spokane  Surgical  Society — April  6,  1963, 
Davenport  Hotel 
Pres.,  F.  M.  Lyle 
Sec.,  C.  R.  Cavanagh 

Tacoma  Academy  of  Internal  Medicine 
— 4th  Tuesday  (Sept.-May) 

Pres.,  R.  A.  Kallsen 
Sec.,  R.  A.  O'Connell 

Tacoma  Surgical  Club — May  4,  1963,  3rd 
Tuesday  (Sept.-May) 

Pres.,  Dumont  Staatz 
Sec.,  Robert  B.  Burt 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June) 
Pres.,  Edward  G.  Goodrich,  Ph  D., 
Seattle 

Sec.,  John  E.  Nelson,  Seattle 

Washington  Academy  of  General  Prac- 
tice— May  17-19,  1963,  Wenatchee. 
Pres.,  Louis  Dewey,  Omak 
Sec.,  J.  E.  Gahringer,  Jr.,  Wenatchee 

Washington  State  Obstetrical  Associa- 
tion— March  30,  1963,  Seattle 
Pres.,  R.  K.  Plant,  Seattle 
Sec.,  F.  LeCocq,  Yakima 

Washington  State  Radiological  Society 
— Seattle,  4th  Mon.,  (Sept.-Apr.) 
Business  Session,  Meany  Hotel,  Sci- 
entific Sn.  UWSM  X-ray  Dept. 
Pres.,  W.  A.  Chesledon,  Seattle 
Sec.,  R.  H.  Rosenberg,  Seattle 

Washington  State  Society  of  Allergy — 
May,  1963,  Portland 
Pres.,  James  W.  Georges,  Seattle 
Sec.,  Paul  P.  Van  Arsdel,  Jr.,  Seattle 

Wash.  St.  Soc  of  Anesthesiologists. 
Pres..  M.  W.  Bulmer,  Wenatchee 
Sec.,  Robt.  M.  Kintner,  Wenatchee 

Washington  State  Society  of  Internal 
Medicine — Sept.  18,  1963 
Pres.,  D.  M.  Ulrich,  Seattle 
Sec.,  J.  H.  Lindberg,  Seattle. 

Yakima  Obstetrical  and  Gynecological 
Society — Last  Monday  (except  July, 
Aug.,  Dec.) 

Sec.,  A.  W.  Bostrom,  Jr. 

Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  H.  C.  Lynch 
Sec.,  J.  Goeckler 


MeCtlUgS  OF  MEDICAL  SOCIETIES 


American  Medical  Association — Atlan- 
tic City,  June  17-21,  1963. 

AMA  Clinical  Meetings — Portland,  Nov. 
18-21,  1963. 

Oregon  State  Medical  Society — Sept.  25- 
28,  1963,  Portland. 

Washington  State  Medical  Association — 
Sept.  15-18,  1963,  Seattle. 

Idaho  State  Medical  Association — June 
23-27,  1963,  Sun  Valley. 

North  Pacific  Society  of  Neurology  and 
Psychiatry — April,  1963,  Seattle 
Pres.,  Robert  M.  Rankin,  Seattle 
Sec.,  Thomas  H.  Holmes,  Seattle 
Northwest  Society  for  Clinical  Research 
—Jan.  12,  1963,  Seattle 
Pres.,  Donald  Tanner,  Seattle 
Sec..  Donald  Beck,  Vancouver,  B.C. 
Pacific  Northwest  Obstetrical  and  Gyn- 
ecological Association  — June  3-5, 
1963,  Victoria,  B.C. 

Pres.,  R.  R.  de  Alvarez,  Seattle 
Sec.,  J.  McDor.agh,  Vancouver,  B.C. 
Biennial  Western  Conference  on  Anes- 
thes. — Mar.  25-28,  1963,  Honolulu. 
Chrmn.,  John  Dillon,  Los  Angeles 
Sec.,  C.  M.  Ballinger,  Salt  Lake  City 

OREGON 

Ore.  Acad.  Ophth.  & Otolar. — Portland 
Aero  Club,  4th  Tue.,  Sept.-May. 
Pres.,  M.  Harvey  Johnson.  Portland 
Sect.,  D.  W.  McDaniel,  The  Dalles 
Oregon  Dermatologic  Society — Portland 
2nd  Wednesday  (Nov.,  Jan. -Apr.) 
Pres.,  Sheldon  Walker,  Portland 
Sec.,  F.  A.  J.  Kingery,  Portland 
Oregon  Pathologists  Association — Port- 
land, 2nd  Wednesday  (Feb.,  Apr., 
Oct.,  Dec.) 

Pres.,  F.  L.  Vrtiska,  Corvallis 
Sec.,  A.  A.  Oyama,  Portland 
Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday 
through  school  year 
Pres.,  L.  A.  Gay,  The  Dalles 
Sec.,  G.  R.  Satterwhite,  Portland 
Ore.  Soc.  Obst.  & Gynec. — Portland, 
Park  Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.,  May) 

Pres..  W.  L.  Hartmann,  Portland 
Sec.,  T.  A.  Treanor,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  J.  A.  Siebs,  Eugene 
Sec.,  P.  E.  Schaff,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  University  Club,  Portland 
Pres.,  T.  A.  Davis,  Portland 
Sec.,  G.  W.  Schwiebinger,  Portland 

Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Aero  Club 
Pres.,  V.  P.  Shoemaker 
Sec.,  M.  S.  Skiff 

Portland  Academy  of  Pediatrics — 1st 
Monday 

Pres.,  W.  M.  Clark.  Jr. 

Sec.,  J.  W.  Bussman 

Portland  Surgical  Society — last  Tuesday 
(Sept.-May),  UOMS  Library 

Pres.,  J.  M.  Guiss 
Sec.,  H.  W.  Baker 

WASHINGTON 

Puget  Sound  Academy  of  Ophthalmol- 
ogy and  Otolaryngology — 3rd  Tues- 
day (Oct.-May),  Seattle  or  Tacoma 
Pres.,  J.  M.  Shiach,  Seattle 
Sec.,  L.  N.  Hungerford,  Jr.,  Seattle 

Seattle  Academy  of  Surgery — Jan.  19, 
1963,  Olympic  Hotel,  Seattle;  3rd 
Wednesday  (June,  Oct.) 

Pres.,  E.  B.  Parmalee 
Sec.,  W.  S.  Brown 

Seattle  Gyn.  Soc. — 3rd  Wed.  exc.  June, 
Aug.,  Dec.,  Feb. 

Pres.,  D.  M.  McIntyre,  Seattle 
Sect.,  E.  T.  MacCamy,  Seattle 

Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  College  Club 
Pres.,  R.  F.  L.  Polley,  Seattle 
Sec.,  G.  Pyne,  Seattle 

Seattle  Surgical  Society — Jan.  18-19, 
1963,  4th  Monday  (Sept.-June) 
Pres.,  Donald  T.  Hall 
Sec.,  Lucius  D.  Hill 

Spokane  Society  of  Internal  Medicine — 
Quarterly,  Rockwood  Clinic 
Pres.,  Robert  Berghan 
Sec.,  Richard  E.  Steury 
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Funds  Given  *o  Medical  Schools,  433 
Giftie  Gie  Us,  The,  281 
Gill  is  Clark  County  Choice,  186 
Good  Samaritan  Bill  to  be  introduced,  1065 
GP's  to  Hold  May  Meeting  in  Bellingham, 
356 

Grant  Given  by  Spokane  Pharmacies,  359 
Grant  Received  by  Research  Foundation, 
186 

Guest  Lecturer  to  Speak  at  University  of 
Washington,  357 

Gustafson  is  Yakima  County  President,  358 
Hall  Speaks  on  Malpractice,  358 
Health  Mobilization  Courses  Attended  by 
370,  432 

Heart  Forum  Held  in  Aberdeen,  186 
King  County  Medical  Society  Officers 
Named,  59 

Kitsap  County  President  Takes  Office,  438 
LaVeck  Heads  Crippled  Children's  Section, 
784 

McGill  Appointed  to  Weyerhaeuser  Posi- 
tion, 186 

Measles  Vaccine  to  be  Tested  in  Shoreline 
Schools,  60 

Medical  Service  Plan  Becomes  Blue  Shield 
Member,  438 

Medical  Students  Receive  Awards,  525 
Memorial  Loan  Fund  Authorized,  59 
Northwest  Proctologic  Society,  616 


Idaho 

ACS  chapter  meets,  1067 
Action  at  Sun  Valley,  793 
Actions  Approved,  446 

Address  by  Robert  E.  Staley,  M.D.,  Presi- 
dent of  Idaho  State  Medical  Association, 
to  House  of  Delegates,  Third  Interim 
Session,  Idaho  Falls,  January  26,  1962, 
195 

Annual  Meeting  Invitation,  441 
Boise  Regional  Blood  Center  News,  981 
Boise  Surgeons  Elect  Officers,  64 
Cancer  society  elects,  1068 
County  society  officers,  1068 
Federation  Installs  Poindexter  as  Presi- 
dent, 360 

Final  Resolution  Considered  at  June  Meet- 
ing, 65 

Hard  Working  Session  in  the  Books,  286 


GENERAL 

Allergists  Meet,  951 

American  Cancer  Society  to  Meet  in  New 
York  City,  533 

Booklet  Describes  50  Careers  in  the  Health 
Sciences,  352 

Chest  Physicians  Establish  Resident  Loan 
Fund,  533 

Clinical  Research  Meeting  to  be  Held,  76 


Obstetrical  Association  to  Hear  Gutt- 
macher,  Moore,  885 

Obstetricians  to  Meet  in  British  Columbia, 
285 

Officers,  Board  of  Trustees,  and  Commit- 
tees, 1053 

Operation  SOS,  781 

Pathologists  Install  Bonifaci  as  President, 

437 

Personalized  Postgraduate  Education,  887 
Pierce  County  Officers  Assume  Duties,  434 
Postgraduate  Medical  Courses  to  be  Held 
at  UW,  358 

Postgraduate  Medical  Courses  Scheduled 
for  May,  285 

Program,  Annual  Meeting  of  the  Washing- 
ton State  Medical  Association,  705 
Psychiatric  Forum  to  be  in  Seattle,  433 
Psychiatric  Research  Meeting,  887 
Psychiatry  Course  to  be  Offered  in  July, 

438 

Radiologists  Elect,  439 

Regional  Primate  Research  Center  at  the 
University  of  Washington,  434 
Rew  Concludes  Successful  Year  at  Spo- 
kane, 883 

Rushmer  Receives  Award,  185 
Scientific  Exhibit  Space  Available,  282 
Scientific  Meetings  During  Seattle  World's 
Fair,  354 


Health  Advisory  Committee,  1068 
Hospital  association,  1058 
Hospital  Service  Holds  Elections,  532 
Idaho  Academy  Session,  981 
Idaho  Hospital  Association  Annual  Meet- 
ing, 981 

Idaho  State  Nurses  Meet,  981 
Idaho  State  Officers  and  Councilors  Meet, 
980 

Idaho  Students  Enter  Medical  School 
Through  WICHE,  531 

Idaho  Thoracic  Society  Holds  Clinical 
Meeting,  64 

Interim  Session  to  be  in  Idaho  Falls,  63 
Meet  with  bar,  1068 
Meetings  Held,  981 
Meetings  Scheduled,  63 
Mental  health  discussion,  1068 
Officers  and  Councilors  Meet,  890 
Officers,  Councilors  and  Committees,  1066 
Official  Minutes  Available,  980 


Endocrine  Society  Plans  Meeting,  283 
Funds  Given  to  Medical  Schools,  433 
Hypnosis  Groups  Meet,  609 
Meeting  Notices,  457 
National  Billirubin  Survey,  609 
Nursing  Homes  Oppose  Medical  Care 
Plan,  457 

Operation  SOS,  781 
Ophthalmology  Course  Scheduled,  457 
Opportunity  in  Psychiatry,  1065 
Research  forum  at  Atlantic  City  next  June, 


Seattle  Men  Get  Film  Award,  526 
Seattle  Surgical  Society  to  Hold  Meeting, 
59 

Seminar  on  Alcoholism,  625 
Short  Course  in  Epidemiology  to  be  Held, 
526 

Southwest  WAPG,  784,  887 
Southwest  Washington  GP's  Hold  Meeting, 
357,  438 

Speaker  for  Endocrine  Society  Meet,  526 
Spokane  Internists  Have  14th  Annual 
Meeting,  359 

Spokane  Surgeons  to  Meet,  282 
Strauss  Lecture  at  UW,  976 
Surgeons  to  Meet  in  Tacoma,  525 
Tacoma  Internists  to  Hold  Meeting,  59 
Tacoma  Surgical  Club  to  Hold  Annual 
Meeting,  357 

UWMS  Professors  Appointed  to  Advisory 
Posts,  885 

Washington  State  Nurses  Give  Special 
Awards,  434 

Weekly  Oral  Disease  Conference  at  UW, 
885 

Williams  Selected  as  Mayo  Clinic  Lecturer, 
433 

WSMA  Officers  and  Committees — 1962, 
188 

WSMA  Sponsors  Course  on  "Health  Serv- 
ices in  an  Emergency,"  185 


Pediatricians  Install  Officers,  360 
Plans  for  the  70th  Now  Complete,  531 
Polio  Vaccines  Discussed,  446 
Radiologists  Elect,  532 
Relaxed  Seriousness  at  Sun  Valley,  714 
Resolutions  from  Sun  Valley,  889 
Rural  health  conference,  1068 
"Self-Help"  Assistants  Appointed  by  Gov- 
ernor Smylie,  360 
Social  Events,  64 

Soule  Named  President  of  General  Prac- 
titioners, 64 

South  Idaho  Medical  Service  Bureau,  980 
Southwestern  Idaho  Officers  Named,  63 
State  Board  of  Medicine  Section,  64,  360, 
446,  531,  794,  890,  981,  1068 
Subcommittee  Hearings  were  Political  Ral- 
lies, 66 

Text  of  Statements  of  Physicians  at  Hear- 
ings, 66 

Upper  Snake  River  Officers  Named,  64 


1065 

Seattle  to  be  Convention  Site  of  X-Ray 
Technicians,  76 
VA  Speeds  up  Payments,  533 
533 

Veterinary  Education  Changes  Planned, 
533 

West  Coast  Allergists  Hold  First  Meeting, 
76 

Woman's  Auxiliary  Plans  39th  Annual 
Convention,  457 
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“Sounds  like 
a case  for 
Protamide, 


Just  a few  words  from  one  physician  to  another  and  yet  thousands  of 
patients  with  the  pain  of  neuritis  or  herpes  zoster  have  been  helped  to 
fast  relief  and  speedier  recovery  by  this  helpful  suggestion. 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is  prompt 
when  Protamide  is  administered  early1'4  in  the  course  of  the  disease. 
More  important,  recovery  usually  follows  in  three  to  six  days,  with 
prompt  response  even  in  ophthalmic  herpes  zoster.5 

references:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:691  (May)  1960.  (2)  Smith,  R.  T.:  New  York 
Med.  (Aug.  20)  1952,  pp.  16-19.  (3)  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  (4) 
Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  (5)  Sforzolini, 
G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


PROTAMIDE® 


—an  exclusive  colloidal  solution  of 
processed  and  denatured  enzyme— 
is  not  foreign  protein  therapy. 


Boxes  of  10  ampuls,  1.3  cc.  each,  for  intramuscular  injection. 


Detroit  11,  Michigan 


ourei 

Philadelphia  3, Pa. 


Why  the  lights 
have  been  burning 
later  than  usual 
in  one  group  of 
buildings  in 
Berkeley 


Our  electricity  bill  isn’t  the  only  out- 
lay that’s  been  raised  by  their  longer 
hours  and  increased  efforts.  For  what 
they’ve  been  doing  has  involved 
greater  expenditures  for  research, 
product  development  and  a host  of 
other  important  activities  that  will  be 
of  genuine  interest  to  you. 


Before  long,  you’ll  be  seeing  some 
of  the  results  of  all  this  work  from 
Cutter’s  Prescription  Products 
Department.  All  we  can  say  now  is 
that  new  developments  are  coming 
from  Cutter.  We  feel  sure  it  will  be 
worth  your  while  to  watch  for  them. 


Many  hard-working  people  at  Cutter 
Laboratories  have  been  working 
harder  than  ever  for  quite  some  time. 


CUTTER 


CUTTER  LABORATORIES  • Prescription  Products  Department  • Berkeley,  California 
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